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INTRODUCTION

Work schedules for hospitalists appear to differ greatly,
though the evidence is mostly anecdotal.1 Some sched-
ules, such as seven or more consecutive days working,
would promote continuity, while other schedules, like
12 h on and 36 off, would result in a hospitalized
patient receiving care from multiple providers. In this
paper, we describe individual hospitalist work schedules,
and their association with continuity of care.

METHODS

We used 100% Texas Medicare claims data for January
1, 2014, through December 31, 2014. Hospitalists (n =
2334) were identified as generalist physicians with ≥
80% of their total Evaluation and Management Medicare
charges in 2014 for hospitalized patients.2 We counted
each day a hospitalist billed for E&M services for a
hospitalized fee-for-service Medicare patient as a work-
ing day. We calculated the percentage of each
hospitalist’s total number of working days in 2014 that
was part of a block of ≥ 3 or ≥ 5 or ≥ 7 consecutive
working days. We also identified all admissions receiv-
ing generalist care from those hospitalists and deter-
mined the number of different hospitalists providing that
care. In a multilevel model, we estimated the odds of a
patient receiving all generalist care from just one

hospitalist, as a function of the usual schedule of the
admitting hospitalist, controlled for patient demo-
graphics, comorbidities, reason for hospitalization, and
length of stay.

RESULTS

We categorized all Texas hospitalists by the percent of their
total number of working days in 2014 that was part of a block
of at least 3 or 5 or 7 consecutive working days. There was
considerable heterogeneity. At one extreme, 147 (6.3%)
hospitalists had no working days that were part of a 3-day or
longer block. In contrast, 702 (30%) hospitalists had > 50% of
their working days as part of a 7 or more day block (Fig. 1).
Table 1 presents the adjusted odds of a hospitalized patient

receiving care from just one hospitalist, as a function of
hospitalist work schedules. Patients receiving their initial care
from hospitalists in the highest quartile for working in seven or
more day blocks were more than five times as likely to
experience continuity of care as those cared for by hospitalists
in the lowest quartile (OR = 5.52, 95% CI 5.14, 5.92).

DISCUSSION

We found that hospitalist schedules vary widely, with a pre-
dictable association with inpatient continuity of care. On the
other hand, hospitalist schedules with many consecutivework-
ing days may promote burnout3, 4 and inhibit gender equity.5

Decisions on hospitalist schedules must balance those com-
peting priorities.6

Limitations of the study include the use of Texas data to
describe hospitalist schedules. The distribution of hospi-
talist schedules shown in Figure 1 may not be the same in
other states. Also, the measurements of hospitalist
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schedules and of continuity of care have inaccuracies. The
method of determining hospitalist schedules cannot distin-
guish between, for example, a hospitalist working an 8-h
daily shift for seven consecutive days from one who is on
an every other night call shift, where each 8- or 12-h shift
overlaps two consecutive calendar days. Also, hospitalists
caring primarily for younger patients or HMO patients
might not generate an E&M charge on a fee-for-service
Medicare patient every day that they work, which would

bias the estimate of their schedules. Similarly, the conti-
nuity of care measure cannot distinguish between discon-
tinuities because a patient was admitted at night from a
patient seeing a different physician each day. Neverthe-
less, the strong association between the measure of hos-
pitalist schedules and the measure of inpatient continuity
provides internal validation for both measures.
In conclusion, Medicare data may provide useful informa-

tion on hospitalist schedules and inpatient continuity of care.

Figure 1 Percentage of hospitalist working days that is part of a ≥ 3 or ≥ 5 or ≥ 7 block of consecutive working days. The figure ranks 2334
Texas hospitalists by the percentage of working days that was part of a block of ≥ 3 or ≥ 5 or ≥ 7 working days. The 25th, 50th, and 75th

percentiles of hospitalists are indicated by vertical dotted lines. For example, 147 hospitalists (6%) had no block of 3 or more consective days of
working; 1167 hospitalists (50%) spent at least 81% of their working days as part of a > 3-day block of consecutive working days; 370

hospitalists (16%) had no blocks of working five or more consecutive days; and 655 (28%) had no blocks of 7 or more days.
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Table 1 The Percent of Hospitalist Working Days That Were Part of
a Block of 7 or More Consecutive Days, Stratified by the Work
Schedule of the Hospitalists, and the Odds of Receiving Care from
Only One Hospitalist During Hospitalization, Adjusted for Patient
Characteristics. The Cohort Includes Medical Admissions in Texas
Medicare Data in 2014 with a 3-, 4-, 5-, or 6-Day Length of Stay.
Analyses Represent a Multilevel Model (Admission and Admitting
Hospitalist), Stratified by the Work Schedule of the Hospitalist, and
Adjusted for Patient Age, Gender, Race/Ethnicity, Residence Prior
to Admission, Length of stay, Medicaid Eligibility, Number of Prior
Hospitalizations, DRG-MDC for the Admission, and 31 Elixhauser
Comorbidities in the Prior Year, Entered Separately. Similar Results

Were Obtained in a Number of Sensitivity Analyses, Such as
Including All Medical and Surgical Admissions with Any Length of
Stay in the Cohort, and Excluding the Initial (Admitting) Evalua-
tion and Management Charge in Determining the Number of

Hospitalists Who Cared for the Patient).

Quartile of
hospitalist

N (%) of
admissions

Observed
rate

Odds ratio
(95% CI)

All (% of working
days that was in a
block of > 7 days)

63,145 52.3%

Q1 (= 0) 9160 (14.5%) 36.4% Reference
Q2 (0 ≤ 31.1%) 12,313

(19.5%)
43.0% 1.92

(1.78–2.07)
Q3 (31.1 ≤ 54.5%) 16,535

(26.2%)
54.7% 3.10

(2.89–3.34)
Q4 (> 54.5%) 25,137

(39.8%)
61.1% 5.52

(5.14–5.92)
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