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INTRODUCTION: As a relatively new generalist specialty,
hospitalists must acquire new competencies that may not
have been taught during their training years. Continuing
medical education (CME) has traditionally been a mecha-
nism to meet training needs but often fails to apply adult
learning principles and fulfill current demands.

METHODS: We developed an innovative 3-day course
called the University of California, San Francisco Hospitalist
Mini-College (UHMC) that brings adult learners to the bed-
side for small-group learning focused on content areas rele-
vant to today’s hospitalists. The program was built on a
structure of 4 clinical domains and 2 clinical skills labs. Ses-
sions about patient safety and immersion into traditional
academic learning vehicles, such as morning report and a
morbidity and mortality conference, were also included.
Participants completed a precourse survey and a post-
course evaluation.

RESULTS: Over 5 years, 152 participants enrolled and
completed the program; 91% completed the pre-UHMC
survey and 89% completed the postcourse evaluation.
Overall, participants rated the quality of the UHMC course
highly (4.65; 1–5 scale). Ninety-eight percent of UHMC par-
ticipants (n 5 57) in 2011 to 2012 reported a “high” or
“definite” likelihood to change practice, higher than the
78% reported by the 11,447 participants in other UCSF
CME courses during the same time period.

DISCUSSION: The UHMC successfully brought participants
to an academic health center for a participatory, hands-on,
and small-group learning experience that was highly rated.
A shift of CME from a hotel conference room to the bedside
is feasible, valued by participants, and offers a new para-
digm for how to maintain and improve hospitalist compe-
tencies. Journal of Hospital Medicine 2013;000:000–000.
VC 2013 Society of Hospital Medicine.

“I hear and I forget, I see and I remember, I do and I
understand.”

Confucius

Hospital medicine, first described in 1996,1 is the fast-
est growing specialty in United States medical history,
now with approximately 40,000 practitioners.2 Although
hospitalists undoubtedly learned many of their key clini-
cal skills during residency training, there is no hospitalist-
specific residency training pathway and a limited number
of largely research-oriented fellowships.3 Furthermore,
hospitalists are often asked to care for surgical patients,
those with acute neurologic disorders, and patients in
intensive care units, while also contributing to quality
improvement and patient safety initiatives.4 This suggests
that the vast majority of hospitalists have not had specific
training in many key competencies for the field.5

Continuing medical education (CME) has tradition-
ally been the mechanism to maintain, develop, or
increase the knowledge, skills, and professional per-

formance of physicians.6 Most CME activities, includ-
ing those for hospitalists, are staged as live events in
hotel conference rooms or as local events in a similarly
passive learning environment (eg, grand rounds and
medical staff meetings). Online programs, audiotapes,
and expanding electronic media provide increasing and
alternate methods for hospitalists to obtain their
required CME. All of these activities passively deliver
content to a group of diverse and experienced learners.
They fail to take advantage of adult learning principles
and may have little direct impact on professional prac-
tice.7,8 Traditional CME is often derided as a barrier to
innovative educational methods for these reasons, as
adults learn best through active participation, when the
information is relevant and practically applied.9,10

To provide practicing hospitalists with necessary
continuing education, we designed the University of
California, San Francisco (UCSF) Hospitalist Mini-
College (UHMC). This 3-day course brings adult learn-
ers to the bedside for small-group and active learning
focused on content areas relevant to today’s hospital-
ists. We describe the development, content, outcomes,
and lessons learned from UHMC’s first 5 years.

METHODS
Program Development

We aimed to develop a program that focused on
curricular topics that would be highly valued by prac-
ticing hospitalists delivered in an active learning
small-group environment. We first conducted an

*Address for correspondence and reprint requests: Niraj L. Sehgal,
MD, Associate Professor of Medicine, University of California, San
Francisco, 533 Parnassus Avenue, Box 0131, San Francisco, CA 94143;
Telephone: 415-476-0723; Fax: 415-476-4818; E-mail:
nirajs@medicine.ucsf.edu

Received: October 6, 2013; Accepted: October 17, 2013
2013 Society of Hospital Medicine DOI 10.1002/jhm.2111
Published online in Wiley Online Library (Wileyonlinelibrary.com).

An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 00 | No 00 | Month 2013 1



informal needs assessment of community-based hospi-
talists to better understand their roles and determine
their perceptions of gaps in hospitalist training com-
pared to current requirements for practice. We then
reviewed available CME events targeting hospitalists
and compared these curricula to the gaps discovered
from the needs assessment. We also reviewed the Soci-
ety of Hospital Medicine’s core competencies to further
identify gaps in scope of practice.4 Finally, we reviewed
the literature to identify CME curricular innovations in
the clinical setting and found no published reports.

Program Setting, Participants, and Faculty

The UHMC course was developed and offered first in
2008 as a “precourse” to the UCSF Management of the
Hospitalized Medicine course, a traditional CME offer-
ing that occurs annually in a hotel setting.11 The
UHMC takes place on the campus of UCSF Medical
Center, a 600-bed academic medical center in San
Francisco. Registered participants were required to
complete limited credentialing paperwork, which
allowed them to directly observe clinical care and inter-
act with hospitalized patients. Participants were not
involved in any clinical decision making for the
patients they met or examined. The course was limited
to a maximum of 33 participants annually to optimize
active participation, small-group bedside activities, and
a personalized learning experience. UCSF faculty
selected to teach in the UHMC were chosen based on
exemplary clinical and teaching skills. They collabo-
rated with course directors in the development of their
session-specific goals and curriculum.

Program Description

Figure 1 is a representative calendar view of the 3-day
UHMC course. The curricular topics were selected
based on the findings from our needs assessment, our
ability to deliver that curriculum using our small-
group active learning framework, and to minimize
overlap with content of the larger course. Course cur-
riculum was refined annually based on participant
feedback and course director observations.

The program was built on a structure of 4 clinical
domains and 2 clinical skills labs. The clinical
domains included: (1) Hospital-Based Neurology, (2)
Critical Care Medicine in the Intensive Care Unit, (3)
Surgical Comanagement and Medical Consultation,
and (4) Hospital-Based Dermatology. Participants
were divided into 3 groups of �10 participants each
and rotated through each domain in the afternoons.
The clinical skills labs included: (1) Interpretation of
Radiographic Studies and (2) Use of Ultrasound and
Enhancing Confidence in Performing Bedside Proce-
dures. We also developed specific sessions to teach
about patient safety and to allow course attendees to
participate in traditional academic learning vehicles
(eg, a Morning Report and Morbidity and Mortality
case conference). Below, we describe each session’s
format and content.

Clinical Domains

Hospital-Based Neurology
Attendees participated in both bedside evaluation and
case-based discussions of common neurologic condi-
tions seen in the hospital. In small groups of �5,

FIG. 1. University of California, San Francisco (UCSF) Hospitalist Mini-College sample schedule. *Clinical domain sessions are repeated each afternoon as partic-

ipants are divided into 3 smaller groups. Abbreviations: ICU, intensive care unit; UHMC, University of California, San Francisco Hospitalist Mini-College.
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participants were assigned patients to examine on the
neurology ward. After their evaluations, they reported
their findings to fellow participants and the faculty,
setting the foundation for discussion of clinical man-
agement, review of neuroimaging, and exploration of
current evidence to inform the patient’s diagnosis and
management. Participants and faculty then returned to
the bedside to hone neurologic examination skills and
complete the learning process. Given the unpredict-
ability of what conditions would be represented on
the ward in a given day, review of commonly seen
conditions was always a focus, such as stroke, seiz-
ures, delirium, and neurologic examination pearls.

Critical Care
Attendees participated in case-based discussions of
common clinical conditions with similar review of
current evidence, relevant imaging, and bedside exam
pearls for the intubated patient. For this domain,
attendees also participated in an advanced simulation
tutorial in ventilator management, which was then
applied at the bedside of intubated patients. Specific
topics covered include sepsis, decompensated chronic
obstructive lung disease, vasopressor selection, novel
therapies in critically ill patients, and use of clinical
pathways and protocols for improved quality of care.

Surgical Comanagement and Medical Consultation
Attendees participated in case-based discussions apply-
ing current evidence to perioperative controversies
and the care of the surgical patient. They also dis-
cussed the expanding role of the hospitalist in non-
medical patients.

Hospital-Based Dermatology
Attendees participated in bedside evaluation of acute
skin eruptions based on available patients admitted to
the hospital. They discussed the approach to skin
eruptions, key diagnoses, and when dermatologists
should be consulted for their expertise. Specific topics
included drug reactions, the red leg, life-threating con-
ditions (eg, Stevens-Johnson syndrome), and dermato-
logic examination pearls. This domain was added in
2010.

Clinical Skills Labs

Radiology
In groups of �15, attendees reviewed common radio-
graphs that hospitalists frequently order or evaluate
(eg, chest x-rays; kidney, ureter, and bladder; place-
ment of endotracheal or feeding tube). They also
reviewed the most relevant and “not-to-miss” findings
on other commonly ordered studies such as abdominal
or brain computerized tomography scans.

Hospital Procedures With Bedside Ultrasound
Attendees participated in a half-day session to gain
experience with the following procedures: paracente-

sis, lumbar puncture, thoracentesis, and central lines.
They participated in an initial overview of procedural
safety followed by hands-on application sessions, in
which they rotated through clinical workstations in
groups of �5. At each work station, they were pro-
vided an opportunity to practice techniques, including
the safe use of ultrasound on both live (standardized
patients) and simulation models.

Other Sessions

Building Diagnostic Acumen and Clinical Reasoning
The opening session of the UHMC reintroduces
attendees to the traditional academic “morning
report” format, in which a case is presented and par-
ticipants are asked to assess the information, develop
differential diagnoses, discuss management options,
and consider their own clinical reasoning skills. This
provides frameworks for diagnostic reasoning, high-
lights common cognitive errors, and teaches attendees
how to develop expertise in their own diagnostic
thinking. The session also sets the stage and expecta-
tion for active learning and participation in the
UHMC.

Root Cause Analysis and Systems Thinking
As the only nonclinical session in the UHMC, this ses-
sion introduces participants to systems thinking and
patient safety. Attendees participate in a root cause
analysis role play surrounding a serious medical error
and discuss the implications, their reflections, and
then propose solutions through interactive table dis-
cussions. The session also emphasizes the key role
hospitalists should play in improving patient safety.

Clinical Case Conference
Attendees participated in the weekly UCSF Depart-
ment of Medicine Morbidity and Mortality confer-
ence. This is a traditional case conference that brings
together learners, expert discussants, and an interest-
ing or challenging case. This allows attendees to syn-
thesize much of the course learning through active
participation in the case discussion. Rather than creat-
ing a new conference for the participants, we brought
the participants to the existing conference as part of
their UHMC immersion experience.

Meet the Professor
Attendees participated in an informal discussion with
a national leader (R.M.W.) in hospital medicine. This
allowed for an interactive exchange of ideas and an
understanding of the field overall.

Online Search Strategies
This interactive computer lab session allowed partici-
pants to explore the ever-expanding number of online
resources to answer clinical queries. This session was
replaced in 2010 with the dermatology clinical
domain based on participant feedback.
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Program Evaluation

Participants completed a pre-UHMC survey that pro-
vided demographic information and attributes about
themselves, their clinical practice, and experience. Par-
ticipants also completed course evaluations consistent
with Accreditation Council for Continuing Medical
Education standards following the program. The ques-
tions asked for each activity were rated on a 1-to-5
scale (1 5 poor, 5 5 excellent) and also included open-
ended questions to assess overall experiences.

RESULTS
Participant Demographics

During the first 5 years of the UHMC, 152 partici-
pants enrolled and completed the program; 91% com-
pleted the pre-UHMC survey and 89% completed the
postcourse evaluation. Table 1 describes the self-
reported participant demographics, including years in
practice, number of hospitalist jobs, overall job satis-

faction, and time spent doing clinical work. Overall,
68% of all participants had been self-described hospi-
talists for <4 years, with 62% holding only 1 hospi-
talist job during that time; 77% reported being
“pretty” or “very satisfied” with their jobs, and 72%
reported clinical care as the attribute they love most
in their job. Table 2 highlights the type of work
attendees participate in within their clinical practice.
More than half manage patients with neurologic dis-
orders and care for critically ill patients, whereas vir-
tually all perform preoperative medical evaluations
and medical consultation

Participant Experience

Overall, participants rated the quality of the UHMC
course highly (4.65; 1–5 scale). The neurology clinical
domain (4.83) and clinical reasoning session (4.72)
were the highest-rated sessions. Compared to all
UCSF CME course offerings between January 2010

TABLE 2. UHMC Participant Clinical Activities

Question Response Options 2008 (n 5 24) 2009 (n 5 26) 2010 (n 5 29) 2011 (n 5 31) 2012 (n 5 28) Average(n 5 138)

Do you primarily manage patients with
neurologic disorders in your hospital?

Yes 62% 50% 62% 62% 63% 60%

Do you primarily manage critically ill
ICU patients in your hospital?

Yes and without an intensivist 19% 23% 19% 27% 21% 22%
Yes but with an intensivist 54% 50% 44% 42% 67% 51%
No 27% 27% 37% 31% 13% 27%

Do you perform preoperative medical
evaluations and medical consultation?

Yes 96% 91% 96% 96% 92% 94%

Which of the following describes your
role in the care of surgical patients?

Traditional medical consultant 33% 28% 28% 30% 24% 29%
Comanagement (shared responsibility with surgeon) 33% 34% 42% 39% 35% 37%
Attending of record with surgeon acting as consultant 26% 24% 26% 30% 35% 28%

Do you have bedside ultrasound available
in your daily practice?

Yes 38% 32% 52% 34% 38% 39%

NOTE: Abbreviations: ICU, intensive care unit; UHMC, University of California, San Francisco Hospitalist Mini-College.

TABLE 1. UHMC Participant Demographics

Question Response Options 2008 (n 5 4) 2009 (n 5 26) 2010 (n 5 29) 2011 (n 5 31) 2012 (n 5 28) Average (n 5 138)

How long have you been a hospitalist? <2 years 52% 35% 37% 30% 25% 36%
2–4 years 26% 39% 30% 30% 38% 32%
5–10 years 11% 17% 15% 26% 29% 20%
>10 years 11% 9% 18% 14% 8% 12%

How many hospitalist jobs have you had? 1 63% 61% 62% 62% 58% 62%
2 to 3 37% 35% 23% 35% 29% 32%
>3 0% 4% 15% 1% 13% 5%

How satisfied are you with your current position? Not satisfied 1% 4% 4% 4% 0% 4%
Somewhat satisfied 11% 13% 39% 17% 17% 19%
Pretty satisfied 59% 52% 35% 57% 38% 48%
Very satisfied 26% 30% 23% 22% 46% 29%

What do you love most about your job? Clinical care 85% 61% 65% 84% 67% 72%
Teaching 1% 17% 12% 1% 4% 7%

QI or safety work 0% 4% 0% 1% 8% 3%
Other (not specified) 14% 18% 23% 14% 21% 18%

What percent of your time is spent doing clinical care? 100% 39% 36% 52% 46% 58% 46%
75%–100% 58% 50% 37% 42% 33% 44%
50–75% 0% 9% 11% 12% 4% 7%
25%–50% 4% 5% 0% 0% 5% 3%
<25% 0% 0% 0% 0% 0% 0%

NOTE: Abbreviations: QI, quality improvement; UHMC, University of California, San Francisco Hospitalist Mini-College.
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and September 2012, the UHMC rated higher than the
cumulative overall rating from those 227 courses (4.65
vs 4.44). For UCSF CME courses offered in 2011 and
2012, 78% of participants (n 5 11,447) reported a
“high” or “definite” likelihood to change practice. For
UHMC participants during the same time period
(n 5 57), 98% reported a similar likelihood to change
practice. Table 3 provides selected participant com-
ments from their postcourse evaluations.

DISCUSSION
We developed an innovative CME program that
brought participants to an academic health center for
a participatory, hands-on, and small-group experience.
They learned about topics relevant to today’s hospital-
ists, rated the experience very highly, and reported a
nearly unanimous likelihood to change their practice.
Reflecting on our program’s first 5 years, there were
several lessons learned that may guide others commit-
ted to providing a similar CME experience.

First, hospital medicine is a dynamic field. Conduct-
ing a needs assessment to match clinical topics to
what attendees required in their own practice was
critical. Iterative changes from year to year reflected
formal participant feedback as well as informal con-
versations with the teaching faculty. For instance,
attendees were not only interested in the clinical
topics but often wanted to see examples of clinical
pathways, order sets, and other “systems” in place to
improve care for patients with common conditions.
Our participant presurvey also helped identify and
reinforce the curricular topics that teaching faculty
focused on each year. Being responsive to the chang-
ing needs of hospitalists and the environment is a cru-
cial part of providing a relevant CME experience.

We also used an innovative approach to teaching,
founded in adult and effective CME learning princi-
ples. CME activities are geared toward adult physi-
cians, and studies of their effectiveness recommend
that sessions should be interactive and utilize multiple
modalities of learning.12 When attendees actively

participate and are provided an opportunity to prac-
tice skills, it may have a positive effect on patient
outcomes.13 All UHMC faculty were required to
couple presentations of the latest evidence for clinical
topics with small-group and hands-on learning
modalities. This also required that we utilize a teach-
ing faculty known for both their clinical expertise
and teaching recognition. Together, the learning
modalities and the teaching faculty likely accounted
for the highly rated course experience and likelihood
to change practice.

Finally, our course brought participants to an aca-
demic medical center and into the “mix of clinical
care” as opposed to the more traditional hotel venue.
This was necessary to deliver the curriculum as
described, but also had the unexpected benefit of ener-
gizing the participants. Many had not been in a teach-
ing setting since their residency training, and bringing
them back into this milieu motivated them to learn
and share their inspiration. As there are no published
studies of CME experiences in the clinical environ-
ment, this observation is noteworthy and deserves to
be explored and evaluated further.

What are the limitations of our approach to bring-
ing CME to the bedside? First, the economics of an
intensive 3-day course with a maximum of 33 attend-
ees are far different than those of a large hotel-based
offering. There are no exhibitors or outside contribu-
tions. The cost of the course to participants is $2500
(discounted if attending the larger course as well),
which is 2 to 3 times higher than most traditional
CME courses of the same length. Although the cost is
high, the course has sold out each year with a waiting
list. Part of the cost is also faculty time. The time,
preparation, and need to “teach on the fly” to meet
the differing participant educational needs is funda-
mentally different than delivering a single lecture in a
hotel conference room. Not surprisingly, our faculty
enjoy this teaching opportunity and find it equally
unique and valuable; no faculty have dropped out of
teaching the course, and many describe it as 1 of the
teaching highlights of the year. Scalability of the
UHMC is challenging for these reasons, but our
model could be replicated in other teaching institu-
tions, even as a local offering for their own providers.

In summary, we developed a hospital-based, highly
interactive, small-group CME course that emphasizes
case-based teaching. The course has sold out each
year, and evaluations suggest that it is highly valued
and is meeting curricular goals better than more tradi-
tional CME courses. We hope our course description
and success may motivate others to consider moving
beyond the traditional CME for hospitalists and
explore further innovations. With the field growing
and changing at a rapid pace, innovative CME experi-
ences will be necessary to assure that hospitalists con-
tinue to provide exemplary and safe care to their
patients.

TABLE 3. Selected UHMC Participant Comments
From Program Evaluations

“Great pearls, broad ranging discussion of many controversial and common topics, and I loved the
teaching format.”

“I thought the conception of the teaching model was really effective—hands-on exams in small
groups, each demonstrating a different part of the neurologic exam, followed by presentation
and discussion, and ending in bedside rounds with the teaching faculty.”

“Excellent review of key topics—wide variety of useful and practical points. Very high application
value.”

“Great course. I’d take it again and again. It was a superb opportunity to review technique, equip-
ment, and clinical decision making.”

“Overall outstanding course! Very informative and fun. Format was great.”
“Forward and clinically relevant. Like the bedside teaching and how they did it.The small size of the

course and the close attention paid by the faculty teaching the course combined with the oppor-
tunity to see and examine patients in the hospital was outstanding.”

NOTE: Abbreviations: UHMC, University of California, San Francisco Hospitalist Mini-College.
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