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INTRODUCTION

Hospitalist productivity and compensation are complex topics.
Hospitalist clinical work is rapidly evolving with increasingly complex
patients and hospital systems, all paired with unpredictable and often
high workloads. Hospitalist clinical roles have evolved, sometimes
incorporating high-value but low productivity duties (e.g., triagist) in
addition to the ever-expanding clinical reach. Hospitalist financing
has also evolved with increasing direct costs to hospitals, which may
incentivize hospitals to consider funding high productivity hospitalist
models to help offset the costs. However, there are likely inadvertent
costs to these models that can lead to deterioration in clinician
wellness, patient quality and safety, and ultimately, institutional goals.

Hospitalists are charged to care for some of the healthcare
industry's most complex patients as well as to lead complex
institutional efforts. During the pandemic, the role of hospitalists
was elevated even further as hospitalists were quickly asked to adapt
to the shifting needs of health systems and lead large-scale
operational surge efforts. As hospitalists have faced unprecedented
work conditions and unpredictable work demands, research is
emerging that stress, anxiety, overwork, and burnout are high.}?
The stressors faced by hospitalists, further magnified during the
pandemic, unfortunately, are not new.>

As hospitalists increase their footprint in the healthcare ecosystem
and have experienced unprecedented growth (with at least 75% of US
hospitals utilizing hospitalists and over 50,000 practicing hospitalists®),
it is tempting to focus attention on the direct costs of hospitalist care
models. The literature, however, suggests that this attention may be
misdirected and that there exists a trade-off where the request to

“see more patients” actually increases waste and decreases quality.
Hospitalists often have an intuitive sense of this via their immersion
in the hospital environment, but the rigorous study of these
unintended outcomes is essential. Reimagining hospitalist clinical
work and goals can help optimize care models to support thriving
teams, patients, and institutions and simultaneously reduce overall
costs of care. We explore three ideas: (1) the current drive for
productivity may be harming the workforce, patients, and institutional
outcomes; (2) we must address both the measured outcomes and
implicit, system-level assumptions to better focus on determining
the ideal workload, and (3) we must develop and evolve clinical
staffing strategies that are evidence-based to optimize outcomes.
Recognizing that hospitalists add value to a wide array of high-value
health system efforts and scholarly pursuits, this article will focus on

clinical care models.

THE TRADE-OFFS OF PRODUCTIVITY

Hospitalist staffing models are often financially driven as most
hospitalist groups across the country rely on subsidies from hospitals
to support hospitalist salaries as provider fee billing does not
adequately cover costs. A reflexive approach for hospitals to improve
costs and efficiency may be to “squeeze more juice out of the lemon”
(i.e., encourage hospitalists to see more patients more quickly).
Preliminary studies suggest, however, that increasing clinical work-
loads negatively impact hospitalist well-being, mental health, and

2,3,5

hospitalist job performance, while simultaneously negatively

impacting hospital operational and financial outcomes.>®
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Commonly cited factors for burnout in hospital medicine pertain
to clinical workloads, including high patient-to-clinician ratios and
unrealistic workloads.? Physician burnout has been linked to the
quality of care”® and the financial bottom line.® Research has shown
that physicians who experience burnout are at increased risk of
leaving their current position,” while those who do not leave may
reduce their time spent taking care of patients.? Increasing workloads
affect hospitalist job performance, such as perceived quality of care
and operational outcomes (e.g., length of stay). Studies have shown
that 40% of physicians stated that their typical patient load in the
inpatient setting exceeded safe levels at least monthly!® and that
resources often lag behind the ever-increasing workloads.® Another
study by Elliott et al.> highlighted that when physicians saw more
than 15 patients in a shift, patient length of stay increased
exponentially and costs increased (i.e., hospital charges). More
recently, Kamalahmadi et al.® highlighted that it may be beneficial
for major academic medical centers (AMCs) to focus on throughput
(and thus lowering hospitalist census) given AMCs typically run at
high capacity as these efforts may improve hospital-wide flow by
lowering the length of stay. Similar findings were seen for community
hospitals but with different rationale given different patient
populations.® Additionally, work has suggested that quality improve-
ment efforts may degenerate with high workloads. Kara et al.l!
reported that clinicians felt that an effort to geographically cohort
patients negatively impacted patient safety, collaboration, morale,
camaraderie, and efficiency with higher patient loads. This all
suggests that our current measures of efficiency leave out crucial
factors that have significant financial implications and that more
holistic measures could simultaneously save systems money while

also protecting hospitalists.
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ALIGNING CLINICIAN-, PATIENT-, AND
INSTITUTIONAL-CENTRIC MEASURES

Integrating the job demands-resources model of burnout'? and the
conceptual model for integrated approaches to the protection and
promotion of worker health and safety,*® we propose a framework to
use as a guiding principle for future studies on hospitalist work—
taking into account workforce, patient, and institutional goals
(Figure 1). We begin by connecting the concepts of hospitalist
workload to hospitalist outcomes and job performance—as job
demands and resources affect hospitalist well-being,z’3 perceptions
of their work environment, and their ability to do their job (e.g.,
efficiency and throughput and high-quality patient care). Importantly,
research has also shown a dose-response relationship between task
load and burnout.** In our model, we further highlight that job
demands and resources also drive patient care outcomes and
operational and financial outcomes to the institution. By establishing
this model as our “true north,” the foundational component for our
work becomes understanding and developing best work practices,
targets, and models of care.

Current measures of workload and productivity are insufficient.
As a starting place, we propose balancing measures that could signal
when the drive toward ever-greater productivity becomes counter-
productive. Building off previous work that examined factors that
affect hospitalist work,'> we propose more holistic measures that
capture institutional motivations and leverage the electronic health
record (EHR),'® as well as the more sensitive measures of the human
aspects of care to articulate the multifaceted value that hospitalist
providers bring to both patients and to the health systems that they

serve (Table 1).

Assumptions

integrated approaches to the protection and promotion of worker health and safety, we have
assumed that the conditions of work and job demands impact the clinician’s well-being,
patient safety and quality, as well as the clinician’s job performance.

Taking the job demands-resources model of burnout and the Sorensen conceptual model for

External contributing factors

Surges in patient volume, hospital capacity strain (mismatch in resources and patients
being cared for), changes in reimbursement/financial models for the care of hospitalized
patients.

FTE=Full-time equivalent

FIGURE 1 Conceptual model for hospitalist clinical work.
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(Continued)

TABLE 1

Current or future use examples

Cons

Pros

Measure

Readily available in EHR; could be paired

Many factors may influence these

Simple and data typically available.

Patient outcomes (LOS, mortality,

Job performance

with workloads to understand how
workload impacts these outcomes.

outcomes.

readmissions, ICU transfers)

Many factors may influence these

Simple and data typically available.

Communication (HCAHPS)

When paired with workload, begins to

link work models to clinician/
institutional performance.

outcomes.

Must assess the trade-offs between direct

Many factors may influence these

Simple and data typically available.

Patient and safety outcomes as

Institutional

costs and outcomes. When paired with

outcomes.

outlined above, LOS and

throughput

outcomes

workload, begins to link work models to

institutional performance.

Assessing direct costs only may miss

Must be financially viable and also

Financial outcomes

indirect costs/benefits.

must look beyond direct costs.

Abbreviations: APP, advanced practice provider; cFTE, clinical fraction full-time equivalent; EHR, electronic health record; HCAHPS, Hospital Consumer Assessment of Healthcare Providers and Systems;

ICU, intensive care unit; LOS, length of stay; NASA, National Aeronautics and Space Administration; wRVU, work relative value unit.

Hospital Medicine

In high-risk industries, both within and outside of medicine,
attention and cognitive load are increasingly areas of focus as
research shows fractured attention leads to increased processing
time on complex tasks, impaired working memory, and bias.?” A
better understanding of these clinician-centric measures and how
they intersect with staffing models, patient outcomes, and institu-
tional goals would help us design work environments and staffing
models that are more humane while assessing the value to which our
current measures of productivity are insensitive. Importantly, track-
ing these measures in real-time and eventually integrating predictive
analytics will be key to understanding how changing workloads may
impact vital outcomes and could offer the opportunity to proactively
course-correct as models evolve.

DEVELOP STAFFING STRATEGIES THAT
ARE DATA- AND EVIDENCE-BASED

Integrated information systems must be coupled with workflows and
business process management, which would allow for an iterative
improvement process informed by data'® and aligned with hospital
priorities.’” These data may come from the EHR and from real-time
assessments of clinician workload, task load, and biosensor technol-
ogy to understand the true impact of work on the workforce and how
staffing models affect a hospitalist's ability to do their job. Easy-to-
use workforce assessments must be implemented in addition to or in
place of the once-a-year wellness surveys and paired with opera-
tional decision support tools. We must also understand operational
inefficiencies and recognize that staffing models and needs will
evolve over time and these information systems and decision tools
must evolve with them.

Ensuring the return-on-investment will be a central focus for any
hospital. Kamalahmadi et al.° showed that reducing hospitalists'
census could lead to ~$1.5 million in annual savings— solely by
implementing optimal staffing strategies that include lowering
hospitalist census (although models vary based upon whether the
institution is academic or community and patient complexity). Pre-
sumably, in addition to cost savings, busy AMCs that run at capacity
could then focus on bringing in more profit-generating admissions
such as surgeries. Lastly, the cost of burnout and attrition is high.
While on face value, some may believe that turnover is cost-effective
(e.g., more junior hospitalists may have lower salaries), the literature
would suggest that much of that savings may be negated by
additional recruitment costs, costs from burnout-driven full-time
equivalent reduction, and worse outcomes including increased

mortality?® from an inexperienced workforce.

LOOKING FORWARD

We must realign the outcomes to which hospitalists and healthcare
systems subscribe. As a starting point, all measures of workload
should have balancing measures. Understanding what constitutes
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total work and developing robust mechanisms to seamlessly measure

this global measure must be undertaken. The field of hospital

medicine has an incredible opportunity before it. With nearly

unlimited access to data, agile staffing models, and diverse models

of care implemented across the United States, hospitalists can again

serve as the forerunners of American healthcare reform. As part of

these efforts, we have a responsibility to develop measurements of

total work, understand the effects on clinicians, patients, and

institutional outcomes, and begin to aim toward thriving.
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