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Purpose: Hospitalists specialize in the management of hospitalized patients. They work with 

several health care professionals to provide patient care. There has been little research examining 

the perceived impact of the hospitalist’s role on staff working in an orthopedic environment. 

This study examined the experiences of staff across several professional backgrounds in working 

with a hospitalist in an orthopedic environment.

Participants and methods: A qualitative descriptive approach was taken to investigate the 

experience of staff working with a hospitalist at a specialized orthopedic hospital. Purposive 

sampling was used to recruit interview participants including nurses, internists, pharmacists, 

physiotherapists, anesthetists, senior administration, and orthopedic surgeons to the point of 

theoretical saturation, which occurred after 12 interviews. Interviews were coded, and these 

codes were combined into categories and predominant themes were identified.

Findings: Overall, staff believed that the hospitalist role was a positive addition to the facility. 

The role benefitted patients and supported the clinical well-being and education of staff. Many 

staff felt the hospitalist had no impact on their workload, but others reported that their work had 

decreased or increased. Several described the potential for role overlap between the hospitalist 

and other physicians.

Conclusion: The importance of interprofessional collaboration in the implementation of the 

hospitalist role was a recurring theme in our analysis. This study demonstrates the importance 

of educating staff about the hospitalist role boundaries prior to implementing hospitalist care.

Keywords: interprofessional collaboration, qualitative description, hospitalist

Introduction
The hospitalist is a physician who is responsible for providing full-time care to hospital 

inpatients.1 This role was first introduced in 1996 in the United States,1 and is replacing 

the initial model for inpatient care which required a family physician to admit patients 

and manage their care throughout their hospital visit. The emerging trend, hospitalist 

medicine,2 is being adopted by hospitals around the world because of the abundant 

inpatient care it provides. The majority of hospitalists are physicians who specialize 

in pediatrics, family practice, or internal medicine.

Research conducted on this emerging role has associated the hospitalists with: 

shorter length of hospital stay,3–7 better quality of care,4,5,8 improved efficiency,3,6,7 

effective and superior inpatient knowledge and education,9 shorter time to consultation 

and surgery,3,7 higher patient satisfaction,6 and lower costs of care.4,6,7 In comparison 

to traditional attending physicians, most research to date has been very positive about 

the hospitalist role. According to this research, hospitals with hospitalists continue 
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to have significantly higher odds of meeting indicators for 

better quality of disease treatment and diagnosis, patient 

counseling, and prevention.8

In addition to these measures of quality, there has been 

little research examining the perceived impact of the hos-

pitalist role on staff workload. Nonetheless, hospitalist and 

surgeon co-management of patients has been speculated 

to offer many advantages for health care professionals.10 

Physician trainees evaluated hospitalists more highly for 

teaching effectiveness, knowledge of relevant subject 

matter, communication goals, and provision of appropriate 

feedback to that of traditional attendings.9,11,12 Surgeons and 

nurses treating arthroplasty recipients preferred the hospital-

ist model of care compared to traditional surgeon-medicine 

management.5 Nurses’ workload may be reduced,13,14 and 

surgeons and specialists may have more time to dedicate 

to their area of expertise when working with a hospitalist.15 

Yet some primary care physicians have voiced concerns 

that they no longer feel involved in patient care when 

their patients are admitted to hospitals with hospitalists.16 

Primary care physicians have recommended that hospital-

ists provide them with admission and discharge information 

in a timely manner.17 Elsewhere, it has been argued that 

interprofessional collaboration is essential for the success 

of the hospitalist role.18

One aspect of interprofessional collaboration is defin-

ing role boundaries. Some health care professionals have 

described the blurring of professions as positive, but for others 

it was concerning.19 Professionals who had confidence in their 

own positions and understood the roles of other staff mem-

bers were not threatened by role blurring.20 Physiotherapists 

and occupational therapists working in stroke rehabilitation 

felt role overlap was inevitable and beneficial to patients, but 

could result in professional insecurities.21 However, many of 

the participants considered their role in stroke rehabilitation 

as part of a continuum of care as opposed to overlapping 

roles. There is evidence that professional cultures in health 

care professions may act as barriers to interprofessional 

collaboration.22 Despite evidence that interdisciplinary team 

members must negotiate their roles, our research team was 

unable to locate any previous qualitative work investigating 

the perceived impact of hospitalists working in surgical wards 

on other health care professionals.

To address this gap, our study explored the perceived 

impact of working with a hospitalist from the perspective of 

other staff including nurses, internists, anesthetists, pharma-

cists, physiotherapists, senior administration, and orthopedic 

surgeons in an orthopedic environment.

Participants and methods
This research was conducted in a specialized facility that 

performs elective orthopedic procedures. This facility has less 

access to medical resources than larger tertiary care centers, 

and the patient population is largely comprised of older adults 

who tend to have comorbidities. Currently, one full-time 

male hospitalist is responsible for managing inpatient care. 

Prior to the hospitalist role, there was no full-time primary 

care physician to manage patient health concerns. Internal 

medicine physicians provided on-call coverage, but they often 

could not assess patients until the end of the day.

This study was reviewed and approved by the local 

research ethics board and written participant consent was 

obtained prior to the interviews. This qualitative descrip-

tive study23,24 explored the experience of staff working with 

a hospitalist at a specialized orthopedic hospital. The hos-

pitalist was involved in designing this study and provided 

feedback on the final manuscript. Qualitative description 

permits the perceived impact of the hospitalist role on staff 

to be summarized in everyday terms.23 The researchers took 

a constructivist approach to this study so that data collection 

was aimed at discovering and exploring participants’ expe-

riences, and analysis was aimed at making sense of these 

experiences.23 A qualitative descriptive approach was par-

ticularly suitable for our study purposes as it allows staff 

experiences to become part of the evidence base on which 

clinical services are delivered.

Purposive sampling employing a snowball technique was 

used to invite staff to participate in a qualitative interview.25 

An email was distributed to all staff working at the orthopedic 

facility requesting their participation in this study and inviting 

them to contact a research assistant to arrange an interview 

time. All staff who expressed an interest were interviewed. 

In keeping with snowball interviewing, each staff member 

was asked to recommend other potential participants at the 

end of the interview. These staff members were sent a note 

requesting their participation. All interviews were con-

ducted by one of two research assistants (SB or MJ). Both 

interviewers had limited familiarity at the time with the staff 

members participating in this study. Participants selected 

the time and location of their interviews, with the majority 

occurring during regular work hours.

One pilot interview was conducted to ensure the feasibil-

ity of the interview guide. Subsequently, 12 participants were 

interviewed for this study until two researchers determined 

that saturation had been reached (FW and SB).  Qualitative 

sampling requires that enough data be generated to 

sufficiently explore the issues under investigation.25 The data 
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reach a point of saturation when no new information or 

themes are generated, and at this point a decision is made by 

the research team to stop interviewing participants.

A semi-structured interview guide was developed to 

explore staff responses to the role of the hospitalists, the 

perceived impact of this role on their daily work, and the 

perceived impact of this role on patient care (Appendix 1). 

Interviews were audio recorded, transcribed, and entered 

into NVivo 8® (NVivo qualitative data analysis software, 

Version 8; QSR International Pty Ltd, Victoria, Australia), 

a qualitative software program.

Data collection and analysis was carried out in an itera-

tive fashion. Data was transcribed and coded concurrently 

while interviews were still being carried out. All identifying 

information was removed from the transcripts by a nonclini-

cian prior to being reviewed by the team. Three members 

of the research team (FW, SB, and MJ) independently read 

a subset of interview transcripts to identify codes. The 

researchers then met to compare their analyses and developed 

a codebook used to assist the subsequent coding. The codes 

were combined into categories and predominant themes 

were identified.26

Findings
Twelve staff members were recruited including nurses, 

internists, anesthetists, pharmacists, physiotherapists, senior 

administration, and orthopedic surgeons. The findings of 

this study have been arranged into themes and illustrative 

quotes (Table 1).

impact on patient care
Overall, staff felt that the hospitalist role was a positive addi-

tion to the facility and identified several benefits. Some of 

the reported benefits for patients included: improved patient 

safety; expedited transfers; enhanced communication with 

their family and primary care physicians; and better continu-

ity of care. The staff valued the holistic approach taken by 

the hospitalist:

So the hospitalist is able to look at [patients] in a big-picture 

kind of way, not just their orthopedic injury but whatever 

they’ve had from their trauma, from the infection, etc. 

(Number 5; Anesthetist)

impact on enhanced clinical  
well-being of staff
Overall, the hospitalist role positively impacted the clini-

cal well-being of staff. For the staff, the hospitalist provided 

education, medical orders, and a decreased risk of liabilities. 

Staff commented on particular traits of the hospitalist that 

made him a positive addition to the facility including being 

caring, respectful, encouraging, and knowledgeable. Most staff 

Table 1 Themes and illustrative quotes

Theme Illustrative quotes

impact on patient  
well-being

So the hospitalist is able to look at [patients] in a big-picture kind of way, not just their orthopedic injury 
but whatever they’ve had from their trauma, from the infection, etc. (Number 5; Anesthetist)

impact on clinical  
well-being of staff

[The hospitalist] has a pretty good list of contacts now … he knows who to call to talk to so that transfers 
can happen a bit quicker … So that certainly is a little more peace of mind for us. (Number 6; Nurse)

impact on staff  
work practices

Knowing that he has the ability and the willingness to educate staff on the spot … frees up my time to 
some degree. (Number 1; Nurse) 
That’s no different than what i did before, except before i would ask the medicine doctors versus 
[hospitalist]. So my practice hasn’t changed at all. (Number 8; Surgeon) 
Sometimes he’ll say, ‘i’m not at the hospital, can you go write the order?’… i call it a make-work. 
(Number 7; Pharmacist)

Perceived benefits to  
other professions

The nurses, I think, find it easier contacting [hospitalist] than they would getting hold of the internist on 
call. (Number 12; internist) 
The surgeons are very good surgeons, technically, and they can put in joints, but they’re not very good 
sort of general internal medicine type of people. (Number 5; Anesthetist)

importance of interprofessional  
collaboration to implementation  
of hospitalist role

He also provides a really good link with the family physicians, which i don’t think we had all that much 
before. (Number 9; Administrator) 
He can call about my patients, and he’s happy for me to call him at any time about my patients as well. 
(Number 11; Surgeon) 
[The hospitalist] consults us frequently, like on a daily basis. (Number 10; Pharmacist)

Potential for conflict i think that one of the reasons why the hospitalist works well here is because the surgeons recognize that 
they’re orthopedic surgeons, they aren’t the experts in medical fields, and the other medical internists 
are also busy enough with their patients … that they don’t get in a flap or in a snit and feel like someone’s 
stepping on their toes with someone else writing orders. (Number 6; Nurse)
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expressed their desire for increased hospitalist coverage because 

there is only one hospitalist assigned to this center, so when 

he or she is on vacation or is busy, the time required to assess 

patients increases. The hospitalist was described as being 

easy to contact and had a quick response time. This reassured 

nurses and surgeons that their patients received adequate care. 

For example, staff commented that they felt more comfortable 

knowing that the hospitalist facilitated patient transfers:

[The hospitalist] has a pretty good list of contacts now … 
he knows who to call to talk to so that transfers can happen 

a bit quicker … So that certainly is a little more peace of 

mind for us. (Number 6; Nurse)

The hospitalist also provided education to support staff. 

Nurses commented that the hospitalist would take time to 

explain his diagnosis and treatment plans. One participant 

described working with the hospitalist to develop protocols 

and training exercises for the nursing staff when a new tech-

nology was introduced.

impact on staff work practices
Although staff uniformly agreed that the role of the hospitalist 

improves patient care, there was variation in the perceived 

impact on actual staff work practices (distinguished from 

well-being).

Knowing that he has the ability and the willingness to edu-

cate staff on the spot … frees up my time to some degree. 

(Number 1; Nurse)

That’s no different than what I did before, except before I 

would ask the medicine doctors versus [hospitalist]. So my 

practice hasn’t changed at all. (Number 8; Surgeon)

Sometimes he’ll say, ‘I’m not at the hospital, can you go 

write the order?’… I call it a make-work. (Number 7; 

Pharmacist)

It is important to acknowledge that staff from the same 

professions had different experiences with the hospitalist. For 

example, the surgeon above reported that the hospitalist had 

no impact on his work, but other surgeons described having 

more time to focus on surgery. Accounts of the impact of the 

hospitalist’s role on staff workload also varied among nonphy-

sician staff. The hospitalist’s ability to intervene with patient 

medical complications and arrange patient transfers eased 

the workload of these staff members; however, the hospitalist 

introduced new screening protocols and medical orders that 

increased the workload for some of them. All physician staff 

described the hospitalist role as freeing up their time, but only 

nurses and pharmacists commented that increased patient 

screening and medical orders increased their workload.

Perceived benefits to other professions
Each professional group spoke about the perceived benefits of 

the hospitalist on other professions. For example, staff from 

the departments of anesthesiology, internal medicine, ortho-

pedic surgery, and administration commented that the nursing 

department had benefitted from the addition of the hospitalist 

role because nursing staff had quicker access and were more 

comfortable contacting the hospitalist than a surgeon or inter-

nal medicine physician. One participant commented:

The nurses, I think, find it easier contacting [hospitalist] than 

they would getting hold of the internist on call. (Number 12; 

Internist)

Nursing, physiotherapy, and administration staff felt 

surgeons benefitted from the hospitalist role because it 

freed up the surgeons’ time. Staff from the departments of 

anesthesiology, internal medicine, and nursing commented 

that the skills of surgeons were best suited for orthopedic 

conditions:

The surgeons are very good surgeons, technically, and they 

can put in joints, but they’re not very good sort of general 

internal medicine type of people. (Number 5; Anesthetist)

Although it was the internal medicine physicians that 

were on-call to manage patient complications prior to the 

implementation of the hospitalist role, only nursing and 

surgical staff mentioned the benefits of the hospitalist for 

internal medicine.

importance of interprofessional 
collaboration to the implementation  
of the hospitalist role
Overall, staff felt that the role of the hospitalist worked well 

at this particular center and attributed its success to having 

staff that were supportive of the role and the particular indi-

vidual who was assigned as the hospitalist. Staff explained 

that the hospitalist seemed to enhance collaboration among 

professionals:

He also provides a really good link with the family 

physicians, which I don’t think we had all that much before. 

(Number 9; Administrator)

He can call about my patients, and he’s happy for me to call 

him at any time about my patients as well. (Number 11; 

Surgeon)
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[The hospitalist] consults us frequently, like on a daily basis. 

(Number 10; Pharmacist)

The hospitalist communicated with primary care physi-

cians and liaised with other professionals to manage the 

inpatient care of patients.

Potential for conflict
A few staff members commented that although the role 

worked well at this particular center, there was a poten-

tial for the hospitalist role to create interprofessional 

conflict:

I think that one of the reasons why the hospitalist works 

well here is because the surgeons recognize that they’re 

orthopedic surgeons, they aren’t the experts in medical 

fields, and the other medical internists are also busy enough 

with their patients … that they don’t get in a flap or in a snit 

and feel like someone’s stepping on their toes with someone 

else writing orders. (Number 6; Nurse)

However, no staff reported concerns about interprofes-

sional conflict between the hospitalist and other staff at this 

center.

Discussion
The existing literature focused on exploring the impact of 

the hospitalist role on patients and health care costs. There 

has been little attention paid to the impact the hospitalist 

role has on other staff members within a hospital. This 

study examined the impact of the hospitalist role on staff 

from the departments of nursing, surgery, medicine, anes-

thesiology, physiotherapy, pharmacy, and administration. 

Most study participants reported that they felt the hospitalist 

positively influenced patient care by increasing patient 

safety, expediting transfers, enhancing communication, and 

providing continuity of care. The hospitalist supported other 

staff members in the hospital by providing medical directives 

and education.

However, the impact of the hospitalist on staff workload 

was not uniform among participants. Many staff members 

were undecided regarding the impact the hospitalist had 

on their workload, but others reported that their work had 

increased or decreased. The staff agreed that the hospitalist 

role worked well in this particular facility, but that there was 

a potential for interprofessional conflict if a hospitalist was 

placed in the wrong environment.

The participants in this study were asked to define 

their role at the beginning of each interview. Throughout 

the study they were asked to comment on the impact of 

the hospitalist on their work. Participants often expressed 

views regarding how the hospitalist was regarded by other 

professions. For these participants, there was potential 

for role overlap between hospitalists and other staff. As a 

result, the importance of interprofessional collaboration 

to implementation of the hospitalist role was a recurring 

theme in our analysis. The patients being treated by the hos-

pitalist had been admitted for elective orthopedic surgery. 

Numerous physicians were working with these patients 

including the hospitalist, the surgeon, the internist, and 

the primary care physician. Several participants discussed 

the possibility of conflict among these professions and the 

importance of clear boundaries. The  hospitalist role may 

have worked well in this particular center because profes-

sional roles appeared to have clear boundaries where sur-

geons focused on orthopedic problems, internal medicine 

physicians operated the preoperative assessment clinic, 

and the hospitalist managed medical problems that were 

not related to orthopedics. Some staff members elaborated 

that there was a potential for conflict if someone did not 

understand their role.

The role boundaries between the hospitalist and nurses, 

pharmacists, and physiotherapists created both positive and 

negative impacts. The positive impacts were that the hospi-

talist would educate other staff members, particularly those 

in nursing, and that he would provide support and medical 

orders as necessary. Many of the staff members commented 

that nurses had easier access to the hospitalist than internists 

or orthopedic surgeons; however, staff mentioned that the 

wait times for consults could be lengthy since there was only 

one hospitalist.

Nurses and pharmacists commented that the new initia-

tives implemented by the hospitalist had increased their 

workload. This increased work was attributed to more testing 

and orders being written. The staff commented that while this 

may have improved patient care, it added work to their own 

roles. This may highlight that the boundaries between the 

hospitalist and both nurses and pharmacists are less distinct 

than among the physicians.

It has been argued that poor conceptualizations of inter-

professional activities persist.27 There has been confusion 

distinguishing between interprofessional collaboration and 

interprofessional education. In this study, we classified the 

interactions between the hospitalist and staff as interprofes-

sional collaboration because participants perceived that 

their work and communication with the hospitalist affected 

patient care. This aligns with the definition of collaborative 
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practice put forth by the Canadian Interprofessional Health 

Collaborative:

Collaborative practice occurs when health care providers 

work with people from within their own profession, with 

people outside of their profession and with patients/clients 

and their families.28

Another critique of the studies conducted on interprofes-

sional collaboration is that few have actually used theory to 

explain this relationship.27 Theory is always present in quali-

tative studies, but may vary in terms of the source, temporal 

placement, centrality, and function.29 In this study, theory 

played a peripheral role. It was not known how participants 

would respond to questions about working with the hospitalist 

at the outset of this study; however, role boundaries emerged 

as a prominent concept during the interviews. The literature 

describing interprofessional collaboration and role boundar-

ies was considered as these concepts were constructed from 

the data.

The strength of this study is that it explored the impact 

of the hospitalist role on other staff in an orthopedic envi-

ronment. One potential limitation is that each of the study 

participants personally knew the hospitalist at this facility. 

Many participants commented favorably on his personality. 

This relationship among the participants and the hospitalist 

may have impacted their ability to assess the hospitalist role 

without feeling they were being critical of the individual 

holding this position. To reduce this impact we were careful 

not to identify participants in the study, and we did not permit 

the hospitalist to know who participated in the study, nor did 

we allow him to view complete transcripts.  Furthermore, 

the hospitalist interacted with primary care physicians in 

the community by providing letters to update them on any 

complications their patient experienced during surgery. 

However, we did not interview any primary care physicians 

in the community, so we cannot comment on their experience 

working with the hospitalist. Despite these limitations, the 

data provided insight into the interprofessional collaboration 

necessary to support the hospitalist role.

In summary, this study underscores the importance of 

defining professional role boundaries prior to implementing 

a hospitalist at a facility. In our study, the hospitalist role 

worked well because its scope of practice did not interfere 

with the internal medicine or surgical physicians. Nurses and 

pharmacists generally were supported by the hospitalist role 

in their decision-making and medical education. At times, 

they supported the hospitalist by assisting him and carrying 

out tests and medical directives as ordered. Some staff mem-

bers commented that his role had increased their workload 

as a result of increased testing and medical orders. It may 

be important for the hospitalist to include explanations for 

increased orders and testing as part of the medical education 

he provides. Furthermore, this study demonstrates the impor-

tance of educating staff about the hospitalist role boundaries 

prior to implementing this role. The findings of this study 

may not be applicable to another setting where there might 

be a different model of patient care.

Disclosure
The authors report no conflicts of interest in this work.

References
 1. Sullivan P. Enter the hospitalist: new type of patient creating a new 

type of specialist. CMAJ. 2000;162(9):1345–1346.
 2. Wachter RM, Goldman L. The emerging role of “hospitalists” 

in the American health care system. N Engl J Med. 1996;335(7): 
514–517.

 3. Batsis JA, Phy MP, Melton LJ 3rd, et al. Effects of a hospitalist care 
model on mortality of elderly patients with hip fractures. J Hosp Med. 
2007;2(4):219–225.

 4. Peterson MC. A systematic review of outcomes and quality measures 
in adult patients cared for by hospitalists vs nonhospitalists. Mayo Clin 
Proc. 2009;84(3):248–254.

 5. Huddleston JM, Long KH, Naessens JM, et al. Medical and surgical 
comanagement after elective hip and knee arthroplasty: a randomized, 
controlled trial. Ann Intern Med. 2004;141(1):28–38.

 6. Wachter RM, Goldman L. The hospitalist movement 5 years later. 
JAMA. 2002;287(4):487–494.

 7. Roy A, Heckman MG, Roy V. Associations between the hospital-
ist model of care and quality-of-care-related outcomes in patients 
undergoing hip fracture surgery. Mayo Clin Proc. 2006;81(1):28–31.

 8. Lopez L, Hicks LS, Cohen AP, McKean S, Weissman JS. Hospitalists 
and the quality of care in hospitals. Arch Intern Med. 2009;169(15): 
1389–1394.

 9. Hauer KE, Wachter RM, McCulloch CE, Woo GA, Auerbach AD. 
Effects of hospitalist attending physicians on trainee satisfaction 
with teaching and with internal medicine rotations. Arch Intern Med. 
2004;164(17):1866–1871.

 10. Whinney C, Michota F. Surgical comanagement: a natural evolution 
of hospitalist practice. J Hosp Med. 2008;3(5):394–397.

 11. Chung P, Morrison J, Jin L, Levinson W, Humphrey H, Meltzer D. 
Resident satisfaction on an academic hospitalist service: time to teach. 
Am J Med. 2002;112(7):597–601.

 12. Hunter AJ, Desai SS, Harrison RA, Chan BK. Medical student evalu-
ation of the quality of hospitalist and nonhospitalist teaching faculty 
on inpatient medicine rotations. Acad Med. 2004;79(1):78–82.

 13. Burkhardt U, Erbsen A, Rudiger-Sturchler M. The hospitalist as 
coordinator: an observational case study. J Health Organ Manag. 
2010;24(1):22–44.

 14. Olender L. Hospitalists: a chief nursing officer’s perspective. J Nurs 
Adm. 2005;35(11):497–501.

 15. Siegal EM. Just because you can, doesn’t mean that you should: a call 
for the rational application of hospitalist comanagement. J Hosp Med. 
2008;3(5):398–402.

 16. Beckman H. Three degrees of separation. Ann Intern Med. 2009; 
151(12):890–891.

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

254

Webster et al
 

Jo
ur

na
l o

f M
ul

tid
is

ci
pl

in
ar

y 
H

ea
lth

ca
re

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/ b

y 
54

.1
91

.4
0.

80
 o

n 
03

-J
ul

-2
01

7
F

or
 p

er
so

na
l u

se
 o

nl
y.

Powered by TCPDF (www.tcpdf.org)

                               1 / 1

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Multidisciplinary Healthcare 2012:5

 17. Pantilat SZ, Lindenauer PK, Katz PP, Wachter RM. Primary care physi-
cian attitudes regarding communication with hospitalists. Am J Med. 
2001;111(9B):15S–20S.

 18. Dichter JR. Teamwork and hospital medicine. A vision for the future. 
Crit Care Nurs. 2003;23(3):8, 10–11.

 19. Brown B, Crawford P, Darongkamas J. Blurred roles and permeable 
boundaries: the experience of multidisciplinary working in 
community mental health. Health Soc Care Community. 2000;8(6): 
425–435.

 20. Nancarrow S. Dynamic role boundaries in intermediate care services. 
J Interprof Care. 2004;18(2):141–151.

 21. Booth J, Hewison A. Role overlap between occupational therapy and 
physiotherapy during in-patient stroke rehabilitation: an exploratory 
study. J Interprof Care. 2002;16(1):31–40.

 22. Hall P. Interprofessional teamwork: professional cultures as barriers. 
J Interprof Care. 2005;19(Suppl 1):188–196.

 23. Sandelowski M. Whatever happened to qualitative description? Res 
Nurs Health. 2000;23(4):334–340.

 24. Sandelowski M. What’s in a name? Qualitative description revisited. 
Res Nurs Health. 2010;33(1):77–84.

 25. Patton MQ. Qualitative Research and Evaluation Methods. 3rd ed. 
Thousand Oaks, CA: Sage Publications; 2002.

 26. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 
Psychol. 2006;3(2):77–101.

 27. Reeves S, Goldman J, Gilbert J, et al. A scoping review to improve 
conceptual clarity of interprofessional interventions. J Interprof Care. 
2011;25(3):167–174.

 28. Glossary [homepage on the Internet]. Vancouver: Canadian 
Interprofessional Health Collaborative; [updated July 13, 2009]. 
Available from: http://www.cihc.ca/resources/glossary. Accessed June 
24, 2012

 29. Sandelowski M. Theory unmasked: the uses and guises of theory in 
qualitative research. Res Nurs Health. 1993;16:213–218.

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

255

impact of a hospitalist on role boundaries
 

Jo
ur

na
l o

f M
ul

tid
is

ci
pl

in
ar

y 
H

ea
lth

ca
re

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/ b

y 
54

.1
91

.4
0.

80
 o

n 
03

-J
ul

-2
01

7
F

or
 p

er
so

na
l u

se
 o

nl
y.

Powered by TCPDF (www.tcpdf.org)

                               1 / 1

http://www.cihc.ca/resources/glossary
www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Multidisciplinary Healthcare

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/journal-of-multidisciplinary-healthcare-journal

The Journal of Multidisciplinary Healthcare is an international, peer-
reviewed open-access journal that aims to represent and publish research 
in healthcare areas delivered by practitioners of different disciplines. This 
includes studies and reviews conducted by multidisciplinary teams as 
well as research which evaluates the results or conduct of such teams or 

healthcare processes in general. The journal covers a wide range of areas 
and welcomes submission from practitioners at all levels, from all over 
the world. The manuscript management system is completely online and 
includes a very quick and fair peer-review system. Visit http://www.dove-
press.com/testimonials.php to read real quotes from published authors.

Journal of Multidisciplinary Healthcare 2012:5

Appendix 1 Semi-structured interview guide

Background information
Thank person for participating, go over consent form and have them verbally agree to participate, explain process,  
how confidentiality and anonymity will be protected, etc.
Warm-up and establishing rapport
• it would be nice if you could let me know a little bit about yourself. How long have you been working at the [Centre name]?
• Can you tell me a little bit about your role here?
Experiences prior to working with hospitalist
• How long were you working here when the hospitalist role was introduced?
• What was your original reaction to this role?
• Please describe the key problems you encountered in your work at that time.
• What were your expectations (if any) of how the hospitalist role would affect your work? Did you have any concerns? if so what were they?
Experiences working with hospitalist – staff impact
•  Can you describe a time when you worked directly with the hospitalist? (Probes: what stood out for you? How would you characterize this 

experience?)
• Can you describe the top three things that have changed in the work that you perform on a daily basis since the hospitalist role was introduced?
• What is the most important benefit to you of working with a hospitalist?
• What is the least important benefit to you?
Experiences working with hospitalist – patient impact
• in what way do you believe the hospitalist has impacted on patient care? (Probes: why do you think that? Do others share this opinion?)
• Can you provide an example of the impact of the hospitalist on patient care?
• What is the most important benefit to patients of having a hospitalist?
• What is the least important benefit?
Recommendations
• Would you recommend working with a hospitalist to your peers? Why or why not?
• How could we improve this program?
Cool-down/wrap-up questions
• is there anything else i haven’t asked you about that you’d like to add?
• The responses you have provided may stimulate some additional questions or need for further clarification. If so, may we contact you in the future?
• Explain rest of process (eg, that they will be invited to a meeting to provide feedback on preliminary interpretation of data)

Appendix
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