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The Laborist Movement

How did the hospitalist movement 
evolve to Labor & Delivery? This article 
explains the history and describes the 

advantages and disadvantages of a 
laborist model of care.
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HITECH Puts Teeth in the 
HIPAA Paper Tiger 

How the Health Information Technology 
for Economic and Clinical Health 

(HITECH) Act significantly strengthened 
the privacy and security regulations 

regarding protected health information.
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Test Your HIPAA/HITECH IQ

Take this quiz to test how well you 
understand the Health Insurance 
Portability and Accountability Act 

(HIPAA) and the Health Information 
Technology for Economic and Clinical 

Health Act (HITECH).
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THE HISTORY OF THE 
HOSPITALIST MOVEMENT

Twenty years ago, Kaiser was the first 
health care organization to intro
duce the concept of “hospitalbased 
specialists” in Internal Medicine. In 

a 1996 NEJM article, Wachter and Goldman 
coined the term “hospitalist” to describe the 
new concept of inpatient medicine specialists 
in the American health care system. The major 
proposed benefit was more efficient and higher 
quality care at less cost. 

While there were immediate concerns 
about a disruption in the continuity of care, 
the marginalization of the internal medicine 
generalist, and a decrease in the utilization of 
consulting specialists, the early results of this 
concept were positive. Not only was patient 
satisfaction preserved, but reports indicated a 
13.4 percent reduction in hospital costs and a 
16.6 percent reduction in average length of 
stay. While the data on outcomes were mixed, 
some studies showed decreased readmission 
rates and improved pneumonia and heart fail
ure quality indicators.

INTRODUCTION OF 
LABORISTS

It required no great leap of imagination to 
extrapolate this hospitalist concept to Labor & 
Delivery (L&D) and create the position of the 
inhouse “laborist.” The initial piece advocating 
for the creation of a laborist profession pro
posed that having L&D specialists could solve a 
number of problems facing the field of OB/
GYN at the time. The trend towards lower sur
gical volumes in gynecology had led to fewer 
(but sicker) hospitalized patients and a greater 
demand on clinicians’ work in their office prac
tice. It was proposed that a laborist, or an in

house GYN hospitalist, could care for the sick
er hospitalized patients, as well as reduce the 
burden for the busy officebased clinicians. 
Additionally, it was anticipated that redirecting 
OB/GYNs to shift work in L&D could lead to 
higher overall work satisfaction. This could 
ameliorate the problem of burnout leading to 
an abandonment of obstetrics at an early age 
and the shortage of obstetricians in some com
munities. It was also felt that the task repetition 
that typifies specialization of practice would 
lead to higher quality care at less expense.

While a laborist might function under sev
eral different models of care, at a minimum, a 
laborist would be a physician dedicated to in
patient care, primarily on L&D, who serves to 
provide continuous coverage and oversight. 
Different practice models could include hiring 
a fulltime hospital employee versus having the 
laborist be someone designated from a rotating 
schedule of community physicians. The scope 
of practice could also vary from emergency 
care only, to care for unassigned or uninsured 
patients, to care for all patients in L&D. Fur
ther more, as the ACGME and the RRC require 
inhouse supervision of residents, the laborist 
model would work in teaching hospitals where 
community physicians deliver, by implement
ing formalized coverage of these patients. 

The number of laborists needed to cover 
L&D depends on the model of care. An exam
ple of laborist implementation in a community 
hospital might entail eight physicians (two 
groups of four) agreeing to a rotating schedule 
of 24hour coverage for both groups using 
standardized orders and postcall rounds on 
all OB patients. If the laborist is a salaried hos
pital employee, it is estimated that it requires 
4 to 4.5 full time physicians to provide around 
the clock coverage at a cost in salaries, benefits 
and malpractice insurance of approximately 
$1.5 million per year.

(continued on page 2)

ADVANTAGES AND 
DISADVANTAGES OF A 
LABORIST MODEL OF CARE

The potential advantages of having a full
time laborist in attendance include: 

 ➤ Assurance of timely care from dedi
cated onsite L&D coverage 

 ➤ Improved quality and consistency of 
care
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 ➤ Increased provider satisfaction and 
worklife balance

 ➤ Improved patient safety and teamwork

 ➤ Reduction in liability claims

Becoming a laborist is becoming increas
ingly popular. According to a 2010 American 
College of Obstetricians and Gynecologists 
(ACOG) membership survey, 15 percent of 
respondents (3.6 percent of the entire sample) 
identified themselves as a laborist or OB/GYN 
hospitalist. Interestingly, over half of the la
borists were from ACOG District IV (Mid 
Southeast). On average, laborists were slightly 
younger in age and years out of residency, and 
82 percent worked fulltime with an average 
of 3.5 shifts/week. There was a wide range in 
reported shift lengths that varied from 8 to 24 
hours. Over threequarters of laborists com
mented on being satisfied to very satisfied with 
their career, with eight percent dissatisfied. 

While no formal outcome studies have yet 
been published, a 2013 cohortstudy abstract 
compared eight laborist to 16 nonlaborist hos
pitals matched by location, delivery volume, 
teaching status, and neonatal ICU admissions. 
While the Csection rate in the laborist hospi
tals was marginally increased, there were fewer 
inductions, preterm births, and term neonatal 

ICU admissions. On the other hand, a different 
2013 report published in the American Journal 
of Obstetrics & Gynecology found a statistically 
significant reduction in Csection rates in a ter
tiary hospital transitioning to laborists. The 
Csection rate was 39.2 percent without labor
ists, 38.7 percent with continuous coverage by 
the community staff, and 33.2 percent with 
fulltime laborists. This study concluded that 
the big gain in Csection rate reduction came 
from having a group of laborist providers spe
cialized in inpatient care, as minimal change 
was seen with just having continuous coverage 
by community physicians. Perhaps the hospi
talbased laborists were more comfortable ex
pectantly managing category 2 tracings or were 
more skilled at operative vaginal deliveries. 

With respect to the hypothesis that im
proved L&D coverage could lead to decreased 
malpractice claims, a 2008 study analyzed 189 
closed perinatal claims of a large liability in
surance company from 20002005. They found 

that 70 percent of claims involved substandard 
care and concluded that over half of the hospi
tal litigation costs could be avoided with 24 
hour inhouse coverage. Some have said that 
reduced malpractice claims and associated 
costs could offset a portion of the hospital ex
pense of having inhouse laborists. 

At the same time, potential disadvantages 
that have been identified include: 

 ➤ Lack of continuity of care

 ➤ Reimbursement issues and reduced pay 
for outpatient providers

 ➤ Disagreement in management plans

 ➤ Decreased patient satisfaction 

 ➤ Increased errors with more handoffs

Addressing the concern that less continu
ity of care would lead to lower patient satisfac
tion, a 2013 study looked at 4,166 patient sur
vey responses at a Universityowned urban 
teaching hospital. They found that 90 percent 
were highly satisfied both before and after the 
introduction of laborists. Overall, patients 
were happy with their birth experiences. 
Furthermore, not having their outpatient pro
viders present at their deliveries did not 
change that impression. 

A potentially contentious issue when im
plementing a laborist model is how to appor

tion the payment for the inpatient component 
of care. Given that the global fee covering the 
totality of antenatal care comes at the time of 
the delivery, there could be disagreement 
about who receives the payment and how to 
equitably split it between outpatient and inpa
tient providers. The American Board of 
Obstetrics and Gynecology has addressed the 
question of how to pay for this service by stat
ing that laborists can bill for separate compo
nents of care. For example, laborists can bill 
for a variety of services including triage, ex
ternal version of breech presentations, and 
surgical assisting. Or there could be an agreed 
upon global fee for using laborists in a private 
practice setting. Other models may use a dif
ferent payment arrangement. For example, in 
a group model, if one group did more deliver
ies, the payment differential could be calculat
ed at the end of the year. Laborists in a teach
ing hospital might be paid by the OB/GYN 
department or by the medical school. 

Certainly having more providers involved 
in the care of a patient leads to variation in 
practice and creates a need for efficient and 
accurate handoffs. In 2010, ACOG released a 
Committee Opinion stating that the successful 
implementation of laborists must be accompa
nied by an established means of communica
tion between the primary physician and labor
ist that incorporates a consensus about inpa
tient treatment protocols among all the pro
viders. Examples might include labor induc
tion protocols and postpartum order sets. 

Among the most important lessons 
learned from internal medicine hospitalists are 
these pieces of advice for handing off patient 
care: 

 ➤ Communicate, but do not irritate

 ➤ Consult the primary care physician

 ➤ Timeliness (of information) is next to 
godliness

 ➤ Partner with the patient

 ➤ Make it clear that you are the patient’s 
advocate (not just part of the system)

 ➤ Pass the baton as graciously as received

WHAT’S NEXT FOR 
LABORISTS? 

Twenty years after the implementation of 
inpatient specialists in internal medicine, the 
hospitalist field has advanced substantially. 
Leaders in the profession have recognized that 
having experts in the care of hospitalized pa
tients can lead to streamlined resource utiliza
tion and advances in patient safety. The 
American Board of Internal Medicine and the 
Society of Hospital Medicine’s “Choosing 
Wisely” campaign is an example of how the 
quality of patient care may be advanced by 
having the care of hospitalized patients be its 
own specialty. Similarly, laborists, as a defined 
profession with special skills, could organize 
around major obstetric quality indicators and 
create lasting improvements in maternal and 
neonatal health. n

Dr. Wilson is an Assistant Professor of Obstetrics 
and Gynecology at UCSF and works as an 
obstetrician laborist combining inpatient 
specialization and outpatient prenatal care. 
Dr. Nachtigall is the editor of PRF News and a 
member of PRF’s Risk Management & 
Education Committee.

(continued from page 1)

Some have said that reduced malpractice claims and 
associated costs could offset a portion of the hospital 
ex pense of having in-house laborists.
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HITECH Puts Teeth in the HIPAA Paper Tiger
BY JUNE RILEY, MBA

The Health Insurance Portability and 
Accountability Act (HIPAA) was 
enacted in 1996. However, it took 
until September of 2013 for the 

Health Information Technology for Economic 
and Clinical Health Act (HITECH) Act of 
2009 to significantly strengthen the privacy 
and security regulations regarding protected 
health information (PHI). 

Prior to the enactment of HITECH, the 
maximum civil money penalty for any HIPAA 
violation was $100.00 per violation and a max
imum of $25,000.00 for all identical violations 
that occurred within a calendar year. Under 
HITECH there are four categories of violations 
that reflect increasing levels of culpability. 
These categories are: 

 ➤ Did Not Know

 ➤ Reasonable Cause—Not Willful Neglect

 ➤ Willful Neglect—Timely Corrected

 ➤ Willful Neglect—Not Timely Corrected

The range of the penalties assigned to a vi
olation directly correlates to the category of a 
given violation. For example, a “Did Not 
Know” violation is subject to a penalty of 
$100.00 to $50,000.00 for each violation, while 
a “Willful Neglect—Not Timely Corrected” vi
olation is subject to a penalty of $50,000 or 
more for each violation. All categories have a 
maximum civil money penalty (CMP) of $1.5 
million for identical violations during a calen
dar year. 

CHAIN OF TRUST/CHAIN OF 
CUSTODY 

The medical privacy of 20,000 emergency 
room patients of Stanford Hospital was 
breached with the posting of a detailed 
spreadsheet on the public web site used by 
students to solicit assistance with their school
work. The spreadsheet, with PHI of 20,000 
Stanford patients, was posted on the web site 
as an attachment when a student had a ques
tion about how to convert data in a spread
sheet into a bar graph. It was later discovered 
that Stanford had provided the spreadsheet, in 
an encrypted format, to a billing subcontrac
tor with whom Stanford had a Business 
Associate Agreement. 

It is not clear how the spreadsheet made 
its way from the billing subcontractor to the 
student who posted it on the web site. What is 
clear is that Stanford settled the class action 
lawsuit for $4.1 million. The billing subcon
tractor was the weak link in the Chain of 
Custody, but Stanford paid the bill. Stanford’s 
breach illustrates the importance of a Covered 
Entity’s (CE) Chain of Custody of PHI. With 
the HITECH regulations, a Covered Entity 
may be held liable for a breach of privacy and/
or security where PHI is transmitted to a sub
contractor, even if a Business Associate 
Agreement is in place between the two par
ties. 

BALANCED COMPLIANCE 
PROGRAM

If an inadvertent breach of the HIPAA 
and/or HITECH privacy and security rules oc
curs, a Balanced Compliance Program is the 
best defense. A Balanced Compliance Program 
demonstrates intent and good faith and will 
prove helpful if a breach occurs and you are 
investigated by the Office of Civil Rights 
(OCR). Your organization’s written compliance 
program should include:

 ➤ A policy that defines the organization’s 
values and expected behaviors.

 ➤ Procedures that describe how policies 
are implemented and what actions are 
required.

 ➤ Technical, security and privacy staff 
who are trained to follow the policies 
and procedures.

 ➤ Safeguards that are in place to ensure 
privacy and security (e.g., encryption, 
firewalls, incident management tools). 

In developing your balanced compliance 
program, there are seven actions to take to en
sure that you are HIPAA and HITECH com
pliant:

 ➤ Develop a Privacy and Security and 
Risk Management and Governance 
program.

 ➤ Develop comprehensive HIPAA Pri  vacy 
and Security and Breach Notification 
policies and procedures.

 ➤ Complete a HIPAA security evaluation.

 ➤ Complete a Privacy Rule compliance 
assessment.

 ➤ Complete a Breach Rule compliance 
as sessment.

 ➤ Complete a HIPAA Security Risk analy
sis.

 ➤ Document and act upon a remediation 
plan.

To test how well you understand the Health 
Insurance Portability and Account ability Act 
(HIPAA) and the Health Infor mation Tech
nology for Economic and Clinical Health Act 
(HITECH), take the quiz on the next page. n

June Riley is executive director of PRF.

Answers to the quiz on page 4:

All the True/False questions are True. 

Most of the acronyms are defined in the text of the article on this page. However, here are the 
answers:

 HIPAA Health Insurance Portability and Accountability Act
 HITECH Health Information Technology for Economic and Clinical Health Act
 SAG  State Attorneys General
 OCR  Office of Civil Rights
 HHS  Health and Human Services
 CMS  Centers for Medicare & Medicaid Services
 EHR  Electronic Health Records 
PSQIA Patient Safety and Quality Improvement Act
 CE  Covered Entity
 CFR  Code of Federal Regulations

www.prfrrg.com
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Test Your HIPAA/HITECH IQ

How well do you understand the 
Health Insurance Portability and 
Accountability Act (HIPAA) and 
the Health Information Technol

ogy for Economic and Clinical Health Act 
(HITECH)? After reading the related article on 
page 3, take this quiz:

1. Health care providers (doctors, clinics, 
pharmacies, et al.); health plans (HMOs, Medi
care, Medicaid, et al.); health care clearing 
houses (entities that process PHI received from 
another party) are all considered “Covered 
Entities.” 

TRUE / FALSE

2. From a privacy perspective, one Covered 
Entity can transmit PHI to another Covered 
Entity without a Business Associate Agreement 
as long as it is considered part of treatment of 
the patient, payment related to those services, 
or healthcare operations. 

TRUE / FALSE

3. HIPAA and HITECH form a baseline 
for privacy, which means states can (and have) 
gone above and beyond regulations promulgat
ed by HIPAA and HITECH. 

TRUE / FALSE

4. HIPAA requires covered providers to 
designate both a privacy and security official 
on their staff. In a small medical practice, both 
roles may be filled by the same person. 

TRUE / FALSE

5. Protected Health Information (PHI) is 
any past, present, future mental or physical 
health information or billing related thereto 
which can be connected to the individual by 
one of 18 identifiers (examples: name, social 
security number, driver’s license number, 
etc.). PHI comes in all forms, i.e., oral, writ
ten, electronic, etc. 

TRUE / FALSE

6. There are videos of webinars available 
on YouTube such as “HIPAAHITECH 101.” 
These videos are free and endorsed by the 
Office of Civil Rights. Surprisingly, these 
videos have not gone “viral.” 

TRUE / FALSE

7. The HITECH Act of 2009 gave the 
De part ment of Health and Human Services 
(HHS) significantly greater authority for im
posing monetary penalties for HIPAA viola
tions. Health care providers and their business 
associates are subject to a maximum penalty 
of $1.5 million per year / per HIPAA viola
tion.

TRUE / FALSE
 
8. In addition to the Office of Civil Rights’ 

(OCR) authority to impose penalties for 
HIPAA violations, the State Attorneys General 
have the authority to bring civil actions against 
health care providers and business associates 
for HIPAA violations and collect damages on 
behalf of their states’ residents.

TRUE / FALSE

9. A patient’s past, present and future pay
ment for health care services provided is a 
component of Protected Health Information 
(PHI).

TRUE / FALSE
 
10. HIPAA violations that occurred prior 

to February 18, 2009 had a maximum civil 
money penalty of $25,000 per calendar year, 
per violation.

TRUE / FALSE

JUST FOR FUN

Can you identify the underlying compo
nents of these acronyms? 

 ➤ HIPAA

 ➤ HITECH

 ➤ SAG

 ➤ OCR

 ➤ HHS

 ➤ CMS

 ➤ EHR

 ➤ PSQIA

 ➤ CE

 ➤ CFR

Answers to True/False and Acronyms are on 
Page 3.

FINALLY

Maintaining the privacy of private health 
information is a must for all practices. If you 
have any questions, please contact PRF—we’re 
here to help. n
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