COMMENTARY

Comanagement by Hospitalists: Why It Makes
Clinical and Fiscal Sense
Twenty-two years after the term hospitalist was coined, the
specialty of hospital medicine continues to evolve, both
within the vast domains of internal medicine and pediatrics
and to specialties such as obstetrics and gynecology, neurology, and psychiatry, to name a few.1,2 The hospitalist model
of care has shown benefits in terms of reductions in cost,
mortality, and length of stay, and improvement in quality
and safety measures.3 This is evident both where hospitalists are the primary attending and in the comanagement
model of care. In the comanagement model, the hospitalist
works in partnership as an active consultant, writing orders
in the patient’s chart, rounding with the primary team, and
communicating with the staff, patient and family, and outpatient providers, thereby providing cohesive coordination
of care.4 Orthopedic surgery, neurosurgery, and vascular
surgery represent some of the surgical specialties that have
adopted the comanagement model where the same hospitalists may be dedicated to these surgical services year round.
This affords the surgeon (primary attending) more uninterrupted time in the operating room while the hospitalist
actively comanages the medical care of the patients.4,5
The biggest benefit of introducing a comanagement model
is effective prevention and early diagnosis and management
of medical complications. With progressive knowledge of the
patients, procedures, and providers of the service the hospitalist may be comanaging, the comanagement hospitalists in
each specialty develop a unique skill set over time. A comanagement hospitalist would be able to anticipate diagnoses that
were not established on prior encounters; catch early decompensation; manage complex anticoagulation questions in the
perioperative period; carefully manage fluids in patients with
heart or renal failure; or individualize pain management for
patients at high risk of delirium (instead of providing the standard protocolized care). The experiential and evidence-based
knowledge required to effectively manage these patients
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continues to grow, as comanagement hospitalists are exposed
to newer specialties, and the medical complexity of patients
is on the rise.
Given the benefits of the comanagement model across
multiple surgical fields,4−7 should internal medicine-trained
hospitalists be incorporated into the medical subspecialties
of cardiology, gastroenterology, oncology, and hematology,
where outpatient care remains a significant component of
these specialties’ patient volumes? Based on the surgical
comanagement benefits, one may postulate that such a
model may continue to drive successful quality and safety
results, allow the primary attending in these specialties to
have more time for procedures or clinic, and ultimately
foster a higher level of efficiency for the specialist in both
the inpatient and outpatient settings.
The comanagement hospitalist role has a positive impact
on patient outcomes and is of great value to the health care
system; however, it may present complexities of its own.
Comanagement hospitalists may initially feel a loss of
autonomy, as the service they are comanaging may not
agree with or follow all their recommendations. However,
in our experience, within a few months these interdisciplinary, collaborative relationships usually solidify. A successful comanagement model requires mutual respect and
timely communication between the services. Hospitalists
should be utilized for their cognitive and communication
skills and systems-based knowledge instead of the tasks
that may be perceived as less desirable. Comanagement
hospitalists are dependent on the census of the services they
comanage, and may have lower clinical productivity (commonly measured as work relative value units [wRVUs])
compared with traditional hospitalists. All patients receiving the service may not need to be seen by the comanagement hospitalist; it may suffice for the hospitalist to simply
communicate about these patients with the primary team
regarding discontinuation of fluids, address missed or incorrect medications, or ensure laboratory tests where indicated,
as examples. Hospitalist compensation largely comes from
the fee-for-service billing and clinical productivity, or shiftbased payment. Currently, the number of wRVUs allocated
for services rendered by hospitalists remains 2-7 times
lower than that of the physicians in the services they
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Figure Comparison of old volume-based vs new value-based health care delivery models. Bigger
circles depict greater value and emphasis in that model.

comanage. Additionally, the payment per wRVU is 1.21.5 times lower for hospitalists than for the services they
comanage.
Are comanagement hospitalist models financially viable,
or even profitable, for institutions? Despite the positive
impact of comanagement by hospitalists, it is an initial
investment for institutions. Health care delivery has shifted
to a value-based model where better clinical outcomes,
improved patient experience, and cost-effectiveness are
rewarded (Figure). Merit-based incentive payment system
and alternative payment models are here to stay. With the
evolving value chain, it is increasingly more substantiated
that hospitalists may significantly impact financial gains for
institutions.
Comanagement hospitalists are uniquely placed to
streamline pathways throughout the episode of care. Several comanagement hospitalists see patients in preoperative
clinics and assist in medical optimization of patients preoperatively, or sometimes, dissuade the surgeons from
operating on patients in whom the risk may seem prohibitive. Hospitalists also play a vital role in improving posthospitalization outcomes by providing patient education,
connecting with the outpatient or post-acute care providers
to improve care coordination (by diagnosis and appropriate
management of medical comorbidities or complications
during the hospitalization), and reducing medication errors.
Some hospitalists have taken on the role of skilled nursing
facility specialist or transitionalists, managing patients at
skilled nursing facilities or in post-discharge clinics until
the patients can get to their primary care provider.
As the field of hospital medicine continues to evolve,
hospitalists will continue to take on new roles. With their

clinical expertise and system-based knowledge, comanagement hospitalists can improve patient outcomes and help
institutions thrive financially in this era of value-based
payment.
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