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Hospitalists reduce harm and improve
care for hospitalized patients

r Ladouceur’s editorial in the April 2017 issue of

Canadian Family Physician' is the latest in a long
series of the journal’'s commentaries** in which the
authors nostalgically reminisce about a bygone era when
family doctors did everything and “comprehensive fam-
ily practice” was the norm. A common thread among
these editorials is the assertion that the traditional family
practice model is the criterion standard and the prog-
ressive subspecialization of family doctors and the emer-
gence of areas of focused practice is a perversion of
family medicine. Interestingly, other than personal anec-
dotes and nostalgic references to the past, no actual
evidence is provided by the authors that the quality of
care delivered by family doctors during this presumed
“golden era” was actually better than what is currently
being provided by more focused general practitioners.

Ladouceur’s April editorial,’ however, is particularly
disturbing on a number of levels. First, it is simply not
true that hospitalist care is associated with increased
harm levels for patients. In fact, an increasing body of
Canadian evidence suggests the opposite. In an analysis
of more than 30000 patients admitted to the hospital-
ist program in a large community hospital in Ontario,®
Chong and I found that compared with traditional family
physicians, hospitalist care was associated with a 12%
to 75% reduction in mortality odds. Our study of course
had a number of limitations, particularly that it was lim-
ited to 1 particular institution. Since that study, White
has demonstrated that hospitalists in Ontario statistically

significantly reduce the odds of mortality for patients
admitted with 4 common conditions (delirium, pneum-
onia, congestive heart failure, and chronic obstructive
pulmonary disease) by 7% to 31%.¢ White's study used a
robust methodology to look at care outcomes for more
than 55000 patients admitted to 151 hospitals in Ontario.
Both studies, as well as a number of others,”® have also
shown similar reductions in readmission rates when
hospitalists are involved. These studies certainly raise
a number of questions: Should community-based fam-
ily physicians with low volumes of inpatients be allowed
to continue working in hospitals? Are family physicians
who continue to maintain a broad practice able to main-
tain the competencies required to provide inpatient care?

The second reason why Dr Ladouceur’s article! is
upsetting is that physicians with family medicine train-
ing continue to comprise most hospitalists in Canada.’
While the growing number of internists who are now
working as hospitalists!® is helping the specialty to
evolve, hospital medicine in Canada continues to main-
tain strong ties with the family medicine community.!'' At
the Regional Department of Hospital Medicine at Fraser
Health Authority in British Columbia where I practise,
95% of more than 300 individuals in the Department of
Hospital Medicine have Certification in Family Medicine,
and many of the Divisions of Family Practice in British
Columbia are making efforts to strengthen their ties to
hospitalists in their local communities. Results of the
2012 National Hospital Medicine Survey also showed
that most respondents had more than 10 years of exp-
erience in clinical practice, with many having spent
years practising community-based family medicine
before making a career change to focus on hospitalist
work. Undermining the quality of the work of hospital-
ists also brings into question the ability of the family
medicine establishment to train qualified individuals to
do the kind of inpatient care that hospitalists engage in.

Finally, using a study of residents and interns in the
United States (with all the limitations that Dr Ladouceur
himself outlines)' and somehow tying that to hospitalists
in Canada and concluding that their care might result in
more harm for patients is a rather large leap that is rem-
iniscent of the acrobatics observed in a Cirque du Soleil
theatre! The suggestion that being a hospitalist is no
different than being a medical trainee is insulting to the
many thousands of experienced, highly skilled individu-
als who work under extremely stressful circumstances
to look after an increasingly complex and multimorbid
hospitalized patient population.

The nostalgia expressed by Dr Ladouceur and many
others about family medicine’s past fails to recognize
the reality that the era of comprehensive family medi-
cine is long gone. Apart from a small number of fam-
ily physicians who work in rural areas, most primary
care doctors who practise in urban areas (where more
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than 80% of Canadians live) no longer practise com-
prehensive “cradle-to-grave” family practice. The tra-
ditional model of the general practitioner who knew a
little about a lot of things and who provided a range
of services worked well in the 19th and 20th centuries
when medicine was simple and treatment options were
limited—when the entire care team in a hospital com-
prised only a few nurses and physicians and there were
no such things as computed tomography scanners or
respiratory therapists (or any of the long list of health
care professionals currently working in the acute care
setting). The evidence for the demise of this model has
been mounting over the past 20 years, with many studies
conclusively demonstrating a progressive erosion in the
scope of family physicians,'? considerable attitudinal
changes among the new generation of family doctors
about the role of hospital care in their careers,'® and
changing perceptions of the importance of work-life
balance and career expectations.'*

At the same time, Canadian hospitalists have been
filling the gaps in inpatient care that resulted from the
voluntary mass migration of family doctors out of acute
care settings, with better quality results®¢ and better
or similar efficiency despite looking after a more com-
plex patient population.'®'¢ Hospitalists are taking a
leading role in teaching family medicine residents,”
as well as engaging in quality improvement activities
on a mass scale.'® Moreover, their presence is associ-
ated with high satisfaction rates among the interpro-
fessional care teams,!??° as well as community-based
family physicians.?!

Across Canada, hospitalists have demonstrated that
they are an essential component of a modern acute care
institution and that they bring value both to patients and
the broader health care system. Hospitalists are here
to stay, and it is high time that their primary care col-
leagues acknowledge their enormous contribution to
the medical landscape.

—Vandad Yousefi MD CCFP FHM
Vancouver, BC
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Correction
In one of the photo captions that appeared in the Cover

Story of the June print issue of Canadian Family Physician,
Dr Melinda Fowler’s honorific was inadvertently not
included. The photo caption should have read as follows:

Checkups with patients Stephanie Pollok and (centre)
Dr Melinda Fowler at the Brokenhead Health Centre.

Canadian Family Physician apologizes for this error and any
confusion it might have caused.
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Top 5 recent articles read online at cfp.ca

1.Clinical Practice Guidelines: Deprescribing
proton pump inhibitors. Evidence-based clinical
practice guideline (May 2017)

2.RxFiles: Triple antithrombotic therapy for atrial
fibrillation and coronary stents (May 2017)

3.Clinical Review: Primary care management of
opioid use disorders. Abstinence, methadone, or
buprenorphine-naloxone? (March 2017)

4.Child Health Update: Viral myositis in children
(May 2017)

5.Cover Story: Thinking like a rebel. Listening
fo patients, partnering with disease, finding the
inspiration in suffering (May 2017)
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