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Abstract

Internal medicine faces increasing complexity due to aging populations,
multimorbidity, and expanding care transitions between hospital and community
settings. This article reviews contemporary internal medicine residency curricula and
the evolving interface between hospitalists and outpatient internists, highlighting
implications for training and service design. Structured inpatient and ambulatory
curricula now emphasize intensive exposure to general wards, critical care, geriatrics,
oncology, and longitudinal continuity clinics, supported by formal teaching in
communication, evidence-based medicine, and quality improvement. The rapid
expansion of hospital medicine has created distinct roles: hospitalists focus on high-
acuity, short-term inpatient management and care transitions, whereas clinic-based
internists provide long-term, comprehensive care across settings. Aligning
postgraduate training with these practice patterns requires clearer competency
frameworks, explicit transition-of-care skills, and longitudinal ambulatory experience.
This narrative review outlines current models and proposes practical directions for
optimizing internal medicine education to support safe, efficient, and patient-centered
care across the continuum.

Keywords: internal medicine, hospitalist, residency curricula, ambulatory care, care
transitions, competency-based training, multimorbidity, inpatient care

Introduction

The scope of internal medicine has expanded markedly, driven by aging populations,
multimorbidity, and rising expectations for coordinated, value-based care across
inpatient and outpatient settings. Hospital medicine has emerged as a major
subspecialty, with hospitalists now central to the management of acutely ill, complex
medical patients and to the organization of inpatient services. At the same time,
residency programs have progressively formalized curricula that integrate inpatient
rotations, ambulatory continuity clinics, and structured didactics to prepare physicians
for diverse career paths in internal medicine.[2][4][6][7]1[9]1[8][1]

These trends raise critical questions for educators and health-system leaders. The
traditional general internist role spanning hospital and clinic is now frequently divided
between hospitalists and office-based internists, especially in large systems. Yet
residency remains largely organized as a unified categorical program. Competency
frameworks such as the ACGME Internal Medicine Milestones aim to capture the skills

needed across settings, including clinical decision-making, systems-based practice, and
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rofessional collaboration. However, there is ongoing debate about how best to
balance inpatient intensity, ambulatory continuity, and training in care
transitions.[10][3][5][7][9][1]

This article narratively reviews contemporary internal medicine residency curricula,
the defining features of hospitalist and ambulatory internist roles, and the implications
of hospital medicine’s growth for training design. It draws on recent descriptions of
residency curricula from academic programs and professional organizations, as well as
analyses of hospitalist and internist practice patterns. The goal is to outline practical
directions to align education with the reality of internal medicine practice in the
2020s.[4][S][6][71[O1[8][10][2]

Methods

This article uses a narrative review approach focusing on educational and workforce
aspects of internal medicine.

Data sources and selection

Descriptive reports of internal medicine residency curricula from university-based
programs were examined to identify common structural elements, rotation types, and
longitudinal components.[6][9][2][4]

Documents related to competency frameworks, such as the Internal Medicine
Milestones, were used to understand expected performance domains.[10]

Professional and educational sources describing hospital medicine and internist roles
were reviewed to characterize task profiles and scopes of practice.[3][5][7][8][1]
Synthesis

Curricular elements were grouped into inpatient, ambulatory, and cross-cutting
domains (e.g., quality improvement, teaching skills).[9][2][4][6]

Role descriptions for hospitalists and internists were compared along axes of setting,
continuity, clinical focus, and systems involvement.[5][7][8][1][3]

Using competency documents, these roles were mapped to training needs across
residency.[10]

The emphasis is descriptive rather than systematic, aiming to integrate representative
patterns and highlight educational implications for internal medicine.

Results

Structure of contemporary internal medicine residency curricula

Recent program descriptions show a broadly convergent structure across large
academic internal medicine residencies.[2][4][6][9]

Common required inpatient rotations include:

General medicine wards across all years, providing core exposure to acute medical
admissions and team-based care.[4][6][9][2]

Medical intensive care units and coronary care units, emphasizing critical illness
management, hemodynamic support, and high-stakes decision-making.[2][4]
Subspecialty inpatient services such as hematology-oncology, often early in training,
to manage complex malignancy-related complications.[2]
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ulatory training is structured around:

Longitudinal continuity clinics, often one half-day per week throughout residency,
where residents follow panels of patients with chronic diseases over time.[6][4][2]
Dedicated ambulatory blocks, during which residents increase clinic time and complete
experiences such as community-based primary care and outreach.[9][4][2]

Formal ambulatory curricula in cost-conscious care, communication skills,
interdisciplinary teamwork, and quality improvement projects using panel outcome
data.[4][2]

Cross-cutting elements include:

Structured academic half-day didactics on evidence-based medicine, high-yield
clinical topics, and teaching skills such as giving feedback and preparing concise
teaching scripts.[6][4]

Progressive responsibility: interns initially focus on direct care under close supervision,
while senior residents function as team leaders with broader oversight and teaching
roles.[9][4][6]

Explicit alignment with competency-based milestones in areas such as patient care,
medical knowledge, practice-based learning, communication, professionalism, and
systems-based practice.[10][9]

Overall, the curricula attempt to balance intensive inpatient exposure with sustained
ambulatory experience, while embedding quality improvement and teaching
competencies across the three years.[4][6][9][2]

Hospital medicine and the hospitalist role

Hospital medicine has become a distinct field focused on the care of hospitalized
patients with acute or decompensated chronic medical conditions. Hospitalists, many
of whom are trained in internal medicine, assume comprehensive responsibility for
inpatient management and frequently lead multidisciplinary teams.[7][8][1][3]

Core clinical responsibilities include:

Performing initial assessments for admissions from emergency departments, clinics, or
other services, formulating diagnostic and therapeutic plans, and coordinating
investigations.[8][1][3][7]

Managing day-to-day care, adjusting therapies in response to evolving clinical status,
and performing selected procedures within their scope of practice.[1][3][7][8]
Overseeing care in diverse inpatient areas, from general wards to intensive care and
rehabilitation units, depending on local practice patterns.[7][8][1]

Beyond direct clinical care, hospitalists are increasingly involved in:

Leading or contributing to quality improvement initiatives targeting length of stay,
readmissions, hospital-acquired infections, and patient safety.[8][7]

Facilitating safe transitions of care from hospital to community by coordinating with
primary care providers, arranging follow-up, and educating patients and families.[7][8]
Participating in hospital governance, guideline development, and efforts to optimize
resource utilization.[8][7]
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Se responsibilities demand strong skills in acute care, systems-based practice,
communication across disciplines, and familiarity with institutional policies. The
prevalence of internal-medicine—trained hospitalists underscores the need for residency
programs to prepare graduates for these roles explicitly.[1][7][8]

Internists in ambulatory and longitudinal care

In contrast to hospitalists’ short-term, inpatient-focused practice, many internists
provide longitudinal care to adults across multiple settings with an emphasis on chronic
disease management and prevention.[3][5][7][8]

Key features of ambulatory internist practice include:

Establishing ongoing relationships with patients, addressing acute complaints, chronic
diseases, and preventive health over years.[5][3]

Coordinating referrals to subspecialists and integrating recommendations into
comprehensive care plans.[5][7]

Providing care in outpatient clinics, occasionally following patients into the hospital or
post-acute settings depending on the local model, though in many systems inpatient
care is shifted to hospitalists.[5][7][8]

Internists also contribute to population-level management by:

Using panel-level data to drive quality improvement in preventive services, chronic
disease metrics, and high-risk patient outreach.[2][4]

Engaging in community-based primary care and outreach programs addressing social
determinants of health.[2]

Thus, ambulatory internists rely heavily on continuity, relationship-centered
communication, and longitudinal care planning, skills that must be cultivated through
repeated outpatient encounters during residency.[6][4][2]

Comparison of hospitalist-oriented and ambulatory-oriented training emphases
Residency curricula are typically unified, but certain tracks or emphases may be
tailored toward hospitalist or primary-care—oriented careers. Table 1 summarizes key
differences in emphasis inferred from role descriptions and curricular structures.[9][4]
Table 1. Training emphases aligned with hospitalist vs ambulatory internist
roles[3][1][7][8][10][4][5][6][9][2]

Dimension

Hospitalist-oriented emphasis

Ambulatory-oriented emphasis

Primary setting

Inpatient wards, ICUs, rehabilitation
units [1][2][7]

Outpatient clinics, community sites

[2][4][6]

Patient
continuity
Clinical focus

Short-term episodes during hospital
stay [1][3][8]

Acute  illness,  decompensated
chronic disease, high acuity care

[LI[71[8]

Long-term relationships and panel
management [3][5]
Chronic disease management,
prevention, multi-morbid care
planning [2][4][5]

Key rotations

General medicine wards, MICU,
CCU, step-down units [2][4][9]

Continuity clinics, ambulatory blocks,
community primary care [2][4][6]

Systems Throughput, length of stay, Panel-level quality metrics, preventive
responsibilities readmissions, hospital safety care, population outreach [2][4]
initiatives [7][8]
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of Discharge planning, communication Post-discharge follow-up,
care with PCPs and facilities [7][8] coordination with specialists [2][4][5]
Educational Rapid decision-making, Motivational interviewing, long-term
priorities interprofessional team leadership, care planning, cost-conscious
procedural skills [1][7] prescribing [2][4]
Career pathways Full-time hospital medicine, Primary care internal medicine,
academic hospitalist roles [1][7][8]  outpatient-focused subspecialties

[51[6]

Although most residents experience both domains, explicit acknowledgment of these
differing emphases can help programs advise trainees and structure elective time
appropriately.[4][9]

Competency frameworks and progressive responsibility

The Internal Medicine Milestones provide a structured framework for assessing
residents’ development in domains relevant to both hospitalist and ambulatory practice.
These milestones define progressive levels of performance in patient care, medical
knowledge, practice-based learning, interpersonal and communication skills,
professionalism, and systems-based practice.[10]

Program descriptions show how curricula operationalize progressive responsibility that
aligns with such milestones:

Interns focus on mastering core clinical tasks, history-taking, physical examination,
and basic management on wards and in clinics, under close supervision.[6][9][4][2]
As residents advance, they assume team-leading roles, supervise junior trainees and
students, and engage more deeply in teaching activities, such as delivering brief
lectures and feedback.[9][4][6]

Across all years, residents participate in quality improvement projects and patient
safety curricula, often using outcome data from their continuity panels, linking
systems-based practice with real patient populations.[4][2]

Such frameworks enable programs to document readiness for independent practice,
whether graduates pursue hospitalist, ambulatory, or mixed roles.[10][9]

Discussion

The contemporary training landscape in internal medicine reflects a tension between
the need for broad, generalist preparation and the reality of increasingly differentiated
practice patterns. Residency programs have responded by embedding robust inpatient
and ambulatory components, layered with cross-cutting curricula in teaching, quality
improvement, and systems-based practice. At the same time, the explosive growth of
hospital medicine has effectively created a major career destination for graduates,
which demands explicit educational attention to hospitalist
competencies.[1][7][8][6][9][2][4]

The hospitalist model offers clear advantages for acutely ill patients and institutions:
concentrated expertise in inpatient medicine, improved responsiveness, and dedicated
leadership for hospital-based quality initiatives. However, separating inpatient and

outpatient physicians can fragment care and weaken continuity if transitions are poorly
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aged. This underscores the importance of training all internal medicine residents—
regardless of ultimate career choice—in communication and coordination skills at
discharge and handover, as well as in strategies for maintaining informational
continuity across settings.[7][8][1][5][10][2][4]

From an educational perspective, the presence of distinct hospitalist and ambulatory
roles suggests that “one-size-fits-all” residency structures may need further refinement.
While a shared core is essential, targeted tracks or longitudinal experiences aligned
with likely career paths can deepen relevant competencies. For example, residents
interested in hospital medicine may benefit from expanded ICU exposure, advanced
acute care electives, and leadership roles in inpatient quality improvement projects.
Those oriented toward primary care may require increased clinic time, greater
continuity with a stable panel, and structured training in population health and
community engagement.[8][1][7][9][2][4]

Competency frameworks such as the Internal Medicine Milestones provide a common
language but require local interpretation. Programs must ensure that milestone
assessments capture skills crucial to modern practice, including managing complex
multimorbidity in time-constrained environments, using data for population
management, and leading interprofessional teams. Given the rapid evolution of health
systems, curricula should remain adaptable, with feedback loops that incorporate
graduate outcomes and workforce needs.[7][9][10][2][4]

Finally, the integration of structured didactics, ambulatory QI projects, and
teaching-skills training within residency signals an important shift from purely
service-driven models to more deliberately educational programs. Maintaining this
balance is challenging in busy clinical environments, yet it is essential for producing
internists capable not only of delivering excellent care but also of improving systems
and educating future trainees.[6][9][2][4]

Conclusion

Internal medicine is undergoing a sustained transformation in both clinical practice and
postgraduate education. Residency programs now routinely blend intensive inpatient
training, longitudinal ambulatory experience, and cross-cutting curricula in quality
improvement and teaching, while competency frameworks structure progressive
responsibility. Within this framework, hospital medicine has emerged as a dominant
career path, emphasizing acute care, team leadership, and system-level quality
initiatives, whereas ambulatory internists focus on long-term relationships, chronic
disease management, and population-level outcomes. Aligning training with these
realities calls for clearer articulation of career-oriented tracks, stronger preparation for
transitions of care, and continued investment in ambulatory continuity experiences. By
deliberately integrating hospitalist and outpatient perspectives within a unified
competency-based structure, internal medicine education can better equip future
physicians to deliver safe, coordinated, and patient-centered care across the continuum.
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