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Introduction 
The coexistence of multiple chronic conditions, intrinsically 

associated with aging, represents a formidable challenge for con-
temporary healthcare systems. Technological innovations in diag-
nostics, surgical methodologies, and therapeutic options, particular-
ly in oncology, have expanded the population of elderly and middle-
aged patients requiring sophisticated medical interventions.1 These 
patients frequently manifest pathology across multiple organ sys-
tems, demanding integrated management by seasoned clinicians 
within hospital settings. 

During the late 20th century, medical and surgical sub-special-
ization resulted in increasingly fragmented care delivery, with mul-

tiple specialists independently addressing discrete aspects of indi-
vidual multimorbid patients. Despite this trend, internists in numer-
ous healthcare systems worldwide maintained their role as compre-
hensive care providers, supervising hospitalized patients across 
diverse clinical conditions. 

A transformative development emerged in the United States 
(US) during the 1990s with the establishment of hospitalists – 
practitioners devoted exclusively to inpatient care.2 This innova-
tion catalyzed hospital medicine, which rapidly became the 
nation’s fastest-growing medical specialty.3 Recognition soon 
emerged that collaborative care models, particularly in surgical 
contexts, were imperative. This fostered co-management develop-
ment, a practice model demonstrating substantial enhancements in 
patient outcomes, care quality, safety metrics, and satisfaction 
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Abstract 
 

Multimorbidity represents one of the greatest challenges in modern healthcare. Advances in diagnostics and therapeutics have extend-
ed survival but also increased the number of patients presenting with multisystem conditions requiring coordinated inpatient manage-
ment. This position paper from the EFIM Multimorbidity Working Group explores the evolution, current state, and future of hospi-
talist co-management models in the United States (US) and Europe. In the US, the emergence of hospitalists in the 1990s revolution-
ized inpatient medicine. Hospitalist-led co-management, defined as shared responsibility between internists and surgical or subspe-
cialty team, has demonstrated consistent benefits, including reduced complications, shorter hospital stays, fewer readmissions, and 
enhanced patient and provider satisfaction. Success relies on clear role delineation, effective communication, and structured work-
flows. Evidence from surgical and oncological co-management highlights significant improvements in outcomes and efficiency, 
establishing hospitalist co-management as a key component of high-value care. In Europe, where internists traditionally provide com-
prehensive care, co-management has developed alongside integrated care models addressing multimorbidity. Different integrated and 
multidisciplinary programs exemplify person-centered frameworks, improving patient experience and quality of care. Although 
European evidence on co-management remains more limited, its expansion in surgical and medical fields illustrates growing recog-
nition of its value. Yet challenges persist: defining accountability, managing workload, and ensuring cultural acceptance among spe-
cialties. The integration of digital health tools and artificial intelligence may further enhance its effectiveness, particularly for high-
risk populations. At last, hospitalist co-management stands as a transformative model of inpatient medicine, linking efficiency with 
holistic, patient-centered care and shaping the future of multidisciplinary hospital practice.
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indices. In countries such as Spain, co-management frameworks 
had previously been instituted in selected centers, particularly 
within orthopedic surgery, neurosurgery, cardiac surgery, and med-
ical specialties, including oncology. 

Co-management has matured into an internationally recog-
nized standard of care with continued global expansion. Although 
practitioners engaged in co-management are frequently identified 
as hospitalists, in many countries, they remain internists practicing 
conventional internal medicine. The “hospitalist” designation is 
experiencing progressive international adoption, and many internal 
medicine societies now incorporate Hospital Medicine within their 
formal organizational structures. 

This review examines the contemporary landscape and 
prospective evolution of co-management in European and US 
healthcare systems, emphasizing its expanding contribution to 
optimizing care delivery for patients with complex, multimorbid 
conditions. 

  
 

Hospitalist co-management: the United States 
experience 

The hospitalist model, first described by Wachter and Goldman 
in the mid-1990s,2 has become the fastest-growing specialty in the 
US,4-6 with current estimates putting the number of hospitalists at 
over 50,000.7 This rapid expansion reflects hospitalists’ growing 
role in delivering value: improving quality while optimizing 
costs.8 Hospitalists contribute to value through new care models, 
systems advocacy, and strategic use of health information technol-
ogy. Among hospitalist innovations, the co-management model – 
shared responsibility between hospitalists and surgical or subspe-
cialty teams –represents a major evolution in inpatient care in the 
US. Initially focused on general medical inpatients, hospitalist 
practice expanded as hospitalized patients became older, more 
comorbid, and more medically complex; the hospitalist role corre-
spondingly broadened to include co-management.9 

 
Defining co-management in the United States 

Co-management denotes formally shared responsibility for 
inpatient care, often applied to medically complex or high-risk 
patients. It is common in surgical services and increasingly used 
with medical subspecialties (e.g., oncology).10-13 In co-managed 
services, hospitalists manage acute medical issues, optimize 
chronic conditions, and support quality and safety for subspecial-
ty inpatients. 

 
Benefits of co-management  

Improved quality and patient safety demonstrate that hospital-
ist co-management reduces medical complications, shortens length 
of stay (LOS), lowers readmissions, decreases rapid-response acti-
vations, and can reduce mortality in selected settings.10-16 A large 
propensity-score analysis found that implementation of a surgical 
co-management program was associated with fewer medical com-
plications, lower odds of prolonged LOS, and reduced 30-day 
medical readmissions.10 Fernández-De-Velasco et al. reported 
reduced mortality and treatment failure in a cardiac surgery popu-
lation managed under a co-management program.14 The 
Hospitalist-Oncologist Co-Management (HOME) system likewise 
demonstrated fewer safety events, rapid response activations, and 
shorter LOS in oncology inpatients.13 

Streamlined care pathways and efficiency 
Co-management improves coordination across the episode of 

care and has resulted in earlier-in-the-day discharge times and reduc-
tions in LOS, indicating improved throughput and discharge plan-
ning.11,16  

 
Evidence-based practice and cost outcomes 

By promoting guideline-concordant care and proactive manage-
ment of medical issues (e.g., medication interactions, hydration, 
symptom control), co-management programs increase adherence to 
evidence-based practices. This frequently translates into shorter 
stays, fewer preventable readmissions, and reductions in per-patient 
hospital costs, as reported by Rohatgi et al.10 

 
Key success factors for co-management 

In the US, successful co-management programs typically share 
several structural and process elements:9-11 
i. clear role delineation: explicit, mutually agreed, and respect, 

hospitalist accepted as acute care partners; 
ii. effective communication: reliable channels, scheduled case dis-

cussions, bedside huddles, quick information exchange; 
iii. predefined workflows: work design elements, protocols, work-

load balance, interactive quality improvement; 
iv. appropriate patient selection: targeting high-risk populations, 

complexity, multimorbidity, geriatric populations, avoid indis-
criminate covering. 
Contemplating the prospective trajectory of this care model in 

the US, the accelerating integration of technology into healthcare 
delivery systems may catalyze further proliferation of co-manage-
ment, potentially establishing this framework as the prevailing stan-
dard of care. Clinical prediction algorithms may facilitate the identi-
fication of patients most likely to derive benefit from hospitalist 
engagement.1,2 Artificial intelligence and virtual care platforms may 
augment surveillance capabilities in medically complex populations. 
For instance, machine learning systems have demonstrated the 
capacity to detect early manifestations of sepsis in neutropenic 
oncology patients or volume overload in heart failure populations, 
thereby prompting timely hospitalist intervention.3 Tele-co-manage-
ment paradigms may emerge in rural or resource-constrained envi-
ronments, enabling real-time collaboration between hospitalists and 
remote specialty consultants.4,5 Virtual care models have shown 
promise in reducing hospital LOS and improving care coordination, 
particularly when structured communication protocols are imple-
mented.6,7 The US experience demonstrates that when implemented 
with deliberate attention to workflow integration and role delin-
eation, co-management enhances clinical outcomes and provider 
satisfaction.17 As healthcare systems continue their evolution, hospi-
talist-surgical and subspecialty co-management is strategically posi-
tioned to become a fundamental component of contemporary inpa-
tient care delivery.17 

  
 

Co-management initiatives and models   
in Europe 

The current prevalence of multimorbidity in Europe among 
adults aged 50 years and older varies substantially across countries, 
ranging from approximately 24.7% in Switzerland to 51.0% in 
Hungary, with an overall prevalence estimated between 37.9% and 
41.5%.18-21 This variability is significantly influenced by sex (higher 
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in women: 34.5% vs. men: 28.2%), age, and socioeconomic sta-
tus.18,19 Over the past decade, prevalence has increased significantly 
in central and western European countries (Austria, Belgium, Czech 
Republic, France, Germany, Switzerland, and Spain), while remain-
ing relatively stable in northern and eastern European countries.22 
Multimorbidity contributes to a substantial increase in healthcare 
utilization and poorer clinical outcomes among adults aged 50 years 
and older in Europe. Each additional chronic condition is associated 
with greater primary care utilization [regression coefficient = 0.29, 
95% confidence interval (CI): 0.27-0.30] and secondary care utiliza-
tion [adjusted odds ratio (AOR) for hospitalization = 1.49, 95% CI: 
1.42-1.55], regardless of country, sex, or socioeconomic status.20 
Multimorbidity is also associated with worse self-reported health 
status (AOR 2.13 per additional condition), higher prevalence of 
depression (AOR 1.48), and reduced functional capacity (AOR 
2.12).20,23 These associations are consistent across all European 
countries and are amplified in individuals with lower educational 
attainment and socioeconomic disadvantage. Longitudinal analyses 
confirm that multimorbidity leads to persistent functional limitation 
and poorer quality of life throughout the life course, with polyphar-
macy, loneliness, and limitations in daily activities playing an impor-
tant mediating role.18,24 Comprehensive care models for patients 
with multimorbidity were developed in Europe because traditional 
single-disease approaches led to fragmented, poorly coordinated 
care that did not meet the complex needs of people with multiple 
chronic conditions. Integrated, person-centered models were 
designed to address these gaps by improving care coordination, 
patient involvement, and outcomes for this growing population.25,26 
Specific types of integrated care models for patients with multimor-
bidity implemented in Europe include the Integrated Multimorbidity 
Care Model (IMCM), a multidimensional, person-centered frame-
work designed to improve care organization, patient experience, and 
continuity for individuals with multiple chronic conditions. The 
IMCM incorporates comprehensive assessment, individualized care 
planning, multidisciplinary team (MDT) involvement, care coordi-
nation, self-management support, and digital health tools. Pilot 
implementation in Spain, Italy, and Lithuania has demonstrated sig-
nificant improvements in patient-reported quality of care and care 
organization.27 

Patient-centered complex interventions such as Complex 
Intervention for Multimorbidity (CIM2) in Denmark specifically tar-
get patients with complicated multimorbidity and include profes-
sional training, extended consultations, nurse-led care coordination, 
structured follow-up, and integration across general practice, munic-
ipalities, and hospitals. CIM2 is currently being evaluated in a clus-
ter randomized trial, with primary outcomes including patient expe-
rience and health-related quality of life.28 

Adaptations of the Chronic Care Model and Guided Care Model 
are widely implemented across Europe, emphasizing proactive care, 
interdisciplinary collaboration, self-management support, and digital 
health integration. These models serve as the foundation for many 
integrated care programs and are associated with key elements such 
as person-centered care, holistic assessment, care coordination, and 
electronic information systems.29 Additionally, non-disease-specific 
integrated care programs target any combination of chronic diseases 
and emphasize multidisciplinary collaboration and patient involve-
ment, while disease-specific programs focus on a single index dis-
ease and its comorbidities. Non-disease-specific models tend to pro-
vide broader integration and greater patient-centeredness, whereas 
disease-specific and combination models are generally less exten-
sive in their scope and level of integration.29,30 Table 1 summarizes 

the main care programs for patients with multimorbidity in Europe, 
as described in recent multicountry mapping, scoping reviews, and 
systematic reviews.  

The evidence highlights the diversity of models, their core com-
ponents, and the countries/settings where they have been imple-
mented, providing a concise overview for clinical and organizational 
decision-making. Among the care programs for patients with multi-
morbidity implemented in Europe, integrated, person-centered, and 
multidisciplinary models have demonstrated the most consistent 
benefits. Non-disease-specific programs, particularly the IMCM and 
complex interventions targeting mental health comorbidity, have 
shown the strongest evidence of effectiveness. 

The IMCM has demonstrated significant improvements in 
patient-reported quality of care and care organization, with increases 
in Assessment of Chronic Illness Care and Patient Assessment of 
Chronic Illness Care Plus scores; notably, 58% of patients perceived 
better care after implementation.27 Similarly, patient-centered com-
plex interventions incorporating exercise therapy and self-manage-
ment support have shown statistically significant improvements in 
health-related quality of life and self-rated health at 12 months com-
pared to usual care.31 Evidence from systematic reviews indicates 
that combined interventions – integrating patient-level, provider-
level, and organizational components – produce modest improve-
ments in mental health outcomes (particularly depression) and small 
improvements in patient-reported outcomes.32,33 However, effects 
on physical health outcomes and healthcare utilization remain limit-
ed. Programs emphasizing strong patient involvement and broad 
service integration are associated with more comprehensive and 
patient-centered care, representing important preconditions for 
improved health outcomes.30,34-37 

In light of the evidence reviewed, the following conclusions can 
be drawn. Integrated care models for multimorbidity in Europe 
demonstrate clear benefits in enhancing patient experience, care 
coordination, and mental health outcomes. The most successful 
approaches are those adapted to local contexts, supported by MDTs, 
and reinforced through digital health tools and self-management 
strategies. Sustained policy support and alignment across health and 
social care systems are essential to optimize their long-term effec-
tiveness and scalability, particularly given the increasing burden of 
multimorbidity in an aging European population. 

  
 

Co-management programs in surgical settings 
Internal medicine co-management has increasingly been inte-

grated into surgical care. The adoption of increasingly complex 
therapeutic modalities has significantly complicated patient health-
care management. This complexity has particularly impacted sec-
tor-specific and specialized fields, including surgical disciplines. 
Consequently, integrating the role of the medical internist as a sup-
port to these specialists has become essential. Such an approach 
facilitates effective multidisciplinary collaboration, potentially 
enhancing the quality of patient care.38 This approach involves 
hospitalists, advanced practice clinicians, or comprehensive 
MDTs.39,40 Such models contribute to the stabilization of patients 
prior to surgery, the reduction of complications, and the enhance-
ment of collaborative efforts among care providers. They are par-
ticularly beneficial in managing high-risk or complex cases. 
Internal medicine teams are responsible for optimizing medical 
conditions preoperatively and ensuring patient readiness for sur-
gery. However, most investigations do not consolidate patients 
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across diverse surgical specialties, such as thoracic surgery, neuro-
surgery, vascular surgery, and trauma surgery, within a single 
analysis. A recent systematic review aims to assess the clinical out-
comes associated with internal medicine co-management in multi-
system trauma patients, with particular emphasis on the influence 
of co-management on surgical timing and patient outcomes across 
various surgical disciplines.41 By evaluating studies encompassing 
orthopedic, neurosurgical, vascular, thoracic, and general surgical 
care, this review seeks to determine whether the integration of 
medical optimization via internal medicine teams facilitates earlier 
and safer surgical interventions, ultimately improving key out-
comes, including LOS, complication rates, mortality, and health-
care resource utilization. 

The prevalence of surgical patient co-management by internists 
has increased significantly, with an annual growth rate exceeding 
11% between 2001 and 2006. This trend reflects multiple factors, 
including advances in surgical techniques and a growing population 
of elderly patients with multiple comorbidities undergoing sur-
gery.39 Medical-surgical co-management can manifest in various 

models, wherein primary responsibility may be assumed either by 
the surgeon or the internist. Effective co-management relies upon 
formal written agreements negotiated between the surgeon and co-
managing internist prior to patient care initiation, incorporating 
established protocols and guidelines. These agreements extend to 
include the entire surgical and medical teams as well as hospital 
administration. Unlike traditional consultative services, co-manage-
ment is characterized by a more structured relationship, necessitat-
ing clearly defined roles and responsibilities between the internist 
and the surgeon.39-42 In well-structured co-management frame-
works, all stakeholders collaborate equitably according to prede-
fined rules of engagement, jointly aiming to enhance patient care 
and share responsibility. Nonetheless, the relationship may become 
imbalanced, with one consultant perceived as subordinate within 
the care team. The involvement of a co-managing physician can 
sometimes result in the surgeon’s disengagement from periopera-
tive management, limiting their role to intraoperative duties only.43 
Additionally, the inclusion of an extra physician in surgical patient 
care introduces greater complexity to the care process, heightening 

Review

Table 1. Specific types of integrated care models for multimorbidity in Europe. 

Model/Program                                    Type/Focus                   Key components               Countries/Settings               References 
Integrated Multimorbidity Care             Non-disease-specific,        Comprehensive assessment,                  Spain, Italy,                 Palmer et al. (2018)26;  
Model (IMCM, CHRODIS-PLUS)             person-centered               individualized care plans,                      Lithuania         Rodriguez-Blazquez et al. (2020)27 
                                                                                                                 multidisciplinary team,  
                                                                                                                     care coordination,  
                                                                                                              self-management support,  
                                                                                                              eHealth, regular follow-up                                                                             

Disease-Specific Integrated Care                 Index disease +                    Tailored protocols,                    Multiple European            Rijken et al. (2018)30;  
                                                                       comorbidities                  multidisciplinary teams,                        countries                 Struckmann et al. (2018)29 
                                                                                                                     care coordination,  
                                                                                                                    regular assessment                                                                                   

Non-Disease-Specific Integrated               Any combination        Multidisciplinary collaboration,               24 European                 Rijken et al. (2018)30;  
Care (ICARE4EU)                                    of chronic diseases                 patient involvement,                           countries               van der Heide et al. (2018)34 
                                                                                                                   holistic assessment,  
                                                                                                              care coordination, eHealth                                                                             

Patient-Centered Complex                             Complicated                     Professional training,                          Denmark                 Lundstrøm et al. (2024)28 
Intervention (CIM2)                                     multimorbidity                  extended consultations,  
                                                                                                                 nurse-led coordination,  
                                                                                                                  structured follow-up,  
                                                                                                                 cross-sector integration                                  

Chronic Care Model                             General chronic disease                 Proactive care,                            Netherlands,             Melchiorre et al. (2020)35;  
(CCM, adapted)                                              management                   interdisciplinary teams,                other EU countries              Zhou et al. (2022)33 
                                                                                                              self-management support,  
                                                                                                                    digital health tools                                                                                   

Guided Care Model                                      Nurse-led case                    Holistic assessment,                   Multiple European        Melchiorre et al. (2020)35;  
(GCM, adapted)                                              management                           care planning,                                countries                      Zhou et al. (2023)33 
                                                                                                          multidisciplinary collaboration                                                                         

Person-Centered Integrated Care                      Holistic,                   Comprehensive assessment,                  Netherlands              Raaijmakers et al. (2023)36 
(PC-IC)                                                         person-centered                shared decision-making,  
                                                                                                                     self-management,  
                                                                                                                     care coordination                                      

eHealth-Enhanced Integrated                  Technology-enabled     Shared electronic health records,         Multiple European      Van der Heide et al. (2018)34; 
Care                                                                   integration                             telemedicine,                                 countries                 Melchiorre et al. (2020)35 
                                                                                                                 digital communication                                                                                 

Individualized Care Planning                         Patient goals                       Joint goal-setting,                     Multiple European            Palmer et al. (2018)26; 
                                                                       and resources                motivational interviewing,                      countries                   Salisbury et al. (2018)37 
                                                                                                                  narrative counseling,  
                                                                                                               individualized care plans                               



the risk of miscommunication and potential errors. To mitigate 
these risks, it is imperative to clearly delineate responsibilities and 
set mutual expectations for all parties involved. A patient-centered 
care model requires a generalist approach.38,40-42,44,45 Internists, 
with their broad expertise across multiple medical specialties, are 
well-positioned to provide medical consultation both independently 
and within co-management frameworks. A recent study demonstrat-
ed that the implementation of daytime surgical hospitalists is corre-
lated with a reduction in the workload of night shift physicians.46 
Internists can thus facilitate the efficient and effective provision of 
integrated care. In this structure, patient-centered care delivered by 
an MDT is optimized when organized around a general internal 
medicine foundation, in accordance with established guidelines. 
This approach ensures high-quality healthcare delivery, even for the 
most medically complex surgical patients. The first systematic 
review and meta-analysis examining hospitalist participation in sur-
gical care among adults revealed that the overall quality of available 
evidence remains limited, even though numerous healthcare facili-
ties have implemented internal medicine physician co-management 
models for surgical cases.10 At the institutional level, they can also 
contribute to the development of evidence-based protocols and 
algorithms for medical management, ensure coordinated care and 
discharge planning with the MDT, facilitate additional specialist 
consultations, and participate in quality improvement efforts across 
departments.10,47 This broader scope suggests a role length that 
extends beyond mere clinical advice, potentially explaining why 
these multi-faceted interventions tend to demonstrate greater prom-
ise compared to consultation alone as a singular approach.10,47 
Outcomes measurement should encompass not only economic costs 
and direct medical outcomes but also broader factors such as team 
dynamics and functioning, and patient-centered results of particular 
importance.10,47 

 
Orthopedic surgery 

Early studies in co-management of orthopedic patients demon-
strated improved outcomes and reduced LOS, without increased 
costs. For example, Huddleston et al. reported decreased post-
operative complications among elective hip and knee surgeries,48 
and Phy et al. demonstrated that older adults with hip fractures 
managed by a hospitalist had a reduced LOS without death or 30-
day readmission rates.49 More recently, the co-management model 
has been expanded to include neurosurgery and vascular surgery 
patients, with similar reductions in complications, LOS, readmis-
sions, and cost.4,11,49,50 The co-management model in the surgical 
setting was also associated with better satisfaction among surgeons 
and nurses, who prefer co-management over traditional care deliv-
ery models.4,10,51-53 Ghanem et al. developed a detailed stepwise 
protocol for establishing a co-management framework between 
orthopedic and hospitalist services at a tertiary care center, delin-
eating explicit protocols and workflows for patient management 
and interdepartmental transfer processes, especially in emergency 
and postoperative contexts.53 

 

Neurosurgery 
The impact of co-management on clinical outcomes in neuro-

surgical patients is uncertain.10,11,54 Literature evidence showed 
that co-management in the neurosurgical setting was linked to a 
decreased incidence of medical complications, medical consulta-
tions, and shortened LOS in neurosurgical patients, while no sig-
nificant difference was observed in in-hospital mortality.10,11 

Obstetrics and Gynecologic 
The obstetric hospitalist and the combined obstetric-gyneco-

logic hospitalist roles have emerged in response to various factors 
in healthcare, including the demand for dedicated leadership with-
in delivery units, heightened focus on quality and safety in obstet-
rics and gynecology, shifts in the workforce demographics, and 
escalating malpractice-related expenses. The leadership of the 
Society of Obstetric and Gynecologic Hospitalists recommends 
adopting standardized terminology for obstetric hospitalists, 
obstetric-gynecologic hospitalists, and hospital medicine practices 
within these specialties to improve communication consistency 
and support program development and investigative studies. 
Research on obstetric and gynecologic hospitalist models should 
characterize inpatient coverage frameworks according to these 
standardized definitions to enable valid comparisons and interpre-
tations across different practices.55,56 Obstetric and gynecologic 
hospitalists are integral to advancing perinatal care by delivering 
on-site, dependable, and high-quality clinical management. Their 
presence contributes to enhanced patient safety and is associated 
with reductions in non-indicated caesarean sections and an 
increase in vaginal delivery rates.56 

  
 

Co-management programs in non-surgical 
settings 

Healthcare complexity requires structural change at three levels: 
health systems, increasingly super-specialized physicians, and 
socially complex patients. Patients are older, frailer, and more mul-
timorbid than ever. Many live with multiple chronic diseases, 
receive polypharmacy, and face social vulnerability that complicates 
care. The traditional specialty-based model, centered on single 
organs or diseases, no longer meets these needs. Co-management 
addresses this gap. Specialists and internist hospitalists share respon-
sibility and jointly optimize outcomes. This model prevents, detects 
early, and actively manages medical complications.57,58 It promotes 
proactive, continuous care and improves outcomes, particularly in 
older, frail, and multimorbid patients.59,60 Studies from the US and 
Europe—mainly in surgical settings—report fewer intensive care 
unit (ICU) transfers, medical complications, mortality, LOS, 30-day 
readmissions, specialist consultations, and costs.38,15,59-61 Although 
surgical co-management is well established, non- surgical applica-
tions remain limited. However, cardiology, neurology, respiratory 
medicine, oncology, psychiatry, and critical care combine high spe-
cialization with heavy comorbidity burdens, making them suitable 
contexts for structured shared-care models. 

 
 

Settings where co-management  
is an opportunity 

Internists routinely manage complex older adults, who face high 
risks of complications, disability, and unplanned readmissions.62 Co-
management mitigates functional decline and reduces adverse 
events through proactive and continuous care. 

 
Cardiology 

Older cardiac patients are particularly vulnerable. Between 
55% and 98% of adults aged ≥60 years have at least two chronic 
diseases.63 Older adults with cardiovascular disease (CVD) plus ≥2 
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additional conditions are twice as likely to develop geriatric syn-
dromes as those with CVD alone.63 Systematic frailty assessment, 
early detection of functional decline, and multimorbidity manage-
ment reduce delirium, nosocomial infections, falls, and readmis-
sions.64-66 A quasi-experimental study showed that geriatric co-
management in cardiology significantly improved functional status 
and quality of life at 6 months,67 supporting structured internist 
integration into cardiac units. 

 
Neurology 

Patients admitted with acute stroke, epilepsy, or neurodegener-
ative disorders often worsen due to systemic complications rather 
than primary neurological injury. Aspiration pneumonia, venous 
thrombosis, metabolic disorders, and infections strongly influence 
prognosis. Shared care models between neurologists and internists 
in US centers improved physician support, reduced provided costs, 
enhanced efficiency, and achieved long-term economic sustain-
ability.68,69 Internists prevent systemic complications without 
replacing neurological expertise and improve resident 
supervision.69 

 
Co-management in intermediate and intensive 
care units 

Hospitalists increasingly support critical care organizations. 
At Emory University Hospital, a hybrid ICU model assigns hos-
pitalists to lower-acuity patients while intensivists manage com-
plex cases.12 This structure preserves ICU capacity without 
increasing mortality or LOS. In Spain, authors evaluated patients 
admitted to an intermediate care unit (ImCU) requiring non-inva-
sive ventilation (NIV).70 The most frequent diagnoses were 
hypoxemic acute respiratory failure, COPD exacerbation, and 
acute pulmonary edema. The ImCU provided advanced monitor-
ing and ventilatory support and frequently prevented ICU admis-
sion. The study emphasized adapting mortality prediction models 
to NIV-treated IMCU patients to improve decision-making and 
resource allocation.70 

 
Oncology 

Oncology illustrates the clinical value of co-management. 
Advances in chemotherapy and immunotherapy prolonged sur-
vival but increased complexity. Patients commonly develop 
infections, cardiotoxicity, acute kidney injury, and metabolic dis-
turbances. Programs at Smilow Cancer Hospital in Connecticut, 
Anderson Cancer Centre in Texas, and the HOME in South Korea 
showed that hospitalist-oncologist collaboration improves safety, 
efficiency, service quality, and physician and patient 
satisfaction.71-73 Oncologists direct tumor-specific therapy, while 
internists manage acute medical complications and preserve con-
tinuity. 

 
Psychiatry 

Patients with severe mental illness often present with diabetes, 
CVD, infections, substance use disorders, and polypharmacy-relat-
ed complications. Internist-psychiatrist shared-care units improve 
detection and management of medical comorbidities. A Spanish 
study reported shorter hospital stays, lower costs, and improved 
clinical parameters under this model.74 In US programs where psy-
chiatrists joined general medical teams, hospitals reduced LOS and 
psychiatric transfers, while improving non-psychiatric staff train-
ing,75,76 enhancing safety and efficiency. 

Opportunities and challenges 
Co-management improves clinical outcomes and resource use. 

It reduces duplicate testing, streamlines patient flow, lowers read-
missions, and allows specialists to focus on advanced procedures 
while internists oversee systemic care. Internists move from con-
sultants to accountable partners and assume leadership in quality, 
safety, and patient experience. However, institutions must clearly 
define authority and accountability. Shared responsibility may gen-
erate conflict if teams fail to agree on final decisions in critical sit-
uations. Hospitalists should establish formal agreements and pro-
vide multidisciplinary training. Hospitalists also play a central role 
in quality, safety, and patient experience and must lead organiza-
tional strategy. Workforce shortages limit expansion. 
Implementing co-management without adequate staffing is unsus-
tainable. Cultural resistance may emerge if specialists perceive 
loss of autonomy. Institutions must build trust, define protocols, 
and ensure transparent communication. Evidence in non-surgical 
settings remains largely observational. Operational barriers, such 
as joint rounds, interdisciplinary meetings, and shared electronic 
records, require time and investment. Poor implementation may 
confuse patients who perceive “too many doctors”, fragmented 
responsibility, and undermine trust. Co-management in non-surgi-
cal specialties provides substantial clinical and organizational ben-
efits. It improves outcomes in frail and multimorbid patients, opti-
mizes resource use, and promotes shared accountability. 
Hospitalists should implement structured programs, rigorously 
evaluate clinical and economic outcomes, and train physicians in 
leadership and communication.  

 
 

Conclusions  
Hospitalist co-management represents a model of success in 

modern inpatient care, bridging medical and surgical approaches to 
improve patient outcomes, safety, and efficiency. Hospital medicine 
has established itself as the fastest-growing specialty in the US by 
consistently delivering value through innovative care delivery mod-
els. Originally focused on surgical services, hospitalist co-manage-
ment has successfully expanded to diverse subspecialty populations. 
This evolution is supported by robust evidence demonstrating signif-
icant improvements in quality metrics, patient safety, and cost-effec-
tiveness. The future trajectory of this model points toward its estab-
lishment as the prevailing standard of care, catalyzed by the acceler-
ating integration of digital health technologies. We anticipate several 
key developments: 

- precision patient selection: advanced clinical prediction 
algorithms will shift co-management from a generalized service to a 
targeted intervention, identifying high-risk patients who would 
derive the greatest benefit from hospitalist engagement; 

- artificial intelligence-enhanced surveillance: artificial 
intelligence and machine learning systems are poised to augment 
monitoring for medically complex populations. For instance, predic-
tive analytics can detect subclinical manifestations of sepsis in neu-
tropenic oncology patients or fluid overload in heart failure popula-
tions, prompting immediate hospitalist intervention;17 

- expansion through virtual care: tele-co-management para-
digms offer a scalable solution for rural or resource-constrained 
environments, enabling real-time, high-quality collaboration 
between hospitalists and remote specialty consultants. The US expe-
rience confirms that when co-management is implemented with 
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deliberate attention to role delineation and workflow integration, it 
enhances both clinical outcomes and provider satisfaction. As 
healthcare systems continue to prioritize value-based care, hospital-
ist-led co-management is strategically positioned to remain a central 
pillar of modern inpatient medicine. 
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