Hospitalists and anesthesiologists as perioperative physicians:

Are their roles complementary?
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In recent years, there has been an increased emphasis on the role of
anesthesiologists as perioperative physicians. However, a new group of
physicians called hospitalists has emerged and established a role as
perioperative physicians. Most hospitalists have specialized in internal
medicine and its subspecialties. We reviewed American medical literature
over the last 13 years on the roles of anesthesiologists and hospitalists
as perioperative physicians. Results showed that the concept of the
anesthesiologist as the perioperative physician is strongly supported by
the American Board of Anesthesiology and the leaders of the specialty.
However, most anesthesiologists limit their practice to intraoperative
care and immediate acute postoperative care in the postanesthesia care
unit. The hospitalists may fill a different role by caring for patients in the
preoperative and sometimes in the postoperative period, allowing the
surgeon to focus on surgery. These roles of the anesthesiologists and
the hospitalists as perioperative physicians may be complementary. We
conclude that if anesthesiologists and hospitalists work together as peri-
operative physicians, with each specialty bringing its expertise to the care
of the perioperative patient, care is likely to improve. It is necessary to be
proactive and identify areas of future cooperation and collaboration.

n the Rovenstine lecture (1) delivered at the American Society
of Anesthesiologists annual meeting in 2005, Mark Warner,
MD, called on anesthesiologists to embrace the changing
profession of anesthesiology and predicted that surgery would
become even less invasive over time. He also predicted that an-
esthesia for these less invasive procedures would probably be
provided by nonphysician anesthetists, leaving anesthesiologists
to care for more critically ill patients in either the operating room
or the intensive care unit (ICU). Similarly, the American Society
of Anesthesiologists’ “task force to identify possible anesthesia
paradigms in 2025” (2) headed by Ronald D. Miller, MD, em-
phasized that anesthesiologists need to diversify their practice
paradigms in order to ensure a future leadership position in
medicine. Diversification will involve expanding their practice
to incorporate perioperative management, including critical care.
The task force also projected that tertiary care—oriented hospitals
will probably increase the number of critical care and monitored
beds, up to as much as half of the total hospital beds.
Despite these calls to widen the scope of practice of anesthe-
siology, most anesthesiologists limit their practice to anesthetic
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care in the preanesthetic assessment clinic, operating room, and
immediate postoperative care area. In the meantime, physicians
called hospitalists have begun to act as perioperative physicians
(3, 4). Surgeons rely on these hospitalists to ensure that their
patients are optimally prepared for surgery and to be available
if postoperative complications develop.

We reviewed American medical literature over the last 13
years on the roles of anesthesiologists and hospitalists as periop-
erative physicians. In this article, we review the mission of the
hospitalists and compare their position as perioperative physi-
cians with that of the anesthesiologists.

ANESTHESIOLOGISTS AS PERIOPERATIVE PHYSICIANS

As marketplace policies are applied to the health care indus-
try, physicians—including anesthesiologists—will be asked to
increase the value of their services to patients, hospitals, man-
aged care companies, and other physicians. By virtue of training
and experience, anesthesiologists are perioperative physicians;
the scope of their practice includes preoperative evaluation and
preparation, intraoperative anesthetic and medical management,
and acute postoperative care. Many anesthesiologists are also
trained in the management of critically ill patients in the ICU.
In addition, some anesthesiologists also work as key members
of the multidisciplinary acute and chronic pain management
teams.

The concept of the anesthesiologist as perioperative physi-
cian is strongly supported by the American Board of Anesthe-
siology (ABA), which recently proposed changes in residency
training to significantly increase experience in perioperative
medicine. However, these changes are not due to take effect
until 2008, and it is likely that new graduates with this training
will not manifest themselves for at least 5 to 6 years.

In spite of calls by leaders of the specialty (5-8) and the
position of the ABA, many if not most anesthesia residency
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training programs are neither equipped nor positioned to train
perioperative physicians. A survey of 56 anesthesiology training
programs conducted by the American Society of Critical Care
Anesthesiologists (9) found that 63% of reporting programs
perceived at least moderate difficulties in fulfilling the proposed
ABA requirements. Interestingly, 35% of programs thought that
the proposed requirement would hinder their resident recruit-
ment, and 28% thought that expansion of critical care was
wrong for their department.

To date, there is no agreement among anesthesiologists on
whether the specialty should limit itself to intraoperative and
immediate postoperative care or expand its scope of practice to
include the entire perioperative period. Expanding the scope of
the specialty would require broader training and may lengthen
the period of training. Opponents of the expansion argue that
the perioperative period is ill defined and that anesthesiologists
are uniquely unprepared and typically have little enthusiasm for
becoming perioperative physicians (5). They agree, however,
that the necessary expertise can be developed. They also high-
light the economic implications of such a move, which may
be negative (5). Proponents argue that perioperative medicine
increases the breadth of anesthesiologists’ medical knowledge
and leads to better understanding of chronic diseases and con-
sequent improvement in patient management throughout the
continuum of care. Other benefits include improvement in
interspecialty communication, differentiation of anesthesiolo-
gists from nonphysician anesthetists, and overall improvement
in the quality of perioperative care. They envision a practice in
which groups of anesthesiologists practice perioperative medi-
cine, although each member of the group may not practice all
aspects (5).

Available evidence (10-12) suggests that a well-designed,
anesthesiologist-directed preoperative evaluation clinic can re-
duce both the number of requests for consultations and the
number of surgical cancellations attributable to inadequate
preoperative preparation. Significant cost savings can also be
achieved by reducing unnecessary testing and unnecessary re-
source utilization. With regard to postoperative care, Pronovost
et al (13), in a study of patients recovering from abdominal
aortic surgery, found that daily rounds by an ICU physician
were associated with a two-thirds reduction in the mortality rate
and reduced resource utilization. Several other studies (14, 15)
have come to a similar conclusion. Therefore, organization of
surgical intensive care to include daily rounds by intensivists,
many of whom could be anesthesiologists, is likely to be both
clinically and economically beneficial (14, 16).

WHO ARE HOSPITALISTS?

Hospitalists are hospital-based physicians dedicated to the
care of patients admitted to the hospital. The overwhelming
majority of hospitalists have trained in internal medicine and
medicine subspecialties. The genesis of the hospitalist specialty
can be traced back to the early 1980s, although Wachter and
Goldman (17) did not coin the name until 1996. The specialty
began when large multispecialty medical groups, such as Kaiser
Permanente in California and Park Nicollete Clinics in Min-
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nesota, began to assign some inpatient medical care to primary
care physicians to increase efficiency. In 1997, a small group
of physicians who exclusively practice inpatient medicine met
at a continuing medical education event in San Francisco and
formed the National Association of Inpatient Physicians, which
has now evolved into the Society of Hospital Medicine. The
mission statement of the Society of Hospital Medicine includes
support, proposal, and promotion of changes that lead to higher
quality and care that is more efficient for all hospitalized pa-
tients (18). This group includes patients who are hospitalized
for surgery.

Presently, there is no formal training, accreditation, or certifi-
cation process to become a hospitalist; however, training institu-
tions such as the University of California at San Francisco and
a few other US residency programs have modified their inter-
nal medicine training for residents interested in hospital-based
careers. The extent to which other internal medicine training
programs focus on the care of perioperative patients is unclear.
In practice, however, hospitalists claim expertise in periopera-
tive care and refer to themselves as perioperative physicians (4,
18, 19). In fact, several hospital medicine groups now call their
department “the department of hospital and perioperative medi-
cine.”

Hospitalists also believe that one of the “foundations of
hospital medicine” is their involvement in the care of the periop-
erative patient (4). They contend that hospitalists have a central
and growing role as practitioners of perioperative medicine.
Hospitalists refer to the success of multidisciplinary teams of
hospitalists and orthopaedic surgeons and of hospitalists and
cardiothoracic surgeons in some large medical centers in the
USA (18-20) as evidence of their accomplishment as periopera-
tive physicians. Thus, hospitalists are becoming authorities and
leaders in perioperative medicine. Furthermore, the Society of
Hospital Medicine has started publishing practice guidelines
for perioperative care (4).

The hospitalists are filling a void left by office-based inter-
nists, surgeons, and anesthesiologists. As a result, hospitalists
have emerged as leaders of perioperative medicine and signifi-
cant members of the perioperative care team.

ANESTHESIOLOGISTS AND HOSPITALISTS AS
PERIOPERATIVE PHYSICIANS

Some anesthesiologists are concerned that hospitalists may
challenge the role of anesthesiologists as perioperative physicians
(21). However, the roles of anesthesiologists and hospitalists can
be seen as complementary. Hospitalists, with their background
in internal medicine, and anesthesiologists, with their knowledge
of perioperative physiology and pharmacology, should ideally
combine these resources to provide optimal patient care in the
perioperative period. Joint conferences and seminars between
anesthesiologists and hospitalists with interest in perioperative
medicine are already being held annually in some institutions
(22). A partnership between the American Society of Anesthe-
siologists and the Society of Hospital Medicine is desirable,
with the goal of providing optimal and efficient care for patients
undergoing surgery. This kind of partnership may present an
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opportunity to better utilize the knowledge and expertise of
anesthesiologists in the preoperative and postoperative care of
surgical patients. Residency training and education in periop-
erative medicine can also be standardized in both specialties.
Collaboration in research and formulation of practice guidelines
for the management of perioperative patients by both specialties
should ultimately improve patient outcomes.

In due course, the marketplace and third-party payers will be
more likely to support perioperative medicine that is practiced
by both anesthesiologists and hospitalists since the expertise
required is synergistic. Support will particularly increase if a
demonstrable improvement in clinical outcomes is seen in the
practice of perioperative medicine.

SUMMARY

The field of perioperative medicine is broad and will contin-
ue to grow as more extensive surgical procedures are performed
on older and sicker patients. Ata time when most specialties are
eager to expand their scope of practice and influence, it is im-
perative that anesthesiologists embrace their role as perioperative
physicians. What is unknown is whether anesthesiologists will
seek or accept broader perioperative responsibilities. The temp-
tation to avoid change is substantial, due to the comfortable
lifestyle and financial reward of practice limited to the operating
room. However, the status quo is not an acceptable option if
anesthesiology is to emerge as a specialty that cares for patients
from the time a decision is made for surgical intervention until
hospital discharge and the return to normal daily living.

Clearly, there is a role for both anesthesiologists and hos-
pitalists in perioperative medicine. If each specialty brings its
expertise to the care of the perioperative patient, care is likely to
improve. An example of cooperative medical care is the referral
by the anesthesiologist to the hospitalist for a cardiac evaluation
of a patient who presents to the preanesthetic screening clinic
with a significantly abnormal electrocardiogram. The specialty
of anesthesiology will become much more diverse and chal-
lenging with the inclusion of perioperative medicine. While
the primary mission of anesthesiology remains intraoperative
management, maintaining involvement in preoperative prepara-
tion and postoperative care is essential to the specialty’s growth
and continued well-being.
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