
October 2019

Volume 23     No. 10

THE BOARD ROOM

Diversity as a  
‘team sport’

KEY CLINICAL QUESTION

Anticoagulation in 
cirrhosis patients

IN THE LITERATURE

Inpatient opioid 
administrationp6

the-hospitalist.org

Presorted Standard 
U.S. Postage

PAID
Permit No. 384
Lebanon Jct. KY

THE HOSPITALISTCHANGE SERVICE REQUESTED

P.O. Box 3000, 
Denville, NJ 07834-3000

®

‘Bridging leaders’ 
link quality, 

medical education 
A new community emerges

By Larry Beresford

I
n June 2019, a 5-hour preconference seminar at the 

annual Integrating Quality Conference of the Associ-

ation of American Medical Colleges (AAMC) in Min-

neapolis highlighted the emergence of a new concept, 

and a new community, within the larger field of hospital 

medicine.

“Bridging leaders” are clinician-educators with a foot in 

two worlds: leading quality and safety initiatives with-

in their teaching hospitals – with the hospitalist’s 

customary participation in a broad spectrum 

of quality improvement (QI) efforts in the 

hospital – while helping to train future 

and current physicians. “Bridging” also 

extends to the third piece of the quality 

puzzle, the hospital and/or health sys-

tem’s senior administrators.

“About 8 years ago, another hospi-

talist and I found ourselves in this 

role, bridging graduate medical ed-

ucation with hospital quality and 

safety,” said Jennifer S. Myers, MD, 

FHM, director of quality and safe-

ty education in the department 

of medicine at the University of 

Pennsylvania, Philadelphia. “The 

role has since begun to prolif-

erate, in teaching settings large 

and small, and about 30-50 of 

us with somewhat similar job 

responsibilities have been trying 

to create a community.” 

Continued on page 12
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September 2019 cover caption

T
he physician featured on 
the cover of the September 
2019 issue of The Hospitalist 

was not identified accurately in the 
photo caption. 

Because of a production error, 
the last name of Dr. Mangla Gulati 
was cut off and did not appear on 
the cover.  

Readers can access a correct-
ed pdf of the September issue on 
The Hospitalist website: https://
mdedge-files-live.s3.us-east-2.
amazonaws.com/files/s3fs-public/
hosp_sept2019_lores_digital.pdf.
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Battling 
hospitalist 
burnout
Higher salaries are not sufficient

By Thomas R. Collins

H
ospitalist Rahul C. Borsadia, MD, had 

been working with Orlando Health 

Inpatient Medicine Group since the 

year of its founding in 2011.

 The salaries of the practice’s physicians 

back then were based on relative value units 

(RVU) – the more patients that physicians saw, 

the higher their salaries. But a problem arose, 

Dr. Borsadia said. Physicians were trying to 

squeeze in two dozen or more patients a day 

“in a practice that is modeled for quality.”

“By the time the end of the day comes, it’s 

9 or 10 p.m. and you are leaving but coming 

back at 6:30 the next morning. So, lack of 

sleep, more patients, striving to earn that 

higher salary,” he said. “The desire to perform 

quality work with that kind of patient load 

was not fulfilled and that led to dissatisfac-

tion and stress, which led to irritation and 

exodus from the group.”

Three years ago, the practice transitioned to 

a throughput process with a census limit of 18 

patients or fewer, without an RVU system, but 

with salary incentives based on patient satis-

faction, billing, and documentation.

Continued on page 11

Dr. Mangla Gulati Photograph by Christopher Lewkovich

Hospital-acquired  
C. diff. tied to four 
antibiotic classes

By Mark S. Lesney
MDedge News

T
he use of four antibiotic 

classes designated “high 

risk” was found to be an in-

dependent predictor of hos-

pital-acquired Clostridioides difficile 

(CDI), based upon an analysis of mi-

crobiologic and pharmacy data from 

171 hospitals in the United States. 

The high-risk antibiotic class-

es were second-, third-, and 

fourth-generation cephalosporins, 

fluoroquinolones, carbapenems, and 

lincosamides, according to a report 

by Ying P. Tabak, PhD, of Becton 

Dickinson in Franklin Lakes, N.J., and 

colleagues, published in Infection 

Control & Hospital Epidemiology.

Of the 171 sites studied, 66 (39%) 

were teaching hospitals and 105 (61%) 

were nonteaching hospitals. The 

high-risk antibiotics most frequently 

used were cephalosporins (47.9%), flu-

oroquinolones (31.6%), carbapenems 

(13.0%), and lincosamides (7.6%). The 

sites were distributed across various 

regions of the United States. The 

hospital-level antibiotic use was mea-

sured as days of therapy (DOT) per 

1,000 days present (DP).

The study was not able to determine 

specific links to individual antibiotic 

classes but to the use of high-risk 

antibiotics as a whole, except for ceph-

alosporins, which were significantly 

correlated with hospital-acquired CDI 

(r = 0.23; P less than .01).

The overall correlation of high-

risk antibiotic use and hospital-ac-

quired CDI was 0.22 (P = .003). 

Higher correlation was observed 

in teaching hospitals (r = 0.38; P = 

.002) versus nonteaching hospitals 

(r = 0.19; P = .055), according to the 

researchers. The authors attributed 

this to the possibility of teaching 

hospitals dealing with more elderly 

and sicker patients.

After adjustment for significant 

confounders, the use of high-risk 

antibiotics was still independently 

associated with significant risk for 

hospital-acquired CDI. 

“For every 100-day increase of 

DOT per 1,000 DP in high-risk anti-

biotic use, there was a 12% increase 

in [hospital-acquired] CDI ([relative 

risk], 1.12; 95% [confidence interval], 

1.04-1.21; P = .002),” according to the 

authors. This translated to four ad-

ditional hospital-acquired CDI cases 

with every 100 DOT increase per 

1,000 DP.

“Using a large and current dataset, 

we found an independent impact of 

hospital-level high-risk antibiotic 

use on [hospital-acquired] CDI even 

after adjusting for confounding fac-

tors such as community CDI pres-

sure, proportion of patients aged 65 

years or older, average length of stay, 

and hospital teaching status,” the 

researchers concluded.

Funding was provided by Nabriva 

Therapeutics, an antibiotic develop-

ment company.

NEWS
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The growing NP and PA workforce
High rate of turnover among NPs, PAs

By Thomas W. Frederickson, MD, SFHM

I
f you were a physician hospitalist in a group 

serving adults in 2017 you probably worked 

with nurse practitioners (NPs) and/or physi-

cian assistants (PAs). Seventy-seven percent of 

hospital medicine groups (HMGs) employed NPs 

and PAs that year.

In addition, the larger the group, the more like-

ly the group was to have NPs and PAs as part of 

their practice model – 89% of hospital medicine 

groups with more than 30 physician had NPs 

and/or PAs as partners. In addition, the mean 

number of physicians for adult hospital medicine 

groups was 17.9. The same practices employed an 

average of 3.5 NPs, and 2.6 PAs.

Based on these numbers, there are just under 

three physicians per NP and PA in the typical 

HMG serving adults. This is all according to data 

from the 2018 State of Hospital Medicine (SoHM) 

report that was published in 2019 by the Society 

of Hospital Medicine.

These observations lead to a number of ques-

tions. One thing that is not clear from the SoHM 

is why NPs and PAs are becoming a larger part 

of the hospital medicine workforce, but there are 

some insights and conjecture that can be drawn 

from the data. The first is economics. Over 6 

years, the median incomes of NPs and PAs have 

risen a relatively modest 10%; over the same pe-

riod physician hospitalists have seen a whopping 

23.6% median pay increase.

One argument against economics as a driving 

force behind greater use of NPs and PAs in the 

hospital medicine workforce is the billing pat-

terns of HMGs that use NPs and PAs. Ten percent 

of HMGs do not have their NPs and PAs bill at all. 

The distribution of HMGs that predominantly 

bill NP and PA services as shared visits, versus 

having NPs and PAs bill independently, has also 

not changed much over the years, with 22% of 

HMGs having NPs and PAs bill independently as 

a predominant model. This would seem to sug-

gest that some HMGs may not have learned how 

to deploy NPs and PAs effectively.

While inefficiency can be due to hospital by-

laws, the culture of the hospital medicine group, 

or the skill set of the NPs and PAs working in 

HMGs – it would seem that, if the driving force 

for the increase in the utilization of NPs and 

PAs in HMGs was financial, then that would also 

result in more of these providers billing inde-

pendently, or alternatively, an increase in hospi-

talist physician productivity, which the data do 

not show. However, multistate 

HMGs may have this figured 

out better than some of the 

rest of us – 78% of these HMGs 

have NPs and PAs billing inde-

pendently! All other categories 

of HMGs together are around 

13%, with the next highest be-

ing hospital or health system 

integrated delivery systems, 

where NPs/PAs bill inde-

pendently about 15% of the time.

In the last 2 years of the survey, there have 

been marked increases in the number of NPs and 

PAs at HMGs performing “nontraditional” ser-

vices. For example, outpatient work has increased 

from 11% to 17%, and work in the postacute space 

has increased from 13% to 25%. Work in behavior-

al health and alcohol and drug rehab facilities has 

also increased, from 17% to 26%. As HMGs seek 

to rationalize their workforce while expanding, it 

is possible that decision makers have felt that it 

was either more economical to place NPs and PAs 

in positions where they are seeing these patients, 

or it was more aligned with the NP/PA skill set, or 

both. In any event, as the scope of hospital med-

icine broadens, the use of PAs and NPs has also 

increased – which is probably not coincidental.

The average hospital medicine group continues 

to have staff openings. Workforce shortages may 

be leading to what in the past may have been 

considered physician openings being filled by 

NPs and PAs. Only 33% of HMGs reported having 

all their physician openings filled. Median physi-

cian shortage was 12% of total approved staffing. 

Given concerns in hospital medicine about pro-

vider burnout, the number of hospital medicine 

openings is no doubt a concern to HMG leaders 

and hospitalists. And necessity being the mother 

of invention, HMG leadership must be thinking 

differently than in the past about open positions 

and the skill mix needed to fill them. I believe 

this is leading to NPs and PAs being considered 

more often for a role that would have been open 

only to a physician in the past.

Just as open positions are a concern, so is 

turnover. One striking finding in the SoHM is 

the very high rate of turnover among NPs and 

PAs – a whopping 19.1% per year. For physicians, 

the same rate was 7.4% and has been declining 

every survey for many years. While NPs and PAs 

may be intended to stabilize the workforce, be-

cause of how this is being done in some groups, 

NPs and PAs may instead be a destabilizing 

factor. Rapid growth can lead to haphazard on-

boarding and less than clearly defined roles. NPs 

and PAs may often be placed into roles for which 

they are not yet prepared. In addition, the pay 

disparity between NPs and PAs and physicians 

has increased. As a new field, and with many 

HMGs still rapidly growing, increased thought-

fulness and maturity about how NPs and PAs 

are integrated into hospital medicine practices 

should lead to less turnover and better HMG sta-

bility in the future.

These observations could mark a future that 

includes higher pay for hospital medicine PAs 

and NPs (and potentially a slowdown in salary 

growth for physicians); HMGs taking steps to 

make the financial model more attractive by hav-

ing NPs and PAs bill independently more often; 

and HMGs and their leaders engaging NPs and 

PAs by more clearly defining roles, shoring up 

onboarding and mentoring programs, and other 

measures that decrease turnover. This would help 

to make hospital medicine a career destination, 

rather than a stopping off point for NPs and PAs, 

much as it has become for internists over the 

past 20 years.

Dr. Frederickson is medical director, hospital med-
icine and palliative care, at CHI Health, Omaha, 
Neb., and assistant professor at Creighton Universi-
ty, Omaha. 
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Figure 2. Median provider compensation, by year
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Using AI safely in the clinical setting
Understanding limitations of technology is key

A
rtificial intelligence (AI) and machine 

learning (ML) are promoted as the solu-

tion to many health care problems, but 

the area risks becoming technology led 

– with only secondary consideration to the safe 

clinical application of the technology, says Robert 

Challen, PhD.

Dr. Challen, of the University of Exeter (En-

gland), is the lead author of a recent paper that 

examines the short-, medium-, and long-term is-

sues with medical applications of AI. 

“In the short term, AI systems will effectively 

function like laboratory screening tests, identify-

ing patients who are at higher risk than others of 

disease, or who could benefit more from a partic-

ular treatment,” Dr. Challen said. “We usually ac-

cept that laboratory tests are useful to help make 

a diagnosis; however, clinicians are aware that 

they might not always be accurate and interpret 

their output in the clinical context. AI systems 

are no different in that they will be a useful tool 

so long as they are designed with safety in mind 

and used with a pragmatic attitude to their inter-

pretation.”

The paper also suggests a set of short- and 

medium-term clinical safety issues that need ad-

dressing when bringing these systems from labo-

ratory to bedside. 

In the longer term, as more continuously learn-

ing and autonomous systems are developed, the 

safety risks will need to be continuously reevalu-

ated, he added. 

“Any new technology comes with limitations 

and understanding those limitations is key to 

safe use of that technology. In the same way a 

new screening test has limitations on its sensi-

tivity and specificity that define how it can be 

used, AL and ML systems have limitations on ac-

curacy and which patients they can be used on,” 

Dr. Challen said. If hospitalists understand these 

limitations, they can participate better in their 

development.

Dr. Challen recommends that hospitalists help 

the development of AI tools by participating in 

studies that assess AI applications in the clinical 

environment. “Try to make sure that where AI 

research is taking place, there is strong clinical 

involvement.”

Reference
Challen R et al. Artificial intelligence, bias and clinical safety. BMJ 
Qual Saf. 2019 Jan 12. doi: 10.1136/bmjqs-2018-008370. 

INNOVATIONS  |  By Suzanne Bopp

Considering the value  
of productivity bonuses
Connect high-value care with reimbursement

P
hysician payment models that 

include productivity bonuses 

are widespread, says Reshma 

Gupta, MD, MSHPM.

“These payment models are 

thought to affect clinician behavior, 

with productivity bonuses incen-

tivizing clinicians to do more. While 

new policies aim to reduce total 

costs of care, little is known about 

the association between physician 

payment models and the culture 

of delivering high-value care,” said 

Dr. Gupta, the medical director 

for quality improvement at UCLA 

Health in Los Angeles.

To find out if hospitalist reim-

bursement models are associated 

with high-value culture in univer-

sity, community, and safety-net 

hospitals, internal medicine hospi-

talists from 12 hospitals across Cal-

ifornia completed a cross-sectional 

survey assessing their perceptions 

of high-value care culture within 

their institutions. Dr. Gupta and 

colleagues summarized the results.

The study found that nearly 30% 

of hospitalists who were sampled 

reported payment with productivity 

bonuses, while only 5% of hospi-

talists sampled reported quality or 

value-based bonuses, Dr. Gupta said. 

“Hospitalists who reported payment 

with productivity bonuses were more 

likely to report lower high-value care 

culture within their programs.”

Hospitalist leaders interested in 

improving high-value care culture 

can use the High Value Care Cul-

ture Survey (http://www.highvalue-

careculturesurvey.com) to quickly 

assess the culture within their pro-

grams, diagnose areas of opportuni-

ty and target improvement efforts.

“They can test new physician pay-

ment models within their programs 

and evaluate their high-value care 

culture to identify areas of opportu-

nity for improvement,” Dr. Gupta said.

Reference
Gupta R et al. Association between hospital-
ist productivity payments and high-value care 
culture. J Hosp Med. 2019;1;16-21.

Policymakers must invest 
in health care innovation

Affordable pharma tops consumer list

I
n 2017, the US spent $3.5 trillion on 

health care, and that number is 

projected to be close 20% of GDP 

over the next 10 years. For consum-

ers, prescription drugs feel like the 

biggest contributor.

“Although pharma spending ac-

counts for less than 10% of health 

care spending, consumers bear 

much more of the out-of-pocket 

cost at the pharmacy counter than 

they pay for hospital or physician 

costs,” said Tanisha Carino, PhD, 

author of a Health Affairs blog post 

about directions for innovation in 

health care. “This experience has 

led to rising concerns among Amer-

icans about the cost of prescription 

drugs.”

Addressing the affordability of 

prescription drugs “will require 

investing in medical research and 

policies that speed new products 

to the market that will promote 

competition and, hopefully, will hold 

down prices and offer greater choice 

to patients,” said Dr. Carino, who is 

executive director of FasterCures, a 

center of the Milken Institute devot-

ed to improving the biomedical in-

novation ecosystem. “Policymakers 

have an opportunity to address the 

immediate concerns patients have in 

affording their medication.”

According to Dr. Carino, policy-

makers can also continue to en-

courage health-improving medical 

innovation through the following:

• Boosting investment in research 

and development. 

• Increasing safety and coordina-

tion of health data for biomedical 

research.

• Incentivizing innovation in un-

derinvested areas.  

• Building the capacity of patient 

organizations.

Hospitalists, she added, will play 

a critical role in participating in the 

clinical research that will lead to 

the next generation of treatments.

Reference
Carino T. “To get more bang for your health-
care buck, invest in innovation.” Health 
Affairs Blog. 2019 Jan 24. doi: 10.1377/
hblog20190123.483080. Accessed Feb. 6, 2019.
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The Essential Practices in Hospice and Palliative Medicine  

book series covers everything from communicating bad  

news to complex symptom management. 

Nine online learning modules (with CME and MOC credits)  

also are available to help integrate knowledge into practice.

Seeking the right resource  
to help you care for your  
patients with serious illness?

Visit aahpm.org/essentials to learn how 

your team can best care for these patients.

Essential Practices in Hospice and Palliative Medicine 
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Engaging patients, improving quality

H
ospitalization can be a vulnerable time 

for patients and their families. While 

challenges associated with the quali-

ty and safety of hospital care are well 

documented, perspectives of patients, families, 

caregivers, and other stakeholders are not as 

easily understood and are important targets of 

improvement research. 

This led to the initiation of the i-HOPE Patient 

Engagement Study, a collaboration including 

SHM’s Center for Quality Improvement. The team 

completed a systematic and broad engagement 

process, followed by an in-person prioritization 

meeting to generate a priority list of research top-

ics that describe the most important gaps in the 

care of hospitalized patients. 

The Hospitalist recently spoke with Luci Ley-

kum, MD, MSc, MBA, SFHM, principal investigator 

for the i-HOPE Study, professor of medicine in 

the South Texas Veterans Health Care System 

and incoming associate chair for clinical innova-

tion at the University of Texas at Austin.

Why is it vital to include the perspective of 
the patient during a hospital stay?
We cannot optimally improve outcomes of 

hospitalized patients if we don’t have patients’ 

perspectives on what needs to be improved. 

Hearing these perspectives also provides in-

sights into how we can address gaps in hospital 

care. 

How were patients and other stakeholders 
engaged during the i-HOPE program?
Patients, caregivers, and stakeholders were en-

gaged throughout the entire project, from con-

ceptualization to dissemination of results. 

We worked with seven patient partners to 

develop the proposal that we submitted to the 

Patient-Centered Outcomes 

Research Institute. They were 

involved in all phases of the 

project, from developing the in-

formational webinars and sur-

veys to analyzing our results. 

We engaged additional pa-

tients, caregivers, and stake-

holders to submit their highest 

priority research questions 

for improving hospital care. A 

total of 117 patients and 127 caregivers submitted 

questions. Our patient partners and more than 30 

stakeholders were involved in prioritizing those 

research questions to develop our final agenda.

What is unique about the i-HOPE project, 
compared with other projects that may 
have had similar intended objectives?
Our project is unique in several respects. First, 

it was completely patient partnered. Having pa-

tients as equal members of the team changed our 

approach at every level – from how we communi-

cated with patients and stakeholders to how we an-

alyzed and presented our data. Second, we worked 

with a larger number of stakeholders representing 

a broad range of constituencies, from professional 

societies to health care delivery systems to payers.

How has SHM’s Center for Quality 
Improvement helped the i-HOPE program?
The Center for Quality Improvement helped 

considerably with the project. The researchers 

involved in i-HOPE were all members of the SHM 

Research Committee and were familiar with 

SHM’s capability as a partner in larger-scale proj-

ects. The SHM Meetings team was instrumental 

in making our in-person patient and stakeholder 

prioritization meeting happen as well.

How can the findings of the i-HOPE 
program be applied? 
We hope everyone can utilize our findings. Pa-

tients, families, and caregivers can use our results 

to improve their own care. Providers and delivery 

systems can target their improvement efforts us-

ing our findings to ensure that their work has the 

greatest impact on patients. Policy makers and 

funders can use our findings to direct work to the 

priority areas we identified. And finally, we hope 

the hospital research community uses our results 

to develop novel interventions to improve care.

For more information on the i-HOPE Patient En-

gagement Study, visit hospitalmedicine.org/ihope. 

Dr. Leykum

FROM THE SOCIETY
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Flying toward equity and inclusion
Diversity as a ‘team sport’

By Flora Kisuule, MD, MPH, 
SFHM

T
hese are challenging, and 

sometimes tragic, times in 

the history of the United 

States. The image of a fa-

ther and child face down in the Rio 

Grande River, drowning as they 

tried to cross from Mexico into Tex-

as, is heartbreaking. Irrespective 

of your political affiliation, we can 

agree that the immigration process 

is far from ideal and that no one 

should die in pursuit of a better life.

The United States has a compli-

cated history with equity and in-

clusion, for all persons, and we are 

now living in times when the scab is 

being ripped off and these wounds 

are raw. What role can the Society of 

Hospital Medicine play to help heal 

these wounds? 

I am a first-generation immigrant 

to the United States. I remember 

walking down the streets of my 

neighborhood in Uganda when my 

attention was drawn to a plane fly-

ing overhead. I thought to myself, 

“Some lucky duck is going to the 

U.S.” The United States was the land 

of opportunity and I was deter-

mined to come here. Through hard 

work and some luck, I arrived in the 

United States on June 15, 1991, with 

a single suitcase packed full of hope, 

dreams, and $3,000.  

Fast-forward 28 years. I am now a 

hospitalist and faculty at Johns Hop-

kins University, Baltimore, the associ-

ate director of the division of hospital 

medicine, and the vice chair for clini-

cal operations at Johns Hopkins Bay-

view Medical Center. I learned about 

hospital medicine during my third 

year of medical school at the Universi-

ty of Minnesota, Minneapolis. While I 

loved general medicine, I could not see 

myself practicing anywhere outside 

of the hospital.

Following residency at Johns Hop-

kins Bayview, I still felt that a hos-

pital-based practice was tailor-made 

for me. As I matured professionally, 

I worked to improve the provision 

of care within my hospital, and then 

started developing educational and 

practice programs in hospital medi-

cine, both locally and international-

ly. My passion for hospital medicine 

led me to serve on committees for 

SHM, and this year, I was honored to 

join the SHM Board of Directors. 

It is hard to answer the question 

of why, or how, one person immi-

grates to the United States and finds 

success while another loses their 

life. A quote attributed to Edmund 

Burke says, “the only thing neces-

sary for the triumph of evil is for 

good [wo]men to do nothing.” One 

of SHM’s core values is to promote 

diversity and inclusion. A major step 

taken by the society to promote 

work in this area was to establish 

the diversity and inclusion Special 

Interest Group in 2018. I am the 

board liaison for the diversity and 

inclusion SIG and will work along-

side this group, which aims to: 

• Foster diversity, equity, and inclu-

sion in SHM.

• Increase visibility of diversity, eq-

uity, and inclusion to the broader 

hospital medicine community.

• Support hospital medicine groups 

in matching their workforces to 

their diverse patient populations.

• Develop tool kits to improve the 

provision of care for our diverse 

patient population.

• Engender diversity among hospi-

talists.

• Develop opportunities for ex-

panding the fund of knowledge 

on diversity in hospital medicine 

through research and discovery.

• Participate in SHM’s advocacy 

efforts related to diversity and 

inclusion.

• Develop partnerships with oth-

er key organizations to advance 

diversity, equity, and inclusion 

platforms so as to increase the 

scalability of SHM’s efforts.

We have been successful at Hopkins 

with diversity and inclusion, but that 

did not occur by chance. I believe that 

diversity and inclusion is a team sport 

and that everyone can be an import-

ant part of that team. In my hospital-

ist group, we actively engage women, 

men, doctors, nurse practitioners, 

physician assistants, administrators, 

minorities, and nonminorities. We 

recruit to – and cherish members of – 

our group irrespective of religious be-

liefs or sexual orientation. We believe 

that a heterogeneous group of people 

leads to an engaged and high-per-

forming culture. 

I have traveled a convoluted path 

since my arrival in 1991. Along the 

way, I was blessed with a husband 

and son who anchor me. Every 

day they remind me that the hard 

work I do is to build on the past to 

improve the future. My husband, 

an immigrant from Uganda like me, 

reminds me that we are lucky to 

have made it to the United States 

and that the ability and freedom to 

work hard and be rewarded for that 

hard work is a great privilege. My 

son reminds me of the many other 

children who look at me and know 

that they too can dare to dream. 

Occasionally, I still look up and see 

a plane, and I am reminded of that 

day many years ago. Hospital med-

icine is my suitcase packed with 

hopes and dreams for me, for this 

specialty, and for this country. 

Dr. Kisuule is associate director of 
the division of hospital medicine 
at Johns Hopkins Bayview and 
assistant professor at Johns 
Hopkins University, both in 
Baltimore, and a member of the 
SHM Board of Directors.

COMMENTARY

“ We recruit … irrespective 

of religious beliefs or 

sexual orientation. ... A 

heterogeneous group of 

people leads to an engaged 

and high-performing 

culture.”



the-hospitalist.org   

|
   7   

|
   October 2019

Pediatric hospitalist certification  
beset by gender bias concerns

Are women unfairly penalized?

By M. Alexander Otto
MDedge News

M
ore than 1,625 pediatricians have ap-

plied to take the first pediatric hospi-

talist certification exam in November 

2019, and approximately 93% of them 

have been accepted, according to a statement 

from the American Board of Pediatrics.

It was the rejection of the 7%, however, that set 

off a firestorm on the electronic discussion board 

for the American Academy of Pediatrics (AAP) hos-

pital medicine this summer, and led to a petition 

to the board to revise its eligibility requirements, 

ensure that the requirements are fair to women, 

and bring transparency to its decision process. The 

petition has more than 1,400 signatures.  

Seattle Children’s Hospital and Yale New Haven 

(Conn.) Children’s Hospital have both said they 

will not consider board certification in hiring de-

cisions until the situation is resolved. 

The American Board of Pediatrics (ABP) de-

clined an interview request pending its formal 

response to the Aug. 6 petition, but in a statement 

to this news organization, executive vice presi-

dent Suzanne Woods, MD, said, “The percentage 

of women and men meeting the eligibility re-

quirements for the exam did not differ. We stress 

this point because a concern about possible 

gender bias appears to have been the principal 

reason for this ... petition, and we wanted to offer 

immediate reassurance that no unintended bias 

has occurred.”

“We are carefully considering the requests and 

will release detailed data to hospitalists on the 

AAP’s [pediatric hospital medicine (PHM) elec-

tronic discussion board] and on the ABP’s web-

site. We are conferring with ABP PMH subboard 

members as well as leaders from our volunteer 

community. We expect to provide a thoughtful 

response within the next 3 weeks,” Dr. Woods said 

in the Aug. 15 statement.

“Case-by-case” exceptions
The backstory is that, for better or worse depend-

ing on who you talk to, pediatric hospital medi-

cine is becoming a board-certified subspecialty. 

A fellowship will be required to sit for the exam 

after a few years, which is standard for subspe-

cialties.  

What’s generated concern is how the board is 

grandfathering current pediatric hospitalists into 

certification via a “practice pathway” until the fel-

lowship requirement takes hold after 2023.  

To qualify for the November test, hospitalists 

had to complete 4 years of full-time practice by 

June 30, 2019, which has been understood to mean 

48 months of continual em-

ployment. At least 50% of that 

time had to be devoted to “pro-

fessional activities ... related to 

the care of hospitalized chil-

dren,” and at least 25% of that 

“devoted to direct patient care.” 

For about 2,000 work-hours per 

year, it translated to “450-500 

hours” of direct patient care 

“per year over the most recent 

four years” to sit for the test, the board said. 

“For individuals who have interrupted practice 

during the most recent four years for family leave 

or other such circumstances, an exception may be 

considered if there is substantial prior experience 

in pediatric hospital medicine. ... Such exceptions 

are made at the discretion of the ABP and will be 

considered on a case-by-case basis.” Specific crite-

ria for exceptions were not spelled out. 

In the end, there were more than a few surpris-

es when denial letters went out in recent months, 

and scores of appeals have been filed. There’s 

“a lot of tension and a lot of confusion” about 

why some people with practice gaps during the 

4 years were approved, but others were denied. 

There’s been “a lack of transparency on the ABP’s 

part,” said H. Barrett Fromme, MD, section chief 

of pediatric hospital medicine and a professor of 

pediatrics at the University of Chicago. 

“The standard has to be reasonable”
There are concerns about the availability of fellow-

ship slots and other issues, but the 4-year rule – in-

stead of averaging clinical hours over 4 or 5 years, 

for instance – is the main sticking point. It’s a gen-

der issue because “women take maternity; women 

move with their spouse; women take care of elders; 

women tend to be in these roles that require time 

off” more than men do, Dr. Fromme said. 

Until the board releases its data, the gender 

breakdown of the denials and the degree to 

which practice gaps due to such issues led to 

them is unknown. There’s concern that women 

have been unfairly penalized. 

The storm was set off on the email list this 

summer by stories from physicians such as Chan-

dani DeZure, MD, a pediatric hospitalist currently 

working in the neonatal ICU at Stanford (Calif.) 

University. She was denied a seat at the table in 

November, appealed, and was denied again. 

She was a full-time pediatric hospitalist at Chil-

dren’s National Medical Center in Washington 

from 2014, when she graduated residency, until 

October 2018, when her husband, also a doctor, 

was offered a promising research position in 

California, and “we decided to take it,” Dr. DeZure 

said. 

They moved to California with their young son 

in November. Dr. DeZure got her California med-

ical license in 6 weeks, was hired by Stanford in 

January, and started her new postion in mid-April. 

Because of the move, she 

worked only 3.5 years in the 

board’s 4-year practice window, 

but, as is common with young 

physicians, that time was spent 

in direct patient care, for a to-

tal of over 6,000 hours. 

“How is that not good 

enough? How is a person that 

worked 500 hours with pa-

tients for 4 years” – for a total 

of 2,000 hours – “better qualified than someone 

who worked 100% for 3 and a half years? Nobody 

is saying there shouldn’t be a standard, but the 

standard has to be reasonable,” Dr. DeZure said.

“Illegal regardless of intent”
It’s situations like Dr. DeZure’s that led to the 

petition. One of demands is that APB “revise the 

practice pathway criteria to be more inclusive of 

applicants with interrupted practice and varied 

clinical experience, to include clear-cut parame-

ters rather than considering these applications 

on a closed-door ‘case-by-case basis ... at the dis-

cretion of the ABP.’ ”

Also, the petition asks the board to “clarify the 

appeals process and improve responsiveness to 

appeals and inquiries regarding denials.”

As ABP noted in its statement, however, the 

major demand is that the board “facilitate a time-

ly analysis to determine if gender bias is present.” 

The petition noted that signers “do not suspect 

intentional bias on the part of the ABP; however, 

if gender bias is present it is unethical and poten-

tially illegal regardless of intent.”

For now, the perception is that the board has “a 

hard 48-month rule” with not many exceptions; 

there are people who are “very concerned that, 

‘Oh my gosh, I can’t have children for 4 years 

because I won’t be able to sit for the boards.’ No 

one should ever have to have that in their head,” 

Dr. Fromme said. At this point, it seems that 3 

months off for maternity is being grandfathered 

in, but perhaps not 6 months for a second child; 

no one knows for sure.  

Dr. DeZure, meanwhile, continues to study for 

the board exam, just in case. 

Looking back over the past year, she said “I could 

have somehow picked up one shift a week moon-

lighting that would have kept me eligible, but 

the [board] didn’t respond to me” when contacted 

about her situation during the California move. 

“The other option was for me was to live across 

the country from my husband with a small child,” 

she said.

Dr. Fromme Dr. DeZure

CAREER

“ What’s generated concern is 

how the board is grandfathering 

current pediatric hospitalists 

into certification via a “practice 

pathway” until the fellowship 

requirement takes hold after 2023.”
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Following the lead of the American College of 

Graduate Medical Education1 and its standards 

for clinical learning environments that include 

integration of patient safety and quality improve-

ment, these have become graduate medical ed-

ucation (GME) priorities. Students need to learn 

the theory and practice of safety and quality im-

provement on the job as part of their profession-

al development. Residency program directors and 

other trainers thus need to find opportunities for 

them to practice these techniques in the clinical 

practice environment.

At the same time, mobilizing those eager medi-

cal learners to plan and conduct quality improve-

ment projects can enhance a hospital’s ability 

to advance its mission in the new health care 

environment of accountable care and population 

health.

A new concept arises 
Is bridging leaders a real thing? The short answer 

is yes, said Thomas Ciesielski, MD, GME medical 

director for patient safety, quality education, and 

clinical learning environment review program de-

velopment at Washington University in St. Louis. 

“This is a new trend, but it’s still in the process 

of defining itself. Every bridging leader has their 

own identity based on their institution. Some 

play a bridging role for the entire institution; oth-

ers play similar roles but only within a specific 

department or division. There’s a lot of learning 

going on in our community,” he said.

The first Bridging Leaders track was held last 

year at AAMC’s 2018 Integrating Quality Confer-

ence, an event which has been held annually for 

the past decade. The concept was also highlight-

ed in a 2017 article in the Journal of Graduate 

Medical Education2 by bridging leaders, including 

many of the faculty at the subsequent AAMC ses-

sions, highlighting their roles and programs at six 

academic medical centers. 

One of those coauthors, hospitalist Vineet 

Arora, MD, MAPP, MHM, was recently appoint-

ed to a new position at University of Chicago 

Medicine: associate chief medical officer for 

the clinical learning environment – which pulls 

together many of the threads of the bridging 

leaders movement into a single job title. Dr. Arora 

said her job builds on her prior work in GME and 

improves the clinical learning environment for 

residents and fellows by integrating them into 

the health system’s institutional quality, safety, 

and value missions. It also expands on that work 

to include faculty and allied health professionals. 

“I just happen to come from the health system 

side,” she said.

Connecting the clinic and the classroom
As with the early days of the hospitalist move-

ment, bridging leaders are trying to build a com-

munity of peers with common interests.

“We’re just at the beginning,” Dr. Arora said. 

“Hospitalists have been the natural torch bear-

ers for quality and safety in their hospitals, and 

also play roles in the education of residents and 

medical students, working alongside residency 

program directors. They are well versed in quality 

and in education. So, they are the natural bridges 

between education and clinical care,” she said. 

“We also know this is a young group that comes 

to our meetings. One-third of them have been do-

ing this for only the past 2 years or less – so they 

are early in their career paths.”

Front-line clinical providers, such as resi-

dents, often have good ideas, and bridging lead-

ers can bring these ideas to the health system’s 

leaders, Dr. Arora said. “Bridging at the lead-

ership level also involves thinking about the 

larger priorities of the system.” There are trust 

issues that these leaders can help to bridge, as 

well as internal communication barriers. “We 

also realize that health systems have to move 

quickly in response to a rapidly changing envi-

ronment,” she noted. 

“You don’t want a hundred quality improve-

ment projects being done by students that are 

unaligned with the organization’s priorities. That 

leads to waste, and highlights the need for greater 

alignment,” Dr. Arora added. “Think about using 

frontline staff as agents of change, of engaging 

with learners as a win/win – as a way to actually 

solve the problems we are facing.”

A bridging leader occupies a role in which they 

can influence and affect these two parts of the 

mission of health care, somebody whose lead-

ership responsibilities sit at the intersection of 

these two areas, said Darlene Tad-y, MD, director 

of GME quality and safety programs at the Uni-

versity of Colorado, Aurora. 

“Once, these people were mostly in academic 

medical centers, but that’s not so true anymore. 

A director of quality for a hospital medicine 

group is responsible for developing the group’s 

quality strategy, but at the same time respon-

sible for teaching members of the group – not 

only doing QI but teaching others how to do it,” 

she said.

“Hospitalists make terrific bridging leaders. 

We really are in that sweet spot, and we can and 

should step into these leadership roles,” Dr. Tad-y 

said. “Because of our role in the hospital, we know 

the ins and outs of how processes work or don’t 

work. We have an insider’s view of the system’s 

dysfunction, which puts us in a great place to 

lead these efforts.” 

The bridging leaders movement has been a 

grass-roots development, Dr. Tad-y explained. 

“It’s not like people started with the job title. But 

because all of this work was needed, a few people 

started doing it – and they began seeking each 

other out. Then they found that there were more 

than a few of us. We just hadn’t known what it 

was called.”

What is being bridged? 
There has long been a relationship between indi-

viduals who lead in the clinical environment and 

those who lead in education, such as the program 

directors of residency programs, said Janis Or-

lowski, MD, chief health care officer for AAMC, 

which represents 154 MD-granting medical 

schools and their associated teaching hospitals.

“Our association’s three missions of research, 

education, and patient care really come togeth-

er around the bridging leaders concept. So, this 

movement is well aligned. And as bridging leaders 

started to develop as a group, they found a home 

in AAMC and at our Integrating Quality Confer-

ence,” she said.

“Where we see this integration is in the teach-

ing of residents and medical students in the 

clinical environment,” Dr. Orlowski said. “It’s not 

just their knowledge of disease or treatments or 

procedural skills that needs to be taught. They 

also need to understand the safe and effective 

clinical environment, and the role of learners in 

patient safety, quality improvement, and efficient 

and cost-effective hospital care. They need to 

understand value.” A new field of health systems 

science is emerging and quality improvement is 

evolving to incorporate population health. But 

traditional medical faculty may not be that com-

fortable teaching it. 

Any physician who sees that they have a role 

in the clinical, administrative, and educational 

worlds can do the bridging, Dr. Orlowski said. “It 

could be any environment in which care is pro-

vided and learning takes place. I mentioned QI 

and patient safety, but among the other essential 

skills for the doctor of tomorrow are teamwork, 

interprofessional training in how to work with, 

for example, the pharmacist and dietitian, and 

understanding the value they bring.”

Whenever quality improvement projects are 

undertaken as part of postgraduate medical 

education, they should be aligned with the insti-

tution’s quality improvement plan and with the 

priorities of the health system, said Rob Dressler, 

MD, MBA, quality and safety officer at Christiana 

Health Care System in Newark, Del., and presi-

dent of the Alliance of Independent Academic 

Medical Centers (AIAMC), which represents 80 

hospital and health systems active in the emerg-

ing movement for bridging leaders.

“GME needs to keep the C-suite aware of its 

frontline efforts to improve quality and safety, 

so the institution’s return on investment can be 

recognized,” he said. “The AIAMC has consistently 

advocated for the building of bridges between 

GME leaders and their C-suites at our member 

hospitals. If you are doing process improvement, 

you need to be aligned with the organization and 

its priorities, or you’ll be less successful.”

AIAMC convenes the National Initiative – a 

multi-institutional collaborative in which res-

idents lead multidisciplinary teams in quality 

improvement projects. A total of 64 hospitals 

and health systems have participated since the 

program started in 2007. “We need to train our 

clinicians to solve the problems of tomorrow,” Dr. 

Dressler said.

Bridging Leaders Continued from page 1

Dr. Arora

Hospitalists “ are well 

versed in quality and 

in education. So, they 

are the natural bridges 

between education and 

clinical care.”
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Bridging leaders in action 
The leaders contacted for this article offered 

some examples of bridging in action. Dr. Arora 

has used “crowd sourcing” – a technique em-

ployed extensively in her work with Costs of 

Care, a global nonprofit trying to drive better 

health care at lower cost – to implement a local 

program for frontline clinicians to generate ideas 

on how to improve value and reduce unnecessary 

treatment.

“We created our local ‘Choosing Wisely’ chal-

lenge for residents and staff at the University of 

Chicago – with the understanding that the win-

ner would get analytic and time support to pur-

sue their project,” she said. A resident winner was 

a finalist in the RIV (Research, Innovations and 

Clinical Vignettes) competition at a recent SHM 

Annual Conference.

At the University of Colorado, there is an asso-

ciate program director who is responsible for the 

quality improvement curriculum for residents, Dr. 

Tad-y said. Because teaching QI means doing QI, 

the associate program director had to start imple-

menting QI in the hospital, learning how to choose 

appropriate QI projects for the residents. That 

meant looking at quality priorities for the hospital 

– including venous thromboembolism prophylaxis, 

fall prevention, and rates of central line–associated 

bloodstream infections and catheter-associated 

urinary tract infections. “A critical priority was to 

align the learners’ QI projects with what the hospi-

tal is already working on,” she explained.

“In our practice, all fellows need education and 

training in patient safety, how to recognize medi-

cal errors and close calls, and how to use our errors 

reporting system,” Dr. Myers said. “They also need 

to participate in errors analysis discussions. But 

we have struggled to get residents to attend those 

meetings. There’s not enough time in their sched-

ules, and here at Penn, we have 1,500 residents and 

fellows, and maybe only 20 of these formal medical 

errors conferences per year,” she said.

Dr. Myers worked with the hospital’s patient 

safety officer and head of GME to design a sim-

ulated approach to fill the gap, a simulation of 

the root cause analysis process – how it works, 

the various roles played by different individuals, 

and what happens after it is done. “In my role, I 

trained one faculty member in each large resi-

dency program in how to identify a case and how 

to use the simulation,” she said. “They can now 

teach their own learners and make it more rele-

vant to their specialty.”

Penn also has a blueprint for quality – a road 

map for how the organization socializes health 

care quality, safety, and value, Dr. Myers said. 

“Every 3 or 4 years our CEO looks at the road map 

and tries to get feedback on its direction from 

payers and insurers, quality leaders, academic 

department heads – and residents. I was in a good 

position to organize a session for a representative 

group of residents to get together and talk about 

where they see the quality and safety gaps in 

their everyday work.”

The role of the bridging leader is a viable career 

path or target for many hospitalists, Dr. Arora 

said. “But even if it’s not a career path for you, 

knowing that hospitalists are at the forefront of 

the bridging leaders movement could help you 

energize your health system. If you are seeing 

gaps in quality and safety, this is an issue you can 

bring before the system.”

These days doctors are wearing a lot of hats and 

filling roles that weren’t seen as much before, said 

Dr. Orlowski. “Bridging leaders are not an exclusive 

group but open to anyone who finds their passion 

in teaching quality and safety. Maybe you’re do-

ing quality and safety, but not education, but you 

recognize its importance, or vice versa. First of all, 

look to see what this bridging leaders thing really 

is, and how it might apply to you. You might say: 

‘That accurately describes what I’m doing now. I 

have the interest; I want to learn more.’”
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Dr. Orlowski

“ Bridging leaders 

are not an exclusive 

group but open to 

anyone who finds their 

passion in teaching 

quality and safety.”
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Key Clinical Question

How should anticoagulation be managed  
in a patient with cirrhosis?

DOACs may be a practical option for some CLD patients

Brief overview
Patients with chronic liver dis-

ease (CLD) have previously been 

considered “auto-anticoagulated” 

because of markers of increased 

bleeding risk, including a decreased 

platelet count and elevated INR, 

prothrombin time, and activated 

partial thromboplastin time. It is 

being increasingly recognized, how-

ever, that CLD often represents a 

hypercoagulable state despite these 

abnormalities.1 

While cirrhotic patients produce 

less of several procoagulant sub-

stances (such as factors II, V, VII, X, 

XI, XII, XIII, and fibrinogen), they 

are also deficient in multiple anti-

coagulant factors (such as proteins 

C and S and antithrombin) and 

fibrinolytics (plasminogen). While 

the prothrombin time and activated 

partial thromboplastin time  are 

sensitive to levels of procoagulant 

proteins in plasma, they do not 

measure response to the natural 

anticoagulants and therefore do 

not reflect an accurate picture of a 

cirrhotic patient’s risk of developing 

thrombosis. In addition, cirrhotic 

patients have many other risk fac-

tors for thrombosis, including poor 

functional status, frequent hospital-

ization, and elevated estrogen levels.

Overview of the data
VTE incidence among patients with 

CLD has varied across studies, rang-

ing from 0.5% to 6.3%.2 A systemic re-

view of VTE risk in cirrhotic patients 

concluded that they “have a signifi-

cant risk of VTE, if not higher than 

noncirrhotic patients and this risk 

cannot be trivialized or ignored.”2 

In a nationwide Danish case-con-

trol study, patients with cirrhosis 

had a 1.7 times increased risk of 

VTE, compared with the general 

population.3 Hypoalbuminemia 

appears to be one of the strongest 

associated risk factors for VTE in 

these patients, likely as a reflection 

of the degree of liver synthetic dys-

function (and therefore decreased 

synthesis of anticoagulant factors). 

One study showed that patients 

with an albumin of less than 1.9 g/

dL had a VTE risk five times higher 

than patients with an albumin of 

2.8 g/dL or higher.4 

Prophylaxis
Given the increased risks of bleed-

ing and thrombosis in patients 

with cirrhosis, how should VTE 

prophylaxis be managed in hos-

pitalized pa-

tients? While 

current guide-

lines do not 

specifically ad-

dress the use of 

pharmacologic 

prophylaxis 

in cirrhotic 

patients, the 

Padua Predictor 

Score, which is 

used to assess 

VTE risk in the 

general hospi-

tal population, 

has also been 

shown to be 

helpful in the 

subpopulation of patients with 

CLD (Table 1). 

In one study, cirrhotic patients 

who were “high risk” by Padua Pre-

dictor score were over 12 times more 

likely to develop VTE than those 

who were “low risk.”5 Bleeding risk 

appears to be fairly low, and simi-

lar to those patients not receiving 

prophylactic anticoagulation. One 

retrospective case series of hospi-

talized cirrhotic patients receiving 

thromboprophylaxis showed a rate 

of GI bleeding of 2.5% (9 of 355 pa-

tients); the rate of major bleeding 

was less than 1%.6

By Raj Sehgal, MD, FHM, and Denver E. Buchanan, PharmD, BCPS
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Table 1. Padua Prediction Score12

Source: J Thromb Haemost. 2010;8(11):2450-7

Active cancer (metastases and/or

chemoradiotherapy in the previous 6 months)

Previous VTE (with the exclusion of superficial

vein thrombosis)

Bedrest for ≥3 days

Thrombophilia

Recent (≤1 month) trauma and/or surgery

Elderly age (≥70 years)

Heart and/or respiratory failure

Acute myocardial infarction or ischemic stroke

Acute infection and/or rheumatologic disorder

Obesity (body mass index ≥30 kg/m2)

Ongoing hormonal treatment

High risk of VTE

3

3

3

3

2

1

1

1

1

1

1

≥4 points
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Case
A 60-year-old man with 

cirrhosis is admitted to the 

hospital with concern for 

spontaneous bacterial peri-

tonitis. His body mass index 

is 35 kg/m2. He is severely 

deconditioned and largely 

bed bound. His admission 

labs show thrombocytope-

nia (platelets 65,000/mcL) 

and an elevated internation-

al normalized ratio (INR) of 

1.6. Should this patient be 

placed on venous thrombo-

embolism (VTE) prophylaxis 

on admission?

“Hypoalbuminemia 

appears to be one of the 

strongest associated 

risk factors for VTE in 

[CLD] patients, likely 

as a reflection of the 

degree of liver synthetic 

dysfunction.”
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Selection of anticoagulant for 

VTE prophylaxis should be similar 

to non-CLD patients. The choice of 

agent (low-molecular-weight hepa-

rin [LMWH] or unfractionated hep-

arin) and dosing depends on factors 

including renal function and body 

weight. If anticoagulation is contra-

indicated (because of thrombocyto-

penia, for example), then mechanical 

prophylaxis should be considered.7

Treatment
What about anticoagulation in 

patients with a known VTE? Food 

and Drug Administration safety rec-

ommendations are based on Child-

Pugh class, although the current 

data on the safety and efficacy of 

full-dose anticoagulation therapy 

for VTE in patients with cirrhosis 

are limited (Table 2). At this point, 

LMWH is often the preferred choice 

for anticoagulation in CLD patients. 

However, some limitations exist 

including the need for frequent 

subcutaneous injections and limited 

reliability of anti–factor Xa levels. 

Cirrhotic patients often fail to 

achieve target anti–factor Xa levels 

on standard prophylactic and ther-

apeutic doses of enoxaparin. This, 

however, is likely a lab anomaly as 

in vitro studies have shown that 

cirrhotic patients may show an in-

creased response to LMWH despite 

reduced anti–factor Xa levels.8 Thus, 

LMWH remains the standard of care 

for many CLD patients. 

The use of vitamin K antagonists 

(VKAs) such as warfarin for VTE 

treatment can be difficult to man-

age. Traditionally CLD patients 

have been started on lower doses 

of warfarin but given their already 

elevated INR, this may lead to a sub-

therapeutic dose of VKAs. A recent 

study of 23 patients with cirrhosis 

demonstrated that a target INR of 

2-3 can be reached with VKA doses 

similar to those in noncirrhotic 

patients.9 These data support the 

practice of using the same VKA dos-

ing strategies for CLD patients, and 

selecting a starting dose based on 

patient parameters such as age and 

weight.

While the use of direct oral anti-

coagulants (DOACs) for this patient 

population is still not a common 

practice, they may be a practical op-

tion for some CLD patients. A meta- 

analysis found that the currently 

used DOACs have no significant risk 

of drug-induced hepatic injury.10 

Currently, only observational data 

are available to assess the benefits 

and risks of bleeding with DOACs in 

this patient population, as patients 

with significant liver disease were 

excluded from the major random-

ized trials.11 DOACs may also repre-

sent a complicated choice for some 

patients given the effect of liver in-

jury on their metabolism (Table 3). 

Application of data to the 
original case
This patient should be assessed for 

both risk of VTE and risk of bleed-

ing during the hospital admission. 

CLD patients likely have a risk of 

VTE similar to (or even greater than) 

that of general medical patients. The 

Padua score for this patient is 4 (bed 

rest, body mass index) indicating 

that he is at high risk of VTE. While 

he is thrombocytopenic, he is not 

below the threshold for receiving 

anticoagulation. His INR is elevated 

but this does not confer any reduced 

risk of VTE. 

Bottom line
This patient should receive VTE pro-

phylaxis with either subcutaneous 

heparin or LMWH during his hospi-

tal admission.
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Question: Which of the following factors would be associated with an 
increased risk of thrombosis in a patient with cirrhosis?
A. International normalized ratio of 3.5
B. Albumin of 1.5 g/dL
C. Platelet count of 40,000/mcL
D. Body mass index of 20 kg/m2 

Answer: B
Cirrhotic patients with low albumin levels are at an increased risk of 
thrombosis, with one study showing a risk five times higher for venous 
thromboembolism in patients with albumin of 1.9 g/dL or less, when 
compared with those with a level greater than 2.8 g/dL.4 In these 
patients, the low albumin level is likely a marker of worse liver synthetic 
function, which corresponds to decreased production of anticoagulant 
factors. International normalized ratio level alone is a poor marker of 
thrombosis and bleeding risk in cirrhotic patients. A lower platelet count 
(less than 50,000/mcL) would be associated with an increased risk of 
bleeding. Body mass index greater than 30 kg/m2 is associated with an 
increased risk of thrombosis per the Padua Prediction Score. 

Quiz

*International normalized ratio

Table 2. Anticoagulant safety in patients with chronic liver disease

Anticoagulant

Heparin

Enoxaparin

Warfarin

Dabigatran

Rivaroxaban

Apixaban

Edoxaban

Child-Pugh class

A

B

C

A

B

C

A

B

C

A

B

C

A

B

C

A

B

C

A

B

C

U.S. FDA recommendation

No dose adjustment

No dose adjustment

No dose adjustment

Use with caution; no dose adjustment

Use with caution; no dose adjustment

Use with caution; no dose adjustment

Titrate to therapeutic INR*

Titrate to therapeutic INR

Titrate to therapeutic INR

No dose adjustment

Use with caution; no dose adjustment

Not recommended

No dose adjustment

Not recommended

Not recommended

No dose adjustment

Use with caution; no dose adjustment

Not recommended

No dose adjustment

Not recommended

Not recommended
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Table 3. Route of clearance of direct oral anticoagulants11

Source: J Am Coll Cardiol. 2018;71(19):2162-75

DOAC

Dabigatran

Rivaroxaban

Apixaban

Edoxaban

Hepatic elimination

20%

65%

75%

50%

Renal elimination

80%

35%

25%

50%

M
d

e
d

g
e
 
n

e
w

s

“[Low-molecular-weight 

heparin] is often the 

preferred choice for 

anticoagulation in CLD 

patients. However, some 

limitations exist including 

the … limited reliability of 

anti–factor Xa levels.”
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Older IBD patients are most at risk  
of postdischarge VTE

By Steve Cimino
MDedge News

H
ospitalized patients with 

inflammatory bowel diseas-

es (IBD) are most likely to 

be readmitted for venous 

thromboembolism (VTE) within 60 

days of discharge, according to a 

new study that analyzed 5 years of 

U.S. readmissions data.

“Given increased thrombotic risk 

postdischarge, as well as overall 

safety of VTE prophylaxis, extend-

ing prophylaxis for those at highest 

risk may have significant benefits,” 

wrote Adam S. Faye, MD, of Colum-

bia University, and coauthors. The 

study was published in Clinical Gas-

troenterology and Hepatology (2019 

Jul 20. doi: 10.1016/j.cgh.2019.07.028).

To determine which IBD patients 

would be most in need of postdis-

charge VTE prophylaxis, as well as 

when to administer it, the research-

ers analyzed 2010-2014 data from the 

Nationwide Readmissions Database 

(NRD). They found a total of 872,122 

index admissions for IBD patients; 

4% of those patients had a prior 

VTE. Of the index admissions, 1,160 

led to a VTE readmission within 

90 days. Readmitted patients had 

a relatively equal proportion of ul-

cerative colitis (n = 522) and Crohn’s 

disease (n = 638).

More than 90% of VTE readmis-

sions occurred within 60 days of 

discharge; the risk was highest over 

the first 10 days and then decreased 

in each ensuing 10-day period until 

a slight increase at the 81- to 90-day 

period. All patients over age 30 had 

higher rates of readmission than 

those of patients under age 18, with 

the highest risk in patients between 

the ages of 66 and 80 years (risk 

ratio, 4.04; 95% confidence interval, 

2.54-6.44, P less than .01). Women 

were at lower risk (RR, 0.82; 95% CI, 

0.73-0.92, P less than .01). Higher risks 

of readmission were also associated 

with being on Medicare (RR 1.39; 95% 

CI, 1.23-1.58, P less than .01) compared 

with being on private insurance and 

being cared for at a large hospital 

(RR, 1.26; 95% CI, 1.04-1.52, P = .02) 

compared with a small hospital.

The highest risk of VTE readmis-

sion was associated with a prior his-

tory of VTE (RR, 2.89; 95% CI, 2.40-3.48, 

P less than .01), having two or more 

comorbidities (RR, 2.57; 95% CI, 2.11-3.12, 

P less than .01) and having a Clostrid-

ioides difficile infection as of index 

admission (RR, 1.90; 95% CI, 1.51-2.38, 

P less than .01). In addition, increased 

risk was associated with being dis-

charged to a nursing or care facility 

(RR, 1.85; 95% CI, 1.56-2.20, P less than 

.01) or home with health services (RR, 

2.05; 95% CI, 1.78-2.38, P less than .01) 

compared with a routine discharge.

In their multivariable analysis, 

similar factors such as a history of 

VTE (adjusted RR, 2.41; 95% CI, 1.99-

2.90, P less than .01), two or more 

comorbidities (aRR, 1.78; 95% CI, 1.44-

2.20, P less than .01) and C. difficile 

infection (aRR, 1.47; 95% CI, 1.17-1.85, 

P less than.01) continued to be asso-

ciated with higher risk of VTE read-

mission. 

Though they emphasized that the 

use of NRD data offered the impres-

sive ability to “review over 15 million 

discharges across the U.S. annually,” 

Dr. Faye and coauthors acknowl-

edged that their study did have 

limitations. These included the in-

ability to verify via chart review the 

study’s outcomes and covariates. In 

addition, they were unable to assess 

potential contributing risk factors 

such as medication use, use of VTE 

prophylaxis during hospitalization, 

disease severity, and family history. 

Finally, though unlikely, they ad-

mitted the possibility that patients 

could be counted more than once 

if they were readmitted with a VTE 

each year of the study.

CLINICAL

“ Increased risk (of VTE) 

was associated with being 

discharged to a nursing or 

care facility or home with 

health services.”
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In the Literature 

Clinician reviews of HM-centric research

By Jessica Burke, MD

1
No mortality benefit after 
intensive glucose control 

once Hb A1c curves equalize

CLINICAL QUESTION: Is there a 

reduction in cardiovascular events 

in veterans with type 2 diabetes who 

were treated with intensive glucose 

control versus standard therapy at 

15 years’ follow-up?

BACKGROUND: 

A previous study 

reported that 

a median of 5.6 

years of intensive 

versus standard 

glucose lowering 

in veterans with 

type 2 diabetes 

resulted in signifi-

cantly reduced 

risk of major cardiovascular events 

after 10 years of combined interven-

tion and observational follow-up. 

STUDY DESIGN: Prospective cohort.

SETTING: Veterans Affairs Health-

care System.

SYNOPSIS: In the original trial, 1,791 

veterans were randomly assigned to 

receive either intensive or standard 

glucose control therapy. After conclu-

sion of that study, 1,655 participants 

were followed using central databas-

es, and 1,391 also provided data via 

surveys and chart review. Initially 

the difference in the glycated hemo-

globin (Hb A1c) curves between the 

two groups averaged 1.5%, but it de-

clined to 0.2%-0.3% 3 years after the 

trial ended. The median Hb A1c then 

stabilized to 8% in both groups. 

Over a period of 15 years of com-

bined intervention and posttrial 

follow-up, the risks of major cardio-

vascular events or death were not 

lower in the intensive-therapy group 

(hazard ratio for composite outcome, 

0.91; 95% confidence interval, 0.78-

1.06; P = .23; HR for death, 1.02; 95% 

CI, 0.88-1.18). The risk of major car-

diovascular disease outcomes was 

reduced during the approximately 

10-year interval of separation of 

the Hb A1c curves (HR, 0.83; 95% CI, 

0.70-0.99), but it did not persist after 

equalization of Hb A1c levels (HR, 

1.26; 95% CI, 0.90-1.75). Limitations 

include the observational study de-

sign, the study population of mostly 

older men, and reliance on adminis-

trative data for outcomes.  

BOTTOM LINE: More than 5 years 

of intensive glucose lowering, com-

pared with standard therapy, did 

not show significantly lower risks 

of cardiovascular events or mortal-

ity once the glycated hemoglobin 

curves equalized during follow-up in 

years 11-15.

CITATION: Reaven PD et al. Inten-

sive glucose control in patients 

with type 2 diabetes – 15-year fol-

low-up. New Engl J Med. 2019 Jun 

6;380(23):2215-24.

Dr. Burke is a hospitalist at Vanderbilt 
University Medical Center, Nashville, 

Tenn.

By Kevin Hageman, DO

2
PICC lines often used 
inappropriately in advanced 

CKD patients

CLINICAL QUESTION: How com-

mon is peripherally inserted central 

catheter (PICC) use in patients with 

advanced chronic kidney disease 

(CKD), and are there associated com-

plications? 

1.  No mortality benefit after intensive glucose control once Hb A1c curves 

equalize

2. PICC lines often used inappropriately in advanced CKD patients

3. PPI use associated with all-cause and cause-specific mortality

4.  Inpatient opioid administration associated with postdischarge opioid 

use

5.  Surgery for adhesive small-bowel obstruction linked with lower risk of 

recurrence

6. Echocardiography in AMI not associated with improved outcomes

7. Physician burnout costly to organizations and U.S. health system

8. AMA discharge linked to increased readmissions, discontinuity of care

IN THIS ISSUE BACKGROUND: PICC insertion 

is associated with risk for venous 

thrombosis and stenosis. National 

guidelines recommend avoiding 

PICC lines in patients with CKD 

stage 3b (glomerular filtration rate 

less than 45 mL/min per 1.73 m2) in 

order to preserve venous integrity 

for future creation of arteriovenous 

fistula, which is the ideal vascular 

access for hemodialysis.

STUDY DESIGN: Prospective cohort.

SETTING: 52 hospitals in Michigan.

SYNOPSIS: Data obtained from 

inpatients within the Michigan Hos-

pital Medicine Safety Consortium 

between 2013 and 2016 showed that, 

of 20,545 total 

PICCs placed, 23% 

were placed in 

patients with a 

glomerular filtra-

tion rate less than 

45 mL/min per 1.73 

m2, and 3.2% were 

placed in those 

receiving dialysis. 

PICC placement 

in advanced CKD was more common 

in the ICU than in the ward setting, 

and placement more frequently 

utilized multilumen instead of sin-

gle-lumen catheters. PICC-related 

complications were not more com-

mon in advanced CKD but were 

more often seen in the ICU and with 

multilumen PICCs. About one-quar-

ter of PICCs were used for durations 

of less than 5 days. 

The study is limited by lack of 

data in a subset of patients who 

had no documented GFR (2.7%) or 

missing covariate data (2.7%). The 

inability to ascertain other clinical 

information, such as nephrology 

approval of PICC, functional AV fis-

tula or other hemodialysis access, or 

PICC complications after discharge 

further limit the findings.

Hospitalists should first decide if 

a PICC line is truly indicated, and 

if so, carefully weigh the risks and 

benefits of PICC placement in pa-

tients with advanced CKD. 

BOTTOM LINE: PICC placement is 

common and often inappropriate in 

hospitalized patients with advanced 

CKD. 

CITATION: Paje D et al. Use of pe-

ripherally inserted central catheters 

in patients with advanced chronic 

kidney disease A prospective cohort 

study. Ann Intern Med. 2019 Jun 

4;171:10-8.

Dr. Hageman is a hospitalist at Van-
derbilt University Medical Center, 

Nashville, Tenn.

By Derek S. Kruse, MD

3
PPI use associated with all-
cause and cause-specific 

mortality

CLINICAL QUESTION: How great is 

the mortality risk when using pro-

ton pump inhibitors (PPI) and are 

there specific causes of death associ-

ated with PPI use?

BACKGROUND: PPI use has pre-

viously been associated with an 

increased risk of acute kidney in-

jury, Clostridium 

difficile infection, 

osteoporosis, 

dementia, and all-

cause mortality. 

An estimation of 

the level of mor-

tality risk, as well 

as cause-specific 

mortality risk, 

may better inform 

decisions about prescribing PPIs.

STUDY DESIGN: Longitudinal obser-

vational cohort.

SETTING: Department of Veterans 

Affairs.

SYNOPSIS: Using a cohort of veter-

ans newly prescribed acid suppres-

sion therapy in 2002-2004, 157,625 

new PPI users were compared with 

56,842 new H2 receptor–blocker 

users. Over the following 10 years, 

a specific cause of death was deter-

mined using national death index 

data. In that period, 37.3% of pa-

tients died, with PPI use associated 

with 45.2 excess deaths per 1,000 

patients (95% confidence interval, 

28.2-61.4). There were significant 

associations with the following 

specific causes of death: circulatory 

system diseases (17.5 excess deaths 

per 1,000 patients, 95% CI, 5.5-28.8), 

neoplasms (12.9; 95% CI, 1.2-24.3), gen-

itourinary system diseases including 

chronic kidney disease (6.3; 95% CI, 

1.6-7.0), and infectious/parasitic dis-

eases (4.2; 95% CI, 3.2-9.2). 

By Jessica Burke, MD; Kevin Hageman, DO; Derek S. Kruse, MD; Russell Ledford, MD; Kevin Liu, MD; 
Kelly C. Sponsler, MD; Krista Ann Suojanen, MD; and Chase J. Webber, DO

Section of Hospital Medicine, Vanderbilt University Medical Center, Nashville, Tenn.
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Limitations include the observa-

tional study design and potential for 

confounding variables not account-

ed for by the researchers. There is 

also a question of broader applica-

bility given the VA patient popula-

tion. Nevertheless, this study adds 

to growing evidence regarding risks 

associated with PPI use. Clinicians 

should consider prescribing PPIs 

only for indications and durations 

where it is known to offer benefit 

in order minimize risk of adverse 

events.

BOTTOM LINE: PPI use is associated 

with an excess risk of death, particu-

larly death caused by cardiovascular 

disease, malignancy, genitourinary 

diseases, and infection.

CITATION: Xie Y et al. Estimates of 

all-cause mortality and cause specif-

ic mortality associated with proton 

pump inhibitors among US veter-

ans: Cohort study. BMJ. 2019 May 

29;365:l1580.

Dr. Kruse is a hospitalist at Vanderbilt 
University Medical Center, Nashville, 

Tenn.

By Russell Ledford, MD

4
Inpatient opioid 
administration associated 

with postdischarge opioid use

CLINICAL QUESTION: Are inpatient 

opioid administration and inpatient 

opioid administration patterns asso-

ciated with postdischarge opioid use 

in opioid-naive 

patients?

BACKGROUND: 

Efforts to reduce 

and monitor 

high-risk opioid 

prescribing have 

largely focused on 

outpatient pre-

scribing with less 

empiric evalua-

tion of inpatient administration. Lit-

tle is known about the association 

of inpatient opioid administration 

and postdischarge opioid use. 

STUDY DESIGN: Retrospective co-

hort.

SETTING: 12 community and aca-

demic hospitals in Pennsylvania.

SYNOPSIS: With electronic health 

record data from 2010-2014 to eval-

uate 148,068 opioid-naive patients 

aged 18 years and older, this study 

showed a relationship between inpa-

tient opioid administration, specific 

patterns of inpatient opioid admin-

istration, and postdischarge opioid 

use. Specifically, inpatient opioid 

administration was associated with 

a 3.0% increase (95% CI, 2.8%-3.2%) in 

opioid use at 90 days post discharge. 

Additionally, inpatient opioid ad-

ministration within 12 hours of hos-

pital discharge was associated with 

a 3.6% increase (95% CI, 3.3%-3.9%) in 

opioid use at 90 days post discharge. 

This observational study is prone 

to potential unmeasured confound-

ers negating any clear causation. 

Rather, hospitalists should be aware 

of the increasing focus on inpatient 

opioid administration as it relates 

to outpatient opioid use, especially 

in the setting of the current opioid 

crisis. 

BOTTOM LINE: Inpatient opioid 

administration and administration 

patterns are associated with 90-day 

postdischarge opioid use in opioid- 

naive patients. 

CITATION: Donohue JM et al. Pat-

terns of opioid administration 

among opioid-naive inpatients and 

associations with postdischarge 

opioid use. Ann Intern Med. 2019 Jun 

18:171(2):81-90.

Dr. Ledford is a hospitalist at 
Vanderbilt University Medical Center, 

Nashville, Tenn.

By Kevin Liu, MD

5
Surgery for adhesive small-
bowel obstruction linked 

with lower risk of recurrence 

CLINICAL QUESTION: What is the 

association between operative in-

tervention for adhesive small-bowel 

obstruction (aSBO) and long-term 

risk of recurrence?

BACKGROUND: Guidelines rec-

ommend nonoperative monitoring 

for aSBO; however, long-term as-

sociation of operative versus non-

operative management and aSBO 

recurrence is poorly understood. 

STUDY DESIGN: Longitudinal, retro-

spective cohort.

SETTING: Hospitals in Ontario.

SYNOPSIS: Administrative data for 

2005-2014 was used to identify 27,904 

adults hospitalized for an initial 

episode of aSBO who did not have 

known inflammatory bowel disease, 

history of radiotherapy, malignan-

cy, ileus, impaction, or anatomical 

obstruction. Approximately 22% of 

patients were managed surgically 

during the index admission. Patients 

were followed for a median of 3.6 

years. Overall, 19.6% of patients ex-

perienced at least one admission for 

recurrence of aSBO during the study 

period. With each recurrence, the 

probability of subsequent recurrence 

increased, the time between episodes 

decreased, and the probability of be-

ing treated surgically decreased.

Patients were then matched into 

operative (n = 6,160) and nonoper-

ative (n = 6,160) cohorts based on a 

propensity score which incorporat-

ed comorbidity burden, age, gender, 

and socioeconomic status. Patients 

who underwent operative manage-

ment during their index admission 

for aSBO had a lower overall risk 

of recurrence compared to patients 

managed nonoperatively (13.0% vs. 

21.3%; P less than .001). Operative 

intervention was associated with 

lower hazards of recurrence even 

when accounting for death. Addi-

tionally, surgical intervention after 

any episode was associated with 

a significantly lower risk of recur-

rence, compared with nonoperative 

management. 

BOTTOM LINE: Contrary to surgical 

dogma, surgical intervention is asso-

ciated with reduced risk of recurrent 

aSBO in patients without complicat-

ing factors. Hospitalists should con-

sider recurrence risk when managing 

these patients nonoperatively.

CITATION: Behman R et al. Associa-

tion of surgical intervention for ad-

hesive small-bowel obstruction with 

the risk of recurrence. JAMA Surg. 

2019 May 1;154(5):413-20.

6
Echocardiography in AMI not 
associated with improved 

outcomes

CLINICAL QUESTION: Does the 

use of echocardiography have any 

association with outcomes in acute 

myocardial infarction (AMI)?

BACKGROUND: Guidelines recom-

mend that patients with AMI under-

go universal echocardiography for 

the assessment of cardiac structure 

and ejection fraction, despite mod-

est diagnostic yield.

STUDY DESIGN: Retrospective co-

hort.

SETTING: 397 U.S. hospitals contrib-

uting to the Premier Healthcare In-

formatics inpatient database.

SYNOPSIS: ICD-9 codes were used 

to identify 98,999 hospitalizations 

with a discharge diagnosis of AMI. 

Of these, 70.4% had at least one 

transthoracic echocardiogram per-

formed. Patients who underwent 

echocardiogram were more likely 

than patients without an echocar-

diogram to have heart failure, pul-

monary disease, and intensive care 

unit stays and require interventions 

such as noninvasive and invasive 

ventilation, vasopressors, balloon 

pumps, and inotropic agents. 

Risk-standardized echocardiogra-

phy rates varied significantly across 

hospitals, ranging from a median of 

54% in the lowest quartile to 83% in 

the highest quartile. The authors 

found that use of echocardiography 

was most strongly associated with 

the hospital, more so than indi-

vidual patient factors. In adjusted 

analyses, no difference was seen in 

inpatient mortality (odds ratio, 1.02; 

95% CI, 0.88-1.99) or 3-month read-

mission (OR, 1.01; 95% CI, 0.93-1.10), 

but slightly longer mean length of 

stay (0.23 days; 95% CI, 0.04-0.41; P 

= .01) and higher mean costs ($3,164; 

95% CI, $1,843-$4,485; P < .001) were 

found in patients treated at hos-

pitals with the highest quartile of 

echocardiography use, compared 

with those in the lowest quartile.

Limitations include lack of in-

formation about long-term clinical 

outcomes, inability to adjust for 

ejection fraction levels, and reliance 

on administrative data for AMI and 

procedure codes. 

BOTTOM LINE: In a cohort of pa-

tients with AMI, higher rates of hos-

pital echocardiography use did not 

appear to be associated with better 

clinical outcomes but were associ-

ated with longer length of stay and 

greater hospital costs.

CITATION: Pack QR et al. Associ-

ation between inpatient echocar-

diography use and outcomes in 

adult patients with acute myocar-

dial infarction. JAMA Intern Med. 

2019 Jun 17. doi: 10.1001/jamaint-

ernmed.2019.1051.

Dr. Liu is a hospitalist at Vanderbilt 
University Medical Center, Nashville, 

Tenn.

By Krista Ann Suojanen, MD

7
Physician burnout costly to 
organizations and U.S. health 

system

CLINICAL QUESTION: What is 

the attributable cost of physician 

burnout at both the U.S. health care 

system level and individual organi-

zation level?

BACKGROUND: Occupational 

burnout is more prevalent among 

physicians than among the general 

population, and physician burnout 

is associated with several negative 

clinical outcomes. However, little is 

known about the economic cost of 

this widespread issue.

STUDY DESIGN: Cost-consequence 

analysis using a novel mathematical 

model.

SETTING: Simulated population of 

U.S. physicians.

SYNOPSIS: Researchers conducted 

a cost-consequence analysis using 

a mathematical model designed 

to determine the financial impact 

of burnout – or the difference in 

observed cost and the theoretical 

cost if physicians did not experience 

burnout. The model used a hypothet-

ical physician population based on a 

Continued from previous page
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2013 profile of U.S. physicians, a 2014 

survey of physicians that assessed 

burnout, and preexisting literature 

on burnout to generate the input 

data for their model. The investiga-

tors focused on 

two outcomes: 

turnover and 

reduction in clin-

ical hours. They 

found that ap-

proximately $4.6 

billion per year is 

lost in direct cost 

secondary to phy-

sician burnout, 

with the greatest proportion coming 

from physician turnover. The figure 

ranged from $2.6 billion to $6.3 billion 

in multivariate sensitivity analysis. 

For an organization, the cost of burn-

out is about $7,600 per physician per 

year, with a range of $4,100 to $10,200. 

Though statistical modeling can be 

imprecise, and the input data were 

imperfect, the study was the first to 

examine the systemwide cost of phy-

sician burnout in the United States. 

BOTTOM LINE: Along with the 

negative effects on physician and 

patient well-being, physician burn-

out is financially costly to the U.S. 

health care system and to individual 

organizations. Programs to reduce 

burnout could be both ethically and 

economically advantageous.

CITATION: Han S et al. Estimating 

the attributable cost of physician 

burnout in the United States. Ann 

Intern Med. 2019;170(11):784-90.

Dr. Suojanen is a hospitalist at 
Vanderbilt University Medical Center, 

Nashville, Tenn.

By Chase J. Webber, DO

8
AMA discharge linked to 
increased readmissions, 

discontinuity of care

CLINICAL QUESTION: What is the 

impact of discharge against medical 

advice (AMA) on 30-day readmission 

rates and outcomes on subsequent 

hospitalization?

BACKGROUND: AMA discharges 

are common (1%-2% of all U.S. dis-

charges) and disproportionately 

affect vulnerable patient popula-

tions, specifically those of lower 

socioeconomic status and the unin-

sured. Previous studies have been 

insufficiently powered to assess the 

effects of AMA discharge on 30-day 

readmission rates at a national level.

STUDY DESIGN: Retrospective co-

hort.

SETTING: Community and teaching 

hospitals in 22 states.

SYNOPSIS: With use of the 2014 Na-

tionwide Readmissions Database of 

23,110,641 index hospitalizations of 

patients 18 years or older, this study 

found that AMA discharge occurred 

with 1.3% of admissions. AMA dis-

charge was associated with greater 

than twice the odds of 30-day re-

admission, compared with routine 

discharge. Of patients discharged 

AMA, 20.2% had 

an unplanned re-

admission within 

30 days, compared 

with 10.1% of pa-

tients discharged 

routinely (OR, 

2.25; 95% CI, 2.20-

2.30; P less than 

.001). 

Patients who 

were discharged AMA had almost 20 

times the odds of undergoing repeat 

AMA discharge at readmission (OR, 

18.41; 95% CI, 17.46-19.41; P less than 

.001) and twice the odds of present-

ing to a different hospital (OR, 2.35; 

95% CI, 2.22-2.49; P less than .001). 

The study did not capture readmis-

sions in a different state than that 

of the index hospital and was lim-

ited to the 22 states participating in 

the 2014 Readmissions Database.  

BOTTOM LINE: Discharge AMA is 

associated with significantly higher 

odds of 30-day readmission, subse-

quent AMA discharge and presenta-

tion to another hospital, compared 

with routine discharge. 

CITATION: Kumar N. Burden of 30-

day readmissions associated with dis-

charge against medical advice among 

inpatients in the United States. Am J 

Med. 2019 Jun;132(6):708-17. 

Dr. Webber is a hospitalist at 
Vanderbilt University Medical Center, 

Nashville, Tenn.
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Measurement of nonfasting 
lipid levels gains support
Post hoc data on 8,270 patients 
associating nonfasting lipid levels 
with incident atherosclerotic 
cardiovascular disease events 
further supports the grow-
ing acceptance of measuring 
nonfasting lipids in routine cardi-
ovascular risk assessment. 
CITATION: Mora S et al. Associa-
tion of nonfasting vs fasting lipid 
levels with risk of major coronary 
events in the Anglo-Scandina-
vian Cardiac Outcomes Trial-Li-
pid Lowering Arm. JAMA Intern 
Med. 2019 Jul 1;179(7):898-905.
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Who makes the rules? CMS and IPPS
Major MS-DRG changes postponed

By John Biebelhausen, MD, 
MBA; Jennifer Cowart, MD, 
FHM; and Aaron Hamilton, 
MD, MBA, SFHM

T
he introduction of the Medi-

care Inpatient Prospective 

Payment System (IPPS) 

through amendment of the 

Social Security Act in 1983 trans-

formed hospital reimbursement in 

the United States. Under the IPPS, 

a new form of Medicare prospec-

tive payment that paid hospitals 

a fixed amount per discharge for 

inpatient services was created: the 

diagnosis-related group (DRG). This 

eliminated the preceding retrospec-

tive cost reimbursement system in 

an attempt to stop health care price 

inflation.

Each DRG represents a grouping 

of similar conditions and procedures 

for services provided during an in-

patient hospitalization reimbursed 

under Medicare Part A. The Centers 

for Medicare & Medicaid Services 

uses the Medicare Severity DRG 

(MS-DRG) system to account for 

severity of illness and resource con-

sumption. There are three levels of 

severity based upon secondary diag-

nosis: major complication/comorbid-

ity (MCC), complication/comorbidity 

(CC), and noncomplication/comor-

bidity (non-CC).

Payment rates are defined by base 

rates for operating costs and capi-

tal-related costs which are adjusted 

for relative weight (the average cost 

within a DRG, compared with the 

average Medicare case cost) and 

market condition adjustments. As 

the largest single health care payer 

in the United States, CMS’s annual 

changes to the IPPS have a major 

impact on hospital reimbursement.

In May 2019, CMS released its an-

nual proposed rule for the Hospital 

IPPS suggesting extensive changes 

to MS-DRG reimbursements. Nota-

bly, CMS proposed changing the se-

verity level of nearly 1,500 diagnosis 

codes by adjusting their categoriza-

tion between MCC, CC, or non-CC. 

The majority of these changes in-

cluded downgrading MCCs to CCs or 

non-CCs. In fact, 87% of the changes 

involved a downgrade from one of 

the higher severity levels to a non-

CC level, while only 13% involved an 

upgrade from a lower severity level 

to MCC level.

The CMS derived these changes 

from an algorithmic review and 

input from their clinical advisers to 

determine each diagnoses impact on 

resource utilization. Multiple major 

groups of codes were included in 

the downgraded groups, including 

secondary cancer diagnoses, organ 

transplant status, and hip fracture. 

Evaluating codes based on coded 

resource use alone could have had 

a major negative impact on the 

clinical practice of hospitalists as it 

undervalues cognitive and clinical 

work associated with these second-

ary diagnoses. 

As an example, malignant neo-

plasm of head of pancreas (ICD-10, 

C25.0) was proposed to move to 

a non-CC. Under CMS’s proposed 

rule, if a patient was admitted with 

complications of pancreatic cancer 

such as cholangitis caused by bili-

ary obstruction, the pancreatic can-

cer diagnosis would not serve as a 

CC since the primary condition for 

which the patient was hospitalized 

would be cholangitis. The antici-

pated increase in such a patient’s 

length of stay, severity of illness, 

and expected resource utilization 

would be grossly misrepresented 

in this case by CMS’s proposed rule 

changes. CMS also proposed to 

move major organ transplant sta-

tus (including heart, lung, kidney, 

and pancreas) from CC to non-CC 

status. Again, the cognitive work 

and resource utilization required 

to manage these patients would be 

underrepresented with this change, 

given the increased complexity of 

managing immunosuppressant 

medications or conducting an infec-

tious diagnostic work-up in immu-

nosuppressed patients. 

The Society of Hospital Medicine 

Public Policy Committee provides 

comments annually to CMS on the 

IPPS, advocating for hospitalists 

and patients. After advocacy ef-

forts from SHM and other groups 

expressing concern about making 

such significant changes to the DRG 

system without further study, the 

IPPS final rule was released on Aug. 

2, 2019. SHM’s efforts paid off. The 

final rule excluded the proposed 

broad changes to the MS-DRG sys-

tem that were in the proposed rule.

In deciding not to finalize the pro-

posed severity level changes, CMS 

wrote that the adoption of these 

broad changes will be postponed 

in order “to fully consider the tech-

nical feedback provided” regarding 

the proposal. The final rule also 

describes making a “test GROUPER 

[software program] publicly avail-

able to allow for impact testing,” and 

allows for the possibility of phasing 

in changes and eliciting feedback. 

SHM is fully supportive of the de-

cision to postpone major changes 

to the MS-DRG system in the IPPS 

until further review is obtained, and 

will continue to monitor this issue 

and provide appropriate input to 

CMS for our hospitalist members. 

As hospitalists, it is important to 

understand the foundational role 

that public policy and CMS rule cre-

ation have on our work. Influencing 

change to the MS-DRG system is 

yet another example of how SHM’s 

work has impacted the policy do-

main, limiting negative effects on 

our members and advancing the 

practice of hospital medicine.

Dr. Biebelhausen is head of the 
section of hospital medicine at Virginia 
Mason Medical Center, Seattle. Dr. 
Cowart is a hospitalist at the Mayo 
Clinic in Jacksonville, Fla. Dr. Hamilton 
is a hospitalist and associate chief 
quality officer at the Cleveland Clinic.
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How to nearly eliminate CLABSIs  
in children’s hospitals

By M. Alexander Otto
MDedge News

SEATTLE – Levine Children’s Hospital, in Charlotte, 

N.C., dropped its central line–associated blood-

stream infection rate from 1.13 per 1,000 line-days 

to 0.67 in just a few months, with a mix of com-

mon sense steps and public accountability.

Levine Children’s was at about the 50th percen-

tile for CLABSIs, compared with other children’s 

hospitals, but dropped to the 10th percentile 

after the changes. There were 21 CLABSIs in 2017, 

but only 12 in 2018. The hospital went 6 straight 

months without a CLABSI after the changes were 

made. The efforts saved about $300,000 and 63 

patient-days.

“We really had great success,” said Kayla S. 

Koch, MD, a pediatric hospitalist at Levine Chil-

dren’s, who presented the findings at Pediatric 

Hospital Medicine. 

Hospital units had been working to reduce CLAB-

SIs, but they were each doing their own thing. 

“Many of our units were already dabbling, so we 

just sort of brought them together. We standard-

ized the process and got everyone on the same 

page,” said copresenter Ketan P. Nadkarni, MD, also 

a pediatric hospitalist at Levine Children’s.

It wasn’t hard to get buy-in. “I don’t think the 

units were aware that everyone was doing it dif-

ferently,” and were on board once the problem 

was explained. Also, using the same approach 

throughout the hospital made it easier for nurses 

and physicians moving between units, he said. 

Each morning, the nurse supervisor and patient 

nurse would partner up at the bedside to check 

that central venous lines were set up correctly. 

They examined the alcohol disinfectant caps to 

make sure they were clean; determined that chil-

dren were getting chlorhexidine gluconate baths; 

checked the dressings for bleeding and soiling; 

noted in the electronic medical record why the 

patient had a central line; and discussed with 

hospitalists if it were still needed. Problems were 

addressed immediately.

These quality processes were all tracked on 

wall racks placed in plain sight on each unit, 

including the neonatal and pediatric ICUs. Each 

central line patient had a card that listed what 

needed to be done, with a green stripe on one side 

and a red stripe on the other. If everything was 

done right, the green side faced out; if even one 

thing was done wrong, the red side was displayed, 

for all to see. It brought accountability to the 

process, the presenters said at the meeting spon-

sored by SHM, the American Academy of Pediat-

rics, and the Academic Pediatric Association.

The wall rack also had the central line audit 

schedule, plus diagrams that showed every failed 

item, the reason for it, and the unit’s compliance 

rate. Anyone walking by could see at a glance 

how the unit was doing that day and overall. 

The number of dressing options was reduced 

from 10 to 2, a SorbaView SHIELD and a Tega-

derm-like dressing, which made it easier to stan-

dardize the efforts. A protocol also was put in 

place to reinforce oozing dressings, instead of 

automatically changing them. “We were doing too 

many changes,” Dr. Koch said. 

Compliance with the bundle was almost 90%. 

Staff “really got into it, and it was great to see,” 

she said. 

The “initial success was almost unexpected, 

and so dramatic.” The goal now is to sustain the 

improvements, and roll them out to radiology and 

other places where central lines are placed, Dr. 

Nadkarni said.

FROM PHM19

CPAP safety for infants with bronchiolitis
By M. Alexander Otto
MDedge News

SEATTLE – Rady Children’s Hospital 

in San Diego has been doing con-

tinuous positive airway pressure 

for infants with bronchiolitis on 

the general pediatrics floors safely 

and with no problems for nearly 20 

years, according to a presentation at 

Pediatric Hospital Medicine.

It’s newsworthy because “very, 

very few” hospitals do bronchiolitis 

continuous positive airway pressure 

(CPAP) outside of the ICU. “The 

perception is that there are com-

plications, and you might miss kids 

that are really sick if you keep them 

on the floor.” However, “we have 

been doing it safely for so long that 

no one thinks twice about it,” said 

Christiane Lenzen, MD, a pediatric 

hospitalist at Rady and an assistant 

clinical professor of pediatrics at the 

University of California, San Diego. 

It doesn’t matter if children have 

congenital heart disease, chronic 

lung disease, or other problems, she 

said, “if they are stable enough for 

the floor, we will see if it’s okay.”

Rady’s hand was forced on the is-

sue because it has a large catchment 

area but limited ICU beds, so for 

practical reasons and within certain 

limits, CPAP moved to the floors. 

One of Dr. Lenzen’s colleagues noted 

that, as long as there’s nurse and 

respiratory leadership buy in, “it’s 

actually quite easy to pull off in a 

very safe manner.”

Rady has a significant advantage 

over community hospitals and other 

places considering the approach, 

because it has onsite pediatric ICU 

services for when things head south. 

Over the past 3 or so years, 52% of 

the children the pediatric hospital 

medicine service started on CPAP 

(168/324) had to be transferred to the 

ICU; 17% were ultimately intubated. 

Many of those transfers were 

caused by comorbidities, not CPAP 

failure, but other times children 

needed greater respiratory support; 

in general, the floor CPAP limit is 6 

cm H2O and a fraction of inspired 

oxygen of 50%. Also, sometimes chil-

dren needed to be sedated for CPAP, 

which isn’t done on the floor. 

With the 52% transfer rate, “I 

would worry about patients who are 

sick enough to need CPAP staying” 

in a hospital without quick access to 

ICU services, Dr. Lenzen said.

Even so, among 324 children who 

at least initially were treated with 

CPAP on the floor – out of 2,424 

admitted to the pediatric hospital 

medicine service with bronchiolitis 

– there hasn’t been a single pneumo-

thorax, aspiration event, or CPAP 

equipment–related injury, she said. 

CPAP on the floor has several ben-

efits. ICU resources are conserved, 

patient handoffs and the work of 

transfers into and out of the ICU are 

avoided, families don’t have to get 

used to a new treatment team, and 

infants aren’t subjected to the jar-

ring ICU environment. 

For it to work, though, staff “really 

need to be on top of this,” and “it 

needs to be very tightly controlled” 

with order sets and other measures. 

There’s regular training at Rady for 

nurses, respiratory therapists, and 

hospitalists on CPAP equipment, air-

way management, monitoring, trou-

bleshooting, and other essentials. 

Almost all children on the pedi-

atric floors have a trial of high-flow 

nasal cannula with an upper limit of 

8 L/min. If the Respiratory Assess-

ment Score hasn’t improved in an 

hour, CPAP is considered. If a child 

is admitted with a score above 10 

and they seem to be worsening, they 

go straight to CPAP. 

Children alternate between nasal 

prongs and nasal masks to prevent 

pressure necrosis, and are kept nil 

per os while on CPAP. They are on 

continual pulse oximetry and car-

diorespiratory monitoring. Vital 

signs and respiratory scores are 

checked frequently, more so for chil-

dren who are struggling.  

The patient-to-nurse ratio drops 

from the usual 4:1 to 3:1 when a child 

goes on CPAP, and to 2:1 if necessary. 

Traveling nurses aren’t allowed to 

take CPAP cases. 
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Dr. Kayla S. Koch and Dr. Ketan P. Nadkarni
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Drug abuse–linked infective endocarditis 
spiking in U.S. 

By Jennie Smith
MDedge News

H
ospitalizations for infective endocarditis 

associated with drug abuse doubled in 

the United States from 2002 to 2016, in a 

trend investigators call “alarming,” and 

link to a concurrent rise in opioid abuse. 

Patients tend to be younger, poorer white 

males, according to findings published online in 

the Journal of the American Heart Association 

(2019 Sep 18. doi: 10.1161/JAHA.119.012969). 

For their research, Amer N. Kadri, MD, of 

the Cleveland Clinic and colleagues looked at 

records for nearly a million hospitalizations 

for infective endocarditis (IE) in the National 

Inpatient Sample registry. All U.S. regions saw 

increases in drug abuse–linked cases of IE as a 

share of IE hospitalizations. Incidence of drug 

abuse–associated IE rose from 48 cases/100,000 

population in 2002 to 79/100,000 in 2016. The 

Midwest saw the highest rate of change, with an 

annual percent increase of 4.9%.

While most IE hospitalizations in the study 

cohort were of white men (including 68% for 

drug-linked cases), the drug abuse–related cas-

es were younger (median age, 38 vs. 70 years 

for nondrug-related IE), and more likely male 

(55.5% vs. 50%). About 45% of the drug-related 

cases were in people receiving Medicaid, and 

42% were in the lowest quartile of median 

household income.

The drug abuse cases had fewer renal and car-

diovascular comorbidities, compared with the 

nondrug cases, but were significantly more likely 

to present with HIV, hepatitis C, alcohol abuse, and 

liver disease. Inpatient mortality was lower among 

the drug-linked cases – 6% vs. 9% – but the drug 

cases saw significantly more cardiac or valve sur-

geries, longer hospital stays, and higher costs. 

“Hospitalizations for IE have been increasing 

side by side with the opioid epidemic,” the in-

vestigators wrote in their analysis. “The opioid 

crisis has reached epidemic levels, and now 

drug overdoses have been the leading cause of 

injury-related death in the U.S. Heroin deaths 

had remained relatively low from 1999 until 

2010 whereas it then increased threefold from 

2010-2015.” 

The analysis showed a rise in drug abuse–as-

sociated IE “that corresponds to this general pe-

riod.” The findings argue, the investigators said, 

for better treatment for opioid addiction after 

hospitalization and greater efforts to make drug 

rehabilitation available after discharge. The re-

searchers described as a limitation of their study 

the use of billing codes that changed late in the 

study period, increasing detection of drug abuse 

cases after 2015. They reported no outside fund-

ing or conflicts of interest. 

‘Landmark’ study: Prasugrel superior to ticagrelor in ACS
By Bruce Jancin
MDedge News

PARIS – Prasugrel proved superior 

to ticagrelor in patients with acute 

coronary syndrome (ACS) in what 

was hailed as “a landmark study” 

presented at the annual congress of 

the European Society of Cardiology. 

The results of ISAR-REACT 5 

(Intracoronary Stenting and Anti-

thrombotic Regimen: Rapid Early 

Action for Coronary Treatment 5) 

were unequivocal: “In ACS patients 

with or without ST-segment eleva-

tion, treatment with prasugrel as 

compared with ticagrelor signifi-

cantly reduced the composite rate 

of death, myocardial infarction, or 

stroke at 1 year without an increase 

in major bleeding,” declared first 

author Stephanie Schuepke, MD, a 

cardiologist at the German Heart 

Center in Munich.

The study outcome was totally 

unexpected. Indeed, the result didn’t 

merely turn heads, it no doubt 

caused numerous wrenched necks 

caused by strenuous double-takes 

on the part of interventional car-

diologists at the congress. That’s 

because, even though both tica-

grelor and prasugrel enjoy a class 

I recommendation for use in ACS 

in the ESC guidelines, it has been 

widely assumed – based on previous 

evidence plus the fact that tica-

grelor is the more potent platelet 

inhibitor – that ticagrelor is the su-

perior drug in this setting. It turns 

out, however, that those earlier 

studies weren’t germane to the issue 

directly addressed in ISAR-REACT 

5, the first-ever direct head-to-head 

comparison of the two potent P2Y12 

inhibitors in the setting of ACS with 

a planned invasive strategy. 

“Obviously, very surprising re-

sults,” commented Roxana Mehran, 

MD, professor of medicine and di-

rector of interventional cardiology 

research and clinical trials at the 

Icahn School of Medicine at Mount 

Sinai, New York, who cochaired a 

press conference where Dr. Schuep-

ke shared the study findings.

“We were surprised as well,” con-

fessed Dr. Schuepke. “We assumed 

that ticagrelor is superior to prasu-

grel in terms of clinical outcomes in 

patients with ACS with a planned 

invasive strategy. But the results 

show us that the opposite is true.”

ISAR-REACT 5 was an open-label, 

investigator-initiated randomized 

trial conducted at 23 centers in Ger-

many and Italy. It included 4,018 par-

ticipants with ST-elevation segment 

MI (STEMI), without STEMI, or with 

unstable angina, all with scheduled 

coronary angiography. Participants 

were randomized to ticagrelor or 

prasugrel and were expected to re-

main on their assigned potent anti-

platelet agent plus aspirin for 1 year 

of dual-antiplatelet therapy. 

The primary outcome was the 

composite of death, MI, or stroke 

at 1 year of follow-up. This end-

point occurred in 9.3% of the tica-

grelor group and 6.9% of patients 

in the prasugrel group, for a highly 

significant 36% increased relative 

risk in the ticagrelor-treated pa-

tients. Prasugrel had a numeric 

advantage in each of the individual 

components of the endpoint: the 

1-year rate of all-cause mortality 

was 4.5% with ticagrelor versus 

3.7% with prasugrel; for MI, the 

incidence was 4.8% with ticagrelor 

and 3.0% with prasugrel, a statisti-

cally significant difference; and for 

stroke, 1.1% versus 1.0%.

Major bleeding as defined by the 

Bleeding Academic Research Con-

sortium scale occurred in 5.4% of 

patients in the ticagrelor arm, and 

was similar at 4.8% in the prasugrel 

group, Dr. Schuepke continued. 

Definite or probable stent throm-

bosis occurred in 1.3% of the tica-

grelor group and 1.0% of patients 

assigned to prasugrel. 

The mechanism for prasugrel’s 

superior results is unclear, she said. 

Possibilities include the fact that it’s 

a once-daily drug, compared with 

twice-daily ticagrelor, which could 

affect adherence; a differential pro-

file in terms of drug interactions; 

and prasugrel’s reversibility of ac-

tion and capacity for step-down dos-

ing in patients at high bleeding risk.

Discussant Gilles Montalescot, 

MD, PhD, called ISAR-REACT 5 a 

“fascinating” study. He elaborated: 

“It is a pragmatic study to answer a 

pragmatic question. It’s not a drug 

trial; really, it’s more a strategy trial, 

with a comparison of two drugs and 

two strategies.”

Dr. Stephanie Schuepke
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Dr. Gilles Montalescot
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INQUIRIES, NOMINATIONS AND EXPRESSIONS OF INTEREST, INCLUDING A CURRICULUM 

VITAE AND COVER LETTER, SHOULD BE SUBMITTED CONFIDENTIALLY VIA EMAIL TO 

Heather Peffley, PHR FASPR: hpeffley@pennstatehealth.psu.edu. 

Penn State Health is committed to affirmative action, equal opportunity and the diversity of its workforce. Equal Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.

Penn State Health Milton S. Hershey Medical Center invites applications and nominations for the position of Division Chief, Hospital 

Medicine. The successful candidate will be a nationally recognized academic leader with a substantial record of leadership, clinical 

and administrative accomplishments, education scholarship and/or research productivity and teaching experience. We seek 

candidates with prior administrative and leadership experience gained within a Department of Medicine, strong interpersonal and 

communication skills and demonstrated ability to effectively inspire, manage, mentor, and develop  

faculty and staff. Candidates must hold the degree of MD, DO, or equivalent, or MD/PhD, be board certified in internal medicine,  

and possess qualifications for appointment. 

The Division of Hospital Medicine at Penn State Health is made up of five teaching teams, five attending teams, two nocturnists, 

one consult team and one triage team. Together they provide inpatient care to 140+ hospitalized patients per day. The discipline of 

hospital medicine grew out of the increasing complexity of patients requiring hospital care and the need for dedicated clinicians to 

oversee their care. There are plans to further expand the number of providers, presenting a tremendous opportunity for a visionary 

leader to establish a national presence.

DIVISION CHIEF, HOSPITAL MEDICINE
DEPARTMENT OF MEDICINE

Hershey, Pennsylvania
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HOSPITALISTS/ NOCTURNISTS 

NEEDED IN SOUTHEAST LOUISIANA

Ochsner Health System is seeking physicians to join our 

hospitalist team. BC/BE Internal Medicine and Family Medicine 

physicians are welcomed to apply. Highlights of our opportunities are:

 Hospital Medicine was established at Ochsner in 1992. We have a stable 50+ member

group

 7 on 7 off block schedule with flexibility

 Dedicated nocturnists cover nights

 Base plus up to 40K in incentives

 Average census of 14-18 patients

 E-ICU intensivist support with open ICUs at the community hospitals

 EPIC medical record system with remote access capabilities

 Dedicated RN and Social Work Clinical Care Coordinators

 Community based academic appointment

 The only Louisiana Hospital recognized by US News and World Report Distinguished
Hospital for Clinical Excellence award in 3 medical specialties

 Co-hosts of the annual Southern Hospital Medicine Conference

 We are a medical school in partnership with the University of Queensland providing
clinical training to third and fourth year students

 Leadership support focused on professional development, quality improvement, and
academic committees & projects

 Opportunities for leadership development, research, resident and medical student
teaching

 Skilled nursing and long term acute care facilities seeking hospitalists and mid-levels with
an interest in geriatrics

 Paid malpractice coverage and a favorable malpractice environment in Louisiana

 Generous compensation and benefits package

Ochsner Health System is Louisiana’s largest non-profit, academic, healthcare system. 
Driven by a mission to Serve, Heal, Lead, Educate and Innovate, coordinated clinical and 
hospital patient care is provided across the region by Ochsner’s 40 owned, managed and 
affiliated hospitals and more than 100 health centers and urgent care centers. Ochsner is the 
only Louisiana hospital recognized by U.S. News & World Report as a “Best Hospital” across 
three specialty categories caring for patients from all 50 states and more than 70 countries 
worldwide each year. Ochsner employs more than 25,000 employees and over 4,500 
employed and affiliated physicians in over 90 medical specialties and subspecialties, and 
conducts more than 700 clinical research studies. For more information, please visit 
ochsner.org and follow us on Twitter and Facebook.

Interested physicians should click here to apply online.  

Visit ochsner.org/physician  Job Number 00022186

Sorry, no opportunities for J1 applications.

Ochsner is an equal opportunity employer and all qualified applicants will receive consideration for 
employment without regard to race, color, religion, sex, sexual orientation, gender identity, 
national origin,  protected veteran status, or disability status.

Ochsner Health System is seeking physicians to join our 

To learn more, visit www.the-hospitalist.org and 

click “Advertise” or contact  

Heather Gonroski • 973-290-8259 • hgonroski@mdedge.com or 

Linda Wilson • 973-290-8243 • lwilson@mdedge.com

California 
• Fresno

• Modesto 

Illinois 
• Belleville

• Greenville

Interested in travel?  
Check out our Reserves Program. 

Future leader? 
Apply for our Administrative Fellowship.

We proudly sponsor visa candidates!

For more information, please contact us at 
careers@vituity.com.

• Redding 

• San Diego

• San Jose

• San Mateo

Oregon
• Eugene

Missouri
• St. Louis

Joy.

Vituity provides the support and resources 
you need to focus on the joy of healing. 

We currently have opportunities for hospitalists and 
intensivists at hospitals and skilled nursing practices across 
the country. Some with sign-on bonuses up to $100,000!

Make it part of your career.
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Inspire health. Serve with compassion. Be the difference. 

Prisma Health-Upstate employs 16,000 people, including 1,200+ physicians on staff. Our system includes clinically excellent 

facilities with 1,627 beds across 8 campuses. Additionally, we host 14 residency and fellowship programs and a 4-year medical 

education program: University of South Carolina School of Medicine–Greenville, located on Prisma Health-Upstate’s Greenville 

Memorial Medical Campus. Prisma Health-Upstate also has developed a unique Clinical University model in collaboration with 

the University of South Carolina, Clemson University, Furman University, and others to provide the academic and research 

infrastructure and support needed to become a leading academic health center for the 21st century.

Greenville, South Carolina is a beautiful place to live and work and is located on the I-85 corridor between Atlanta and Charlotte 

and is one of the fastest growing areas in the country. Ideally situated near beautiful mountain ranges, beaches and lakes, we 

enjoy a diverse and thriving economy, excellent quality of life and wonderful cultural and educational opportunities. Check out 

all that Greenville, SC has to offer! #yeahTHATgreenville

Ideal Candidates: 
• BC/BE Internal Medicine Physicians 
• IM procedures highly desired, but not required. Simulation center training & bedside training available if needed. 
• Comfort managing critically ill patients. 

Details Include: 
• Group comprised of career hospitalists with low turnover
• Relocation allowance available
• EPIC Electronic Medical Record system
• 7 on/7 off schedule with 1 week of vacation per year
• Additional shifts paid at a premium

Available Opportunities: 
Nocturnist, Greenville Memorial Hospital

• $340K base salary with $10K incentive bonus and  CME stipend
• Up to $30K sign on bonus
• Minimum of 3 physician night coverage team
• Academic appointment and resident supervision opportunity
• Codes run by critical care team
• Full subspecialist back up

Nocturnist or Traditional Hospitalist, Baptist Easley Hospital
• $240-260K base salary with 45K incentive bonus and CME stipend for Traditional Hospitalist 
• $320K base salary with $10K incentive bonus and CME stipend for Nocturnist
• Up to $30K sign on bonus for Nocturnist

Swing Shift Hospitalist, Greenville Memorial Hospital
• $265K base salary with 45K incentive bonus and CME stipend 
• Academic appointment and resident supervision opportunity 
• Codes run by critical care team
• Full subspecialist back up

Traditional Hospitalist, Greenville Memorial Hospitalist
• $240-260K base salary with 45K incentive bonus and CME stipend
• Academic appointment and resident supervision opportunity
• Codes run by critical care team
• Full subspecialist back up

*Public Service Loan Forgiveness (PSLF) Program Qualified Employer*

Please submit a letter of interest and CV to: Natasha Durham, Physician Recruiter,

Natasha.Durham@PrismaHealth.org, ph: 864-797-6114

Hospitalist Opportunities
Gorgeous Lakes, Ideal Climate, Award-winning Downtown
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Hospitalist/Nocturnist  
Cambridge Health Alliance (CHA)

Cambridge Health Alliance (CHA), a well-respected, nationally 

recognized and award-winning public healthcare system, is 

recruiting for part time and full time hospitalists and nocturnists. 

CHA is a teaching affiliate of both Harvard Medical School (HMS) 

and Tufts University School of Medicine. Our system is comprised 

of three campuses and an integrated network of both primary and 

specialty outpatient care practices in Cambridge, Somerville and 

Boston’s Metro North Region.

• Full time and part time opportunities available

• Schedule will consist of daytime and nighttime shifts,  

nocturnist positions are available

• Academic Appointment at Harvard Medical School

• Opportunity to teach medical students and residents

• Two coverage locations approximately 5 miles apart

• Physician assistant support at both locations

• CHA’s hospitalist department consists of 25+ clinicians

Ideal candidates will be Board Certified, patient centered and 

demonstrate a strong commitment to work with a multicultural, 

underserved patient population. Experience and interest in perform-

ing procedures and community ICU coverage preferred. At CHA we 

offer a supportive and collegial environment, a strong infrastructure, 

a fully integrated electronic medical record system (EPIC) and com-

petitive salary/benefits package.

Please visit www.CHAproviders.org to learn more and apply through 

our secure candidate portal.  CVs may be sent directly to Kasie Marchini 

at ProviderRecruitment@challiance.org. CHA’s Department of Provider 

Recruitment may be reached by phone at (617) 665-3555 or by fax at 

(617) 665-3553.

We are an equal opportunity employer and all qualified applicants will 

receive consideration for employment without regard to race, color, 

religion, sex, sexual orientation, gender identity, national origin, disability 

status, protected veteran status, or any other characteristic protected 

by law.

Employment Opportunity in the Beautiful 

Adirondack Mountains of Northern New York

Current Opening for a full-time,  
Hospital Employed Hospitalist. This opportunity 

provides a comfortable 7 on/7 off schedule, 
allowing ample time to enjoy all that the 

Adirondacks have to offer! 

Come live where others vacation!
 

• Convenient schedules 

• Competitive salary & benefits 

• Unparalleled quality of life 

• Family friendly community 

• Excellent schools 

• Nearby Whiteface  

Mountain ski resort 

• Home of the 1932 & 1980  

Winter Olympics and current  

Olympic Training Center 

• Annual lronman Competition 

• World Cup Bobsled and  

Ski Events 

• Abundant arts community 

Hike, fish, ski, golf, boat or simply relax  

and take in the beauty and serenity of  

the Adirondack Mountains 

Contact: Joanne Johnson  

518-897-2706  

jjohnson@adirondackhealth.org  

www.adirondackhealth.org

UPMCPinnacle.com/Providers

Hospitalists and Nocturnists 
Opportunities Available
Your work is your passion. But it’s not your whole life. Join a system that supports your need to 

balance work and home life. You can find great dining, art, entertainment, and culture in our cities, 

as well as peace and quiet in our rural areas. With opportunity for advancement and great schools 

and colleges nearby, it’s a great place to grow your career and your family.

UPMC Pinnacle — a growing, multisite health system in south central Pennsylvania — 

can meet your needs at one of our seven acute care hospitals

Join our Hospitalist Team

■ Traditional block and flexible schedules

■ Closed and open ICU environments available with options for procedures and dedicated code teams

■	Competitive salary — above MGMA median salary

■	Additional compensation for nocturnist and ICU coverage

■	Strong advanced practice provider support at all locations

■	Great administrative and clinical leadership support

Schedule a call with our recruiter today!

Wayne Saxton, FASPR

Physician Recruiter

717-231-8383

Wayne.Saxton@pinnaclehealth.org

Work.

Live.

Balance.

EOEUPMC Pinnacle is an Equal Opportunity Employer.

 

HOSPITALISTS 
(BC/BE Internists)

Long Island, NY. NYU Winthrop Hospital, a world-class 

591-bed university-affiliated medical center and an American 

College of Surgeons (ACS) Level 1 Trauma Center based in West-

ern Nassau County, NY is seeking BC/BE internist for academic 

Hospitalist positions to staff its observation and short stay unit. 

Ideal candidates will have exemplary clinical skills, a strong 

interest in teaching and a commitment to inpatient medicine. 

Salaried position with incentive, competitive benefits package 

including paid CME, malpractice insurance and vacation. 

Easy Commute: NYU Winthrop Hospital is conveniently 
located on Long Island in Western Nassau County just 
25 miles from Manhattan and steps away from the 
Mineola LIRR station.

An EOE m/f/d/v

the best.
DRIVEN TO BE

For consideration, please email 
a cover letter and CV to: : 
Dina.Chenouda@nyulangone.org
or fax to: (516) 663-8964
Ph: (516) 663-8963
Attn: Vice Chairman, Dept of Medicine-Hospital Operations
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Penn State Health is a multi-hospital health system serving patients and communities across central Pennsylvania. We are seeking 
IM/FM trained physicians interested in joining the Penn State Health family in various settings within our system.

What We’re Offering:
• Opportunities for both Community based and Academic settings
• We’ll foster your passion for patient care and cultivate a collaborative environment rich 

with diversity
• Commitment to patient safety in a team approach model
• Experienced hospitalist colleagues and collaborative leadership
• Salary commensurate with qualifications
• Relocation Assistance

What We’re Seeking:
• Internal Medicine or Family Medicine trained
• Ability to acquire license in the State of Pennsylvania
• Must be able to obtain valid federal and state narcotics certificates
• Current American Heart Association BLS and ACLS certification required
• BE/BC in Family Medicine or Internal Medicine (position dependent)

No J1 visa waiver sponsorships available

What the Area Offers:
Penn State Health is located in Central Pennsylvania. Our local neighborhoods boast a reasonable cost of living whether you prefer a more suburban setting or thriving 
city rich in theater, arts, and culture. Our surrounding communities are rich in history and offer an abundant range of outdoor activities, arts, and diverse experiences. 
We’re conveniently located within a short distance to major cities such as Philadelphia, Pittsburgh, NYC, Baltimore, and Washington DC. 

For more information please contact: 
Heather J. Peffley, PHR FASPR, Penn State Health Physician Recruiter

hpeffley@pennstatehealth.psu.edu

Penn State Health is committed to affirmative action, equal opportunity and 
the diversity of its workforce. Equal Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.

Hospitalist Opportunities with 
Penn State Health

Join our Academic Hospital Medicine Program with one 

of the Premier Public Hospitals in the South

The Division of Hospital Medicine at the Emory University School of Medicine is currently seeking 

exceptional individuals to join our academic hospital medicine program at Atlanta’s Grady Memorial 

Hospital.  Ideal candidates will be BC/BE internists who possess outstanding clinical and interpersonal skills 

and who envision a fulfilling career in academic hospital medicine.  Emory hospitalists have opportunities to 

be involved in teaching, quality improvement, patient safety, health services research, and other professional 

activities.  Our hospitalists have access to faculty development programs within the Division and work with 

leaders focused on mentoring, medical education, and fostering research.  

We are recruiting now for both Nocturnist and Daytime positions, so apply today.  Applications will be 

considered as soon as they are received.  Emory University is an Equal Opportunity Employer.

Apply now for immediate openings!

Email your cover letter and CV to:

Dr. Joanna Bonsall, Director

c/o Danielle Moses, Physician Services

Coordinator/Recruiter for Medicine

Phone: 404-778-7726

danielle.moses@emoryhealthcare.org

www.medicine.emory.edu/hospital-medicine

A position with our program includes:

• Generous salary and benefits

• Flexible scheduling and time off

• Teaching opportunities (day and night)

• On-site medical director and Sr. Clinical Advisor

• Broad range of clinical, academic, innovation, and

research experiences

• Faculty appointments commensurate with experience

• Full malpractice and tail coverage
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As one of the nation’s largest academic hospitalist

programs, we lead a variety of teaching and non-

teaching inpatient and consultative services.

OSUWMC Division of Hospital Medicine is dedicated

to the health and well-being of our patients, team

members, and our OSUWMC community.  Our

mission is to improve the lives of our patients and

faculty by providing personalized, patient-centered,

evidence-based medical care of the highest quality.

Our clinical practice meets rigorous standards of

scholarship, and we are devoted to serving as expert

educators and mentors to the next generation of

physicians. 

 

Preferred candidates are BC/BE in Internal Medicine

or Internal Medicine-Pediatrics, have work

experience or residency training at an academic

medical center, and possess excellent inpatient,

teamwork, and clinical skills.

 

OSUWMC is an equal opportunity/affirmative action

employer and encourages applications from women

and minorities. This is not a J-1 opportunity.

Competitive salary & bonus

including a rich benefit

package

Manageable clinical

workload with flexible

scheduling options

Faculty appointment

commensurate with

experience

Opportunities for leadership

& professional development,

research & quality

improvement, and resident

and medical student

teaching in partnership with

the College of Medicine

Robust onboarding and

mentoring program

Ongoing education and

development programs 

Relocation allowance

Sign on bonus

O u r  F a c u l t y  E n j o y :

J o i n  a  L e a d e r  i n  H o s p i t a l  M e d i c i n e

http://go.osu.edu/hospitalmedicine

The Ohio State University Wexner Medical Center

University Hospital
University Hospital East
James Cancer Hospital &
Solove Research Institute

Richard M. Ross Heart Hospital
Dodd Rehabilitation Hospital 
OSU Harding Hospital
Nationwide Children's Hospital (Med-Peds)HospitalMedicine@osumc.edu

NOW INTERVIEWING COMPETITIVE APPLICANTS

supporting our faculty,so they can focus onwhat really matters

Classified Advertising—FIND THE PERFECT FIT! 
For more information on placing your classified advertisement in the next available issue, contact:

Heather Gonroski • 973.290.8259 • hgonroski@mdedge.com
Linda Wilson • 973.290.8243 • lwilson@mdedge.com

Facilities: 

Ballad Health Southwest Virginia 

Johnston Memorial Hospital, Russell County Medical Center, Smyth County 

Community Hospital, Norton Community Hospital, Mountain View Regional 

Medical Center, Lonesome Pine Hospital 

Ballad Health Northeast Tennessee 

Johnson City Medical Center, Holston Valley Medical Center, Bristol Regional 

Medical Center and Hawkins County Memorial Hospital 

 

Hospitalist & Nocturnist Opportunities in SW Virginia & NE Tennessee 

Ballad Health, located in Southwest Virginia and Northeast Tennessee, is 

currently seeking Full Time, BE/BC, Day Shift Hospitalists and Nocturnist 

Hospitalists to join its team. 

Qualified candidates will work within Ballad Health Facilities and will need 

an active Virginia and/or Tennessee license, depending on facility location. 

Full time positions with the following incentives: 

 Hospital Employed (earning potential, exceeding $300K per year)

 Day and Nocturnist Shifts (7 days on – 7 days off)

 Competitive Annual Salary

 Performance Bonus & Production Bonus

 Excellent Benefits

 Generous Sign On Bonus

 Relocation Assistance

 Teaching and Faculty Opportunities with System Residency Programs

 Critical Care Physician Coverage in most of the facilities CCU/PCUs

 Opportunity to Participate in Award-Winning Quality Improvement Projects

Please Contact:

Tina McLaughlin, CMSR

Ballad Health Senior Physician Recruiter

O) 276-258-4580
tina.mclaughlin@balladhealth.org

Hospitalist Opportunities Available
The Berkshires ~
Western Massachusetts

Berkshire Health Systems is currently seeking BC/BE Internal 

Medicine & Med/Peds physicians to join our comprehensive 

Hospitalist Department

• Day, Evening and Nocturnist positions

• 7 on/7 off 10 hour shift schedule

• Previous Hospitalist experience is preferred

Located in Western Massachusetts Berkshire Medical Center is the 

region’s leading provider of comprehensive health care services

• 302-bed community teaching hospital

• A major teaching affiliate of the University of 

Massachusetts Medical School

• The latest technology including a system-wide electronic health record

• A closed ICU/CCU

• A full spectrum of Specialties to support the team.

We understand the importance of balancing work with a healthy 

personal lifestyle

• Located just 2½ hours from Boston and New York City

• Small town New England charm

• Excellent public and private schools

• World renowned music, art, theater, and museums

• Year round recreational activities from skiing to kayaking, 

this is an ideal family location.

Berkshire Health Systems offers a competitive salary and benefits 

package, including relocation.

Interested candidates are invited to contact:

Liz Mahan • (413) 395-7866 

Emahan@bhs1.org

Apply online at: www.berkshirehealthsystems.org
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Climate change, health systems,  
and hospital medicine

Working toward carbon neutrality

By Kevin Conrad, MD, MBA, SFHM

I 
have always enjoyed talking with my patients 

from coastal Louisiana. They enjoy life, em-

brace their environment, and give me a per-

spective which is both similar and different 

than that of residents of New Orleans where I 

practice hospital medicine.

Their hospitalization is often a reflective mo-

ment in their lives. Lately I have been asking 

them about their advice to their children con-

cerning the future of southern Louisiana in ref-

erence to sea rise, global warming, and increasing 

climatic events. More often than not, they have 

been telling their children it is time to move away.

These are a people who have strong devotion to 

family, but they are also practical. More than any-

thing they would like their children to stay and 

preserve their heritage, but concern for their chil-

dren’s future outweighs that. They have not come 

to this conclusion by scientific reports, but rather 

by what is happening before them. This group of 

people doesn’t alarm easily, but they see the un-

relenting evidence of land loss and sea rise before 

them with little reason to believe it will change. 

I am normally not one to speak out about cli-

mate change. Like most I have listened to the 

continuous alarms sounded by experts but have 

always assumed someone more qualified than 

myself should lead the efforts. But when I see 

the tangible effects of climate change both in 

my own life and the lives of my patients, I feel a 

sense of urgency.

12 years
Twelve years. That is the time we have to sig-

nificantly reduce carbon emissions before cata-

strophic and potentially irreversible events will 

occur. This evidence is according to the authors 

of the landmark report by the UN Intergovern-

mental Panel on Climate Change released in 

October 2018. The report states urgent and un-

precedented changes are needed to limit tempera-

ture elevations of 1.5°C and 2°C, as compared with 

the preindustrial era. Exceeding a 2°C elevation 

will likely lead to global adverse events at an un-

precedented level.1

The events forecast by the U.N. report are not 

abstract, particularly as they relate to public 

health. With high confidence, the report outlines 

with high specificity: increases in extreme heat, 

floods, crop failures, and a multitude of economic 

and social stressors which will affect the care of 

our most vulnerable patients.1

This statement by Dana Hanson, MD, president 

of the World Medical Association, summarizes 

the effects of climate change on the delivery of 

health care: “Climate change represents an inev-

itable massive threat to global health that will 

likely eclipse the major pandemics as a leading 

cause of death in the 21st century.”

So, what does the health care system have to do 

with climate change and its primary driver, car-

bon emissions? More than I realized, as the U.S. 

health care industry produces 10% of the nation’s 

carbon emissions.2 If the U.S. health care system 

was a country it would be ranked seventh, ahead 

of the United Kingdom; 10% of all smog and 9% of 

all particulate-related respiratory disease can be 

attributed to the carbon emissions of the health 

care industry. This breaks down to possibly 

20,000 premature deaths per year.2 Our current 

health care industry is a significant driver of en-

vironmentally related disease and will continue 

to be so, unless major change occurs.

Although much of it is behind the scenes, pro-

viding health care 24/7 is a highly energy-inten-

sive and waste-producing endeavor. Many of the 

innovations to reduce carbon emissions that have 

been seen in other industries have lagged behind 

in health care, as we have focused on other issues.

But the health care system is transitioning. It 

strives to address the whole person, including 

where they live, work, and play. A key component 

of this will be addressing our impact on the envi-

ronments we serve. How can we make that argu-

ment if we don’t first address our own impact on 

the climate?

Carbon-neutral health care
Health care is one of the few industries that 

has the economic clout, the scientific basis, the 

community engagement, and perhaps most im-

portantly the motivations to “first, do no harm” 

that could lead a national (if not a global) trans-

formation in environmental stewardship among 

all industries.

Many agree that action is needed, but is essen-

tial that we set specific meaningful goals that 

take into account the urgency of the situation. 

One possible solution is to encourage every 

health care system to begin the process of be-

coming carbon neutral. Simply defined, carbon 

neutrality is balancing the activities that result in 

carbon emissions with activities that reduce car-

bon emissions. Carbon neutrality has become the 

standard by which an industry’s commitment to 

reducing carbon emissions is measured. The mea-

surement is standardized and achievable, and the 

basic concept is understood by most. It results 

not only in long-term benefits to climate change, 

but in immediate improvement of air quality in 

the local community. In addition, achieving car-

bon neutrality serves as a catalyst of new desired 

industries, improves employee morale, and aids in 

recruitment.3

So, what would a carbon-neutral health care 

system look like? In short, sustainability should 

be considered in all of its actions. Risks and 

benefits would be contemplated, as we do with 

all treatments, except now environmental risks 

would be brought into the equation. This in-

cludes the obvious, such as purchasing and sup-

porting the development of renewable energy, 

but also transportation of patients and employ-

ees, food supply chains, and even the use of vir-

tual visits to reduce the environmental impact of 

patient transportation.

I am optimistic that carbon neutrality is 

achievable in the health care sector. It can drive 

economic development and engage the communi-

ty in environmental stewardship efforts. But time 

is of the essence and leaders for these efforts are 

needed now. As hospitalists, we are on the front 

lines of the health care system. We see the direct 

impact of social, economic, and environmental 

issues on our patients. We have credibility with 

both our patients and hospital administration. 

Among all industries, there need to be champions 

of environmental sustainability efforts. Hospital-

ists are uniquely positioned to fill that role.

My concern is that 12 years is right around the 

corner. We are at an inflection point on our efforts 

to reduce carbon emissions and that is good, but 

time has become our enemy. The difference be-

tween terrible and unlivable will be our, and the 

world’s, response to reducing carbon emissions. 

It is time for bold action from us, the health 

care community. It is our moment and our place 

to lead those efforts, so let’s take advantage of 

both this challenge and this opportunity. Con-

sider leading those efforts in your health care 

system.

Dr. Conrad is medical director of community affairs 
and health policy at Ochsner Health Systems in 
New Orleans.
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Some patients who spend three or more 

days in an intensive or critical care unit 

need extended recovery time in an acute-level 

setting before transitioning home. 

These post-intensive care patients can benefit from 

specialized care provided by clinicians with expertise 

in treating critically ill and medically complex patients.  

 

Our interdisciplinary care features daily physician 

oversight, ICU/CCU-level staffing and specially trained 

caregivers that seek to improve outcomes and reduce costly 

readmissions for difficult-to-treat patients.

For a clinical assessment of your medically complex patients needing prolonged acute-level care,  

visit kindredhospitals.com to find our hospital nearest you.

Daily Physician Oversight • ICU/CCU-Level Staffing • Reduced Readmissions
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