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There is consensus that the hospital is an appropriate
place to start chronic medications for conditions that
caused the hospitalization (e.g., aspirin for a patient
admitted with acute myocardial infarction). However,
little is known about physician attitudes toward start-
ing chronic medications for conditions unrelated to
the reason for hospitalization (e.g., aspirin in a patient
with a history of myocardial infarction admitted for
cellulitis). Although hospitalists can identify and rem-
edy potential gaps in the management of chronic con-
ditions, changes in such medications during the
hospital stay can create a number of problems. Con-
textual factors, such as prior medication trials, patient
preferences, and longstanding patterns of disease man-
agement, may be unknown to the inpatient clinician,
and medication confusion, nonadherence, and adverse
effects can result from multiple medication changes.1,2

The lack of consensus about changing chronic medica-
tions for conditions unrelated to the reason for admis-
sion reflects a lack of clarity regarding the risk-benefit
equation in this area.

The study by Breu and colleagues3 in this issue
provides one of the first studies of hospitalist and
primary care physician (PCP) attitudes about chang-
ing chronic medications during hospitalization for
conditions unrelated to the reason for admission.
The authors had hospitalists and PCPs consider six
cases, half involving a medication change related to
the reason for admission and half involving a medi-
cation change unrelated to the reason for admission.
They found that PCPs were more likely than hospi-
talists to feel that inpatient interventions were appro-
priate when unrelated to the reason for admission.
However, the majority of both hospitalists and PCPs
did not feel interventions in these cases were
appropriate.

Although this study provides useful insight into the
attitudes of physicians toward these issues, it is likely
that even more physicians would be skeptical of ini-

tiating chronic medications in the hospital if the sce-
narios reflected the messy reality that often faces
clinicians when patients are hospitalized. The study
asked physician respondents to assume full outpatient
electronic medical record (EMR) access and communi-
cation at discharge. However, in practice, inpatient
physicians often do not have full outpatient EMR
access. If they do have full access to records, they typ-
ically do not have the time to thoroughly review the
chart, leading to over half of internal medicine
patients having at least one medication discrepancy at
admission.4 In addition, communication between hos-
pitalists and PCPs occurs infrequently, and discharge
summaries are often not available by the time of the
first postdischarge clinic visit and lack important
information, such as diagnostic test results and dis-
charge medications.2

We believe that in most clinical settings, the serious
problems that accompany changing medications in
hospitalized patients argue for a judicious approach to
modifying medications for chronic conditions not
related to the reason for hospitalization. However, the
more important question is how the prescribing pro-
cess in hospitalized patients can be re-envisioned in a
manner that allows individualization of these deci-
sions to serve both the short- and long-term needs of
patients. Because the success and appropriateness of
long-term treatment decisions often depends on con-
textual factors, PCP follow-up, and patient medication
compliance, in most cases decisions about initiating
long-term therapy for conditions not central to the
hospital admission should involve each of these cir-
cumstances. Shared decision making models involve
clinicians and patients sharing information, expressing
treatment preferences, deliberating the options, and
coming to an agreement on a treatment plan,5 and
these models have been associated with improved
adherence and disease-specific outcomes.6 Shared deci-
sion making in many cases could be done quickly and
efficiently through a quick check-in with the PCP and
a brief discussion with the patient. When consensus
cannot be reached with these methods, then raising
the issue with the PCP and patient but deferring the
final decision until after discharge would be
appropriate.

In hospitalized patients, less is often more, and min-
imizing the number of nonessential medication
changes may ultimately yield better outcomes.
Although inpatient clinicians can identify important
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gaps in care, the best solutions come from discussions
that can bridge the inpatient-outpatient divide and
ultimately serve the long-term needs of patients.
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