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rom time to time, headlines

highlight people or organiza-
tions recognized as outliers be-
cause the outcomes of their
work garner national notice.
More often than not tragic, ac-
cidental outcomes rivet our at-
tention. Occasionally, though, it
is the opposite: the achievement
of an outcome so unusual and
inconceivably distinguished that
it warrants emulation. The re-
ceipt of the 2005 Malcolm
Baldrige National ~ Quality
Award by Bronson Methodist
Hospital, Kalamazoo, Mich., is an
example of the latter. It was no ac-
cident—this is an organization
that pursues validation of its ex-
cellence assertively and enthusias-
dcally. It is unusual because it is
only the fifth healthcare organiza-
tion to be counted among the
ranks of Baldrige winners, and it
is distinguished because the
award comes from our nation’s
highest elected leader.
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Dr. Oxenhandler, a hospitalist at

Hollywood (Fla.) Memorial Regional

Hospital, examines a patient.

ook at hospitalists and you'll find more gray hair, crow’s
feet, and accumulated wisdom than you might expect.
‘While many hospitalists are physicians fresh from resi-
dency, the average age of a hospitalist is actually 40—in
part because some hospitalist are docs who have left office prac-
tices in favor of hospital work.

These docs, who we'll call “mid-career hospitalists,” take di-
verse paths to this change. Some miss the adrenaline rush of acute
care. Others have become weary of the flat reimbursements and
high patient volumes needed to maintain office practices today.
‘Whatever their paths, they’re an interesting lot.

The most common scenario by which mid-career hospi-
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talists make a transition is when hospital administrators recruit
their own. That's how Robert Brannon, MD, an Ob/Gyn in pri-
vate practice since 1968, became a hospitalist at Presbyterian
Hospital of Dallas in July 2005. Shrinking reimbursements, the
costs of running an office, having to cover night call, and a na-
tional request for proposal (RFP) by the hospital precipitated
Dr. Brannon’s career move.

He and nine other Ob/Gyns submitted a proposal in re-
sponse to the RFP; hospital administrators awarded the
group, OB on Call, LLP, a contract to start a hospitalist serv-
ice for a largely indigent population in a hospital with more
than 7,000 births annually. CONTINUED ON PAGE 28
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Physicians turn mid-lite change into
mid-lite career opportunities as
hospitalists, finding both challenge
and satisfaction in the process
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Il By Marlene Piturro, PhD, MBA

was working in a Medicaid clinic and an osteoporosis

clinic when the hospital decided it had to do better
with its indigent patients, particularly the 80 to 90 each
month who came in with no prenatal care,” says Dr. Bran-
non. “The medical staff knew that resident work rules pre-
cluded their work off hours, so patient needs indicated
that full-time hospitalists were in order.”

Now Dr. Brannon has the camaraderie of working
with other hospitalists and neonatologists, delivering
many babies, but still eliminating on-call obligations
when he’s off duty.

“I'm doing more significant obstetrics work, re-hon-
ing my skills, and doing high-risk deliveries,” he says. “I'm
doing what I love without the administrative hassles of a
private practice.”

Jeffrey Frank, MD, had an even bigger nut to crack
when he switched from an office-based practice to start a
hospitalist medicine service at Doctors Medical Center
(DMC) in San Pablo, Calif. The 45-year-old internist
graduated from medical school in 1987 and worked in a
four-person medical group in the area he describes as “very
industrial, with oil refineries all around and the home base

Ihad already started to phase out the office practice and

of the Hells Angels.”

Helping to cover hospitalized patients for five
HMO:s precipitated his career change. “That was a mini-
hospitalist assignment, and I felt I could adapt to full-
time,” says Dr. Frank.

On DMC’s medical staff for years, Dr. Frank saw the
hospital go from first in market share to a distant second
after entrepreneurial doctors built a newer hospital north
of town. Dr. FranK’s patients were aging and the prospects
for improving the office practice were poor. Then there
was Dr. FranK’s 800-pound gorilla: Kaiser-Permanente, a
giant with 45% market share, with plans geared to
younger patients, and physician salaries that his group
couldn’t match. DMC continued slowly downbhill, with
closure a real risk.

In 2004, with his family’s acceptance of the long
hours that launching a hospitalist program would take,
Dr. Frank initiated discussions with hospital administra-
tors to become its first chief hospitalist. Rather than leav-
ing the office practice and launching a hospitalist service
simultaneously, Dr. Frank approached established vendors
for help. He chose IPC for its technology infrastructure
and electronic medical records, competitive salaries, and
the hope of attracting more physicians, whom Dr. Frank
eventually recruited locally.

He built the hospitalist patient base by admitting all
patients of the two largest medical groups. His entrepre-
neurial spirit intrigued both IPC and the hospital’s chief
financial officer by reducing the average length of stay
from 5.3 to 4.0 days, which improved the bottom line.
Dr. FranK’s salary then increased by 30%. He says he loves
doing acute care again and sees many of his former pa-
tients because the medical group has transferred hospital
work to the hospitalists.

“I was worried about being at the hospital all the
time,” says Dr. Frank. “I'm 45 years old, but energetic be-
cause there’s lots of work. I can keep up with three of the
hospitalists just out of residency. Seeing my old patients
also connects me to my old practice.”

Across the country in Hollywood, Fla., Scott Oxen-
handler, MD, a geriatrician, couldn’t be happier with his
mid-career change from office-based doctor to hospitalist.
He left a thriving practice of eight physicians he helped
start in 1987 to be chief hospitalist at Hollywood Memo-
rial Regional Hospital (Fla.). Seeing five to eight hospi-
talized patients every day as their primary physician, he
knew the hospital’s inner workings and how to start a hos-
pitalist program—Iargely for unassigned patients.

“I wanted a free hand practicing acute care medicine,
good compensation and benefits, lack of paperwork has-
sles, and a great schedule,” says Dr. Oxenhandler.

When he started in July 2004 Dr. Oxenhandler had
no problem structuring a hospital medicine service that
attracted physicians with competitive salaries and sched-
ules to accommodate individual needs. He now has 21
full- and part-time hospitalists. They mostly work 8 a.m.
to 5 p.m. with an average daily census of 12 to 15 and
several consults. A nocturnist admits patients from 8 p.m.
to 8 a.m., and 10 doctors handle 5 p.m. to 8 p.m. short
call four times per month.

Overall, the transition for the 48-year-old veteran
was surprisingly easy. “I was in the hospital all the time
anyway, and the way internal medicine is evolving there
have to be connections between inpatient and outpatient
doctors,” says Dr. Oxenhandler. As the hospitalist leader
he mentors young doctors, knows how to distribute the
workload, and loves to share clinical insights.

OTHER PATHS
For a doctor who finished residency at nearly 40, “mid-ca-
reer change” takes on new meaning. Ron Jacobs, MD, in-

CONTINUED ON PAGE 30

he hospital all the time

I'm 4

B.—Jeffrey Frank, MO

(FAST FACTS:
Hospitalist Careers

® The average age of hospitalists is 40 versus
48 for non-hospitalists;

© The average hospitalist graduated from med-
ical school 5.1 years ago, versus 20.8 for non-
hospitalists; and

® One-third of hospitalists are under age 35;

10% are over 50.

Source: Riftkin WD, Holmboe E, Scherer H, et
al. Comparison of hospitalists and nonhospitalists in
inpatient length of stay adjusting for patient and
physician characteristics. J Gen Intern Med. 2004
Nov; 19(11):1127-1132.

Exit an Office
Practice
Gracefully

A mid-career physician leaving an office practice
to become a hospitalist should think twice about be-
fore turning out the lights, says Martin Moll, Esq.,
who heads the healthcare practice of the Lake Os-
wego, Ore.-based law firm Aldrich Kilbride &
Tatone.

“Even if it's not doing well financially don't as-
sume the practice has no value,” says Moll. “Your
patient list has real monetary value. Physicians who
are part of a group usually sell their interest back to
their partners without much hassle, but Moll advis-
es scrutiny of the partnership agreement.

“That's particularly important if you have a non-
compete covenant, which is geographical rather
than geared to practice types,” he says. “If that's the
case, the group has to waive that clause for a physi-
cian to assume a hospitalist position in the same
town.”

Hospital administrators courting a mid-life ca-
reer-changer who's thinking of becoming a hospi-
talist can offer to cover costs such as malpractice in-
surance to cover future claims and help with the
costs of closing the office such as severance pay
for office employees.

“Since hospitalist demand outstrips supply,
doctors closing offices have the upper hand now,”
says Moll. “That will be true for at least the next five
years, but eventually the hospitals will figure it out
and they won't be as generous to physicians look-
ing to exit their practices.”

That may also drive down hospitalist salaries
and eliminate sweetheart deals for favorable perks.

Legal issues aside, Moll suggests that becom-
ing an employee may be traumatic for office-based
physicians. “You go from an entrepreneurial top dog
to a cog in the wheel of a big organization. You do
what they want, not what you want with your pro-
fessional life. You have to be careful because the
hospital can find another hospitalist to replace you if
things go sour,” he cautions.

The options are poor for a physician who clos-
es his practice to become a hospitalist and finds he
decided wrongly. “Restarting a practice is prohibi-
tively expensive, and if you left a group they've prob-
ably replaced you,” says Moll. Negotiating a trial pe-
riod in advance with the hospital and a one- or
two-year re-entry clause with the group may cush-
ion the blow for an ill-advised career move.—MP
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ternist, chief medical officer, and co-founder of PrimeDoc
Management Services of Asheville, N.C., was a business-
man in his 20s, then studied medicine and started an office
practice in 1997. That practice—with four internists, a pul-
monologist, and a cardiologist—was thriving. But Dr. Jacobs
was bored. He missed the hospital’s intensity, was used to vis-

iting six or eight hospitalized patients daily, and decided that
seeing 16 or 18 patients without the office practice would suit
him. So he co-founded PrimeDoc, which now has 100 hospi-
talists practicing in 15 programs throughout the Southeast and
Mid-Adantic.

costs per day. (Kaboli PJ, Barnett MJ, Rosenthal GE.
Associations with reduced length of stay and costs on
an academic hospitalist service. Am J Manag Care. 2004
Aug;10 (8):561-568). The schedule’s tough for a non-
20-something: call every fourth night, three-week
blocks for six months, then six months of research.

Dr. Wilson enjoys the challenge and the $1 mil-
lion hospital support the program garnered in 2005.
“We meet their needs to reduce LOS and improve qual-
ity, and we keep growing our program through new

tasks such as surgical co-management of orthopedics,”
he says.

RECRUITING THEM
Hospital administrators who want to recruit mid-career
physicians as hospitalists need look no further than their
own backyards. The internist or family practice doctor
who relishes hospital rounds but has to rush back to the
office, such as Dr. Oxenhandler, is a prime candidate for
hospitalist recruitment. Areas where medical groups have
trouble recruiting new doctors because reimbursements
are flat (e.g., San Pablo) are also fertile ground for re-
cruiting. Entrepreneurial physicians like Drs. Brannon
and Jacobs, who had already dabbled in other medical ca-
reers before becoming hospitalists, are another choice.
Doctors in each of these categories are still brim-
ming with energy and enthusiasm for medicine and are
a looking for ways to make things better for patients
and themselves. They might be your next hospitalist
recruit. TH

The 49-year-old doc-
tor eases the transition for
other mid-lifers, recognizing
that avoiding burnout as a
hospitalist requires mental
and physical preparation.

“The sheer volume of
rounding, whether for an
[average daily census] of 18
or 13 consults a day is
tough,” says Dr. Jacobs.
“They've got to be solid in-
ternists with strong ICU
skills. I like diverse teams of
older and younger docs.
They work well because a
team of hospitalists all just
out of residency can easily
burn out. They need the ex-
perience and mentoring of
older docs to augment their
up-to-date clinical skills.”

Academia is also fertile
ground for mid-career
changes. A doctor with an
office practice and a faculty
appointment may someday
close the office and return to
the hospital he or she loves.
(See the profile of Joseph
Snitzer, MD: “Sibling Rival-
ty,” in The Hospitalist, Sept.
2005.) Scott Wilson, MD,
of The University of lowa
Hospitals and Clinic, Rapid
City, left to start a hospitalist
program in 2000 for the
880-bed University Hospital
and its 250-bed Veterans Af-
fairs Hospital after many
years of teaching in the med-
ical school. Dr. Wilson was
tapped to start the hospital-
ist program because of im-
provements he had made in
educating physicians.

“Our program has
some unique features, par-
ticularly our interaction with
residents, improving the
med school curriculum, and
building research into our
practice,” says Dr. Wilson.

In 2004 that includ-
ed a study showing that
patients managed by hos-
pitalists  had  shorter
length of stay (LOS) and
lower costs than patients
managed by non-hospi-

talists, but had higher
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