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Hospitalists prepare 
for MACRA, seek more 
changes

From better communica-
tions to extra vigilance to 
high-risk decisions, veteran 
pharmacists outline areas 
for improvement. 

By Thomas R. Collins

I
t’s hard to rank anything in hospi-
tal medicine much higher than 
making sure patients receive the 
medications they 

need. When mistakes 
happen, the care is 
less than optimal, 
and, in the worst cases, 
there can be disastrous 
consequences. Yet, the 
pharmacy process – 
involving interplay 
between hospital-
ists and pharma-
cists – can some-
times be clunky and inefficient, even 
in the age of electronic health records 
(EHRs).

The Hospitalist surveyed a half-dozen 
experts, who touched on the need for 
extra vigilance, areas at high risk for 
miscues, ways to refine communica-
tions and, ultimately, how to improve 
the care of patients. The following are 
tips and helpful hints for frontline 
hospitalists caring for hospitalized 
patients. 

      Avoid assumptions 
and shortcuts when 
reviewing a patient’s 
home medication list.

“As the saying goes, ‘garbage in, 
garbage out.’ This applies to complet-
ing a comprehensive medication 
review for a patient at the time of 

By Kelly Tyrrell

“We heard you and will continue listening.” 
Those were the words that Andrew Slavitt, 

then-acting administrator of the Centers for 
Medicare & Medicaid Services, used in a 
blog post on Oct. 14, 2016.1 (Mr. Slavitt no 
longer maintains that title since the new federal 
administration took office on Jan. 20, 2017.)

  Indeed, when it came to issuing its final 
rules for the Medicare Access and CHIP 
Reauthorization Act of 2015 (MACRA), 
CMS appears to have considered the input 
it received, including that from SHM and 
other physician societies.2

And it seems they are still listening. Since 
issuing the final rule, CMS has continued 
to seek input from stakeholders. The SHM 
and other groups are working to clarify and 
pursue improvements to the bipartisan law. 
Reporting under MACRA begins this year 
and several changes that appeared in the final 
rule already may make living with the law 
less challenging for hospitalists.

CONTINUED ON PAGE 15

CMS issued final rules 
in October, and some 
changes were good 
news for hospitalists.
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ON THE MOVE I By Matthew Pesyna

HOSPITALIST MOVERS 
AND SHAKERS

An introduction to this year’s high achievers in hospitalist medicine.

BUSINESS MOVES

Andrew Auerbach, MD, MPH, SFHM, 
and Vineet Arora, MD, MPP, MHM, 
recently were elected to the new member 

class of American 
Society for Clinical 
Investigation (ASCI) 
for 2017. Members 
must have “accom-
plished meritorious, 
original, creative, and 
independent investi-
gations in the clinical 
or allied sciences of 
medicine and enjoy an 
unimpeachable moral 
standing in the medi-
cal profession.”

Dr. Auerbach and 
Dr. Arora are just 
the third and fourth 
hospitalists to become 
ASCI members. Dr. 
Auerbach is the profes-
sor of medicine in resi-

dence and director of the research division 
of hospital medicine at the University of 
California, San Francisco. Dr. Aurora is 
associate professor of medicine, assistant 
dean for scholarship and discovery, and 
director of graduate medical education’s 
clinical learning environment innovation 
at the University of Chicago. 

Mark V. Williams, 
MD, FACP, MHM, 
director of the Univer-
sity of Kentucky’s 
Center for Health 
Services Research 
(CHSR), recently 
presented at the Inter-
national Conference 

of Hospital Medicine held in Taiwan.
Dr. Williams’s presentation centered on 

the evolution of hospital medicine and the 
role hospitalists might play in the future.

Dr. Williams has been director of the 
CHSR since 2014, while simultaneously 
serving as chief of UK HealthCare’s division 
of hospital medicine. He is the former presi-
dent of the Society of Hospital Medicine.

Olevia M. Pitts, MD, 
SFHM, made history 
at Research Medi-
cal Center in Kansas 
City, becoming the 
first woman and the 
first person of color to 
be named the facility’s 
chief medical officer. 
Dr. Pitts assumed her 
role at the 131-year-old RMC on Jan. 30. 

Dr. Pitts previously served as Kansas 
City/Wichita region senior vice president 
for IPC Healthcare and medical director at 
Kindred Traditional Care Hospital. Prior to 
that, she was lead physician hospitalist with 
Midwest Hospitalist Specialists in Overland 
Park, Mo.

Greta Boynton, MD, SFHM, was promoted 
to the role of associate chief medical officer of 
Sound Physicians’ northeast region. She was 
elevated from her position as regional medical 
director for Sound Physicians, a health care 
organization in 225 hospitals in 38 states. 

Dr. Boynton will be charged with over-
seeing clinical operation of 13 programs, 
120 providers, and a team of regional medi-
cal directors. She joined Sound Physicians 
in 2013 as chief hospitalist and divisional 
chief at Baystate Medical Center in Spring-
field, Mass.

�Sound Physicians, Tacoma, Wash., added to its list of partners on March 1, when 
Eagle Hospital Medicine Practices, Atlanta, joined the Sound group’s organization. 
Eagle’s 150 providers in 16 hospitals across the United States raises Sound’s resume 
to more than 2,500 providers.

Eagle will continue to run its own Locum Connections and Telemedicine divi-
sions.
�The Society of Hospital Medicine’s Center for Quality Improvement recently 
was recognized and honored by the Centers for Medicare & Medicaid Services 
for its patient-safety partnership with CMS. The two entities have maintained a 
relationship since August 2016.

SHM’s Center for QI has participated in weekly CMS webinars to generate 
strategies intended to limit opioid use, including SHM’s pilot RADEO – Reduc-
ing Adverse Drug Events Related to Opioids – program. In January 2017, CMS 
contacted SHM to provide best practices for patients receiving opioids and better 
use data to monitor those patients. 
�University of Iowa Health Care, Iowa City, and Van Buren County Hospital, 
Keosauqua, Iowa, have created a partnership, allowing patients at VBCH access 
to UI hospitalists through a telemedicine connection. The relationship will allow 
VBCH patients to remain at their local hospital – located 90 minutes from Iowa 
City – while getting care and treatment advice from UI hospitalists through video-
conferencing and a shared electronic health record.

With their VBCH provider bedside, patients meet face-to–virtual face with the 
UI hospitalist during twice-daily virtual rounding.

Dr. Auerbach

Dr. Arora

Dr. Williams

Dr. Pitts
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CMS-Forms/CMS-Forms/CMS-Forms-
List.html).
�Electronically: Utilizing the PECOS 
system, provider credentialing offices 
can update existing specialty codes to C6 
(https://pecos.cms.hhs.gov/PECOSWeb-
Maintenance.htm).

This major milestone for hospital medi-
cine demonstrates the continued growth 
and impact of the specialty. Ensure your 
self-election in the PECOS system reflects 
“C6,” your specialty as a hospitalist and 
your commitment to the hospital medicine 
movement.

For more information, visit www.hospi-
talmedicine.org/C6.

Dea Robinson is a member of SHM’s Practice 

Management Committee, Cultural Competency 

Workgroup, and Physician Burnout Workgroup.

Reference 
MLN Matters Number: MM9716 
(https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/MM9716.pdf)

Hospitalists are leaders in designing 
inpatient experience
By Diane Sliwka, MD, Patrick 
Kneeland, MD, Rob Hoffman, MD

Editor’s note: “Everything We Say and Do” is 
an informational series developed by SHM’s 
Patient Experience Committee to provide 
readers with thoughtful and actionable 
communication tactics that have great poten-
tial to positively affect patients’ experience of 
care. This column highlights key takeaways 
from the SHM track of the upcoming 2017 
Cleveland Clinic Patient Experience Empathy 
and Innovation Summit, May 22-24. Three 
hospitalist leaders describe their approach to 
leading the design of the inpatient experience. 

What we say and do, and why 
Like many forms of care improvement, we 
have found that health care providers and 
patients alike engage most proactively when 
they are directly involved in codesigning an 
approach or intervention for improving the 
experience of care. Here are some examples 
of how hospitalists can be effective leaders 
in cocreating the inpatient experience with 
patients and interdisciplinary colleagues. 

Dr. Sliwka: Design principles and 
systems improvement. Inspiring and 
sustaining effective improvement in patient 
experience and the work experience of the 
care team warrants rethinking of how we 
design our leadership, goals, and engage-

ment of the people doing the work. Delib-
erate application of several principles has 
transformed improvement from being 
“another thing we have to do” to “the effec-
tive and engaging way we do things.” Effec-
tive improvement design has included visi-
bility walls, streamlined goals and targets, 
access to real-time data, dyad leadership, 
huddles, and executive leader rounding. 
Through these methods, we nurture a 
culture of support for – and problem solv-
ing by – the people doing the work.

Dr. Kneeland: User-centered design 
retreats. We have implemented experience 
cocreation through user-centered design 
workshops that bring together patient 
voices, nurses, physicians, case managers, 
social workers, and pharmacists from a 
specific inpatient unit. Over half- or full-day 
sessions, the interdisciplinary team follows 
a facilitated “design thinking” approach 
to brainstorm, prototype, and refine new 
ideas. The outputs are brought back to 
the unit for implementation and ongoing 
refinement. Not only do innovative ideas 
emerge for enhancing the experience of care 
for both patients and providers, but there 
is also a measurable impact on unit culture 
and interdisciplinary collaboration.

Dr. Hoffman: Partnering with patient 
and family advisers. Working in close 
partnership with patient and family advis-

ers (PFAs), we redesigned and implemented 
interdisciplinary bedside rounding in a 
way that puts the patient and family at the 
center of the care team. A multidiscipli-
nary group including physicians, advanced 
practice practitioners, case managers, 
pharmacists, and PFAs created daily “care 
team visits” that bring, at a minimum, 
the nurse, provider, and case manager to 
the beside daily. Key concepts we learned 
from our PFAs include having the nurse 
initiate the visit, minimizing the number 
of participants, giving clear introductions 

every time, and focusing explicitly on what 
is most important to the patient that day. 
Our PFAs also actively participated in our 
training sessions for nurses and providers. 
Their stories and feedback at these trainings 
motivated attendees and helped everyone 
understand “why” we bring our conversa-
tions to the bedside. We have seen signifi-
cant improvements in provider and nurse 
satisfaction with collaboration and unit 
level decision making and trends toward 
improved patient satisfaction with commu-
nication and teamwork.

EVERYTHING WE SAY AND DO I Communication tactics from SHM’s Patient Experience Committee

Dr. Sliwka is medical director of patient and provider experience at University of California, 

San Francisco, Health; Dr. Kneeland is medical director for patient and provider experience at 

University of Colorado, Aurora, Hospital; Dr. Hoffman is medical director for patient relations at 

University of Wisconsin-Madison, Health. 

Hospitalist specialty code goes live:  
What ‘C6’ means for you
By Dea Robinson, FACMPE

T
he long wait for the introduction of 
the C6 hospitalist specialty code has 
ended. If you are a provider, hospi-

tal, or hospitalist administrator, this new 
specialty designation is important.

The Centers for Medicare & Medicaid 
Services tracks specialty utilization and 
compares providers across the country 
using codes attached to medical specialties, 
such as cardiology, emergency medicine, 
pediatrics, etc. Until the CMS designated 
hospital medicine as a unique specialty, 
hospitalists were grouped together with 
office-based internal medicine physi-
cians and general practitioners. This lack 
of recognition of the hospitalist specialty 
created two issues. 

The first is one of location. Hospital-
ists practice in hospitals and utilize codes 
that are hospital based, not office based. 
Yet hospitalists have been benchmarked 
against their primary care peers’ utiliza-
tion for many years. 

This major milestone for hospital medicine 

demonstrates the continued growth and 

impact of the specialty.

–Dea Robinson, FACMPE

At this point in time, most if not all 
primary care physicians practice exclu-
sively in the office, so comparison of 
CPT utilization looks unusual when 
benchmarked nationally. What appeared 
as a “spike” was actually normal utiliza-
tion for a hospitalist; however, this coding 
anomaly can lead to pre- or postpayment 
audits.

The second issue is being able to bench-
mark utilization against one’s peers. For 
the first time, hospitalist utilization will be 
considered unique, facilitating more accu-
rate comparisons and fairer assessments of 
hospitalist performance.

Hospitalists can use the C6 specialty code 

during initial enrollment or as an update, 
depending on the individual situation. Note 
that this is a designation for the individ-
ual, not the practice, organization, or bill-
ing company. The C6 specialty code was 
recognized as of April 1, 2017, on submit-
ted claims. You may now change your desig-
nation and should avoid any disruption or 
denial of claims.

There are two places to designate the C6 
specialty codes, depending on whether the 
provider is new to Medicare enrollment or 
is an existing provider:
�Paper: Initial enrollment in the Medi-
care program on form CMS-855I or CMS 
8550 (https://www.cms.gov/Medicare/
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Nontraditional med student hopes to bridge 
common understanding gaps in health care
SHM annual meeting inspires Ryan Gamlin with forward-looking 
programming.

By Felicia Steele

Editor’s note: Each month, SHM puts the 
spotlight on some of our most active members 
who are making substantial contributions to 
hospital medicine. Log on to www.hospital-
medicine.org/getinvolved for more informa-
tion on how you can lend your expertise to help 
SHM improve the care of hospitalized patients. 

This month, The Hospitalist spot-

lights Ryan Gamlin, MD, a nontra-

ditional student at the University of 

Cincinnati College of Medicine. Ryan 

was chosen to present his scien-

tifi c abstract at SHM’s annual meet-

ing in 2016, and encourages medical 

students to utilize SHM’s resources.

Question: Tell TH about your unique 

pathway to medical school. How did 

you become an SHM member?

After 10 years working for and consulting 
large health insurance companies, I was 
increasingly disillusioned with my work 
and the insurance industry and began feeling 
restless. When I considered possible avenues 
to help improve health and the health care 
delivery system, nothing held more intellec-
tual or professional appeal than working on 
problems from the inside as a physician.

  Many issues in our health care deliv-
ery and financing systems stem from lack 
of common understanding; physicians 
rarely speak the same language as admin-
istrators, who in turn do not speak the 
language of policy makers, etc. It’s my goal 
to serve as something of an ideas transla-
tor for these disparate groups within U.S. 
health care – physicians, administrators, and 

policy makers – helping them to make real 
progress, together, on the biggest challenges 
facing our health care system.

This effort to bridge these constituencies 
was my introduction to SHM. I was fortunate 
enough to be selected for the Health Innova-
tions Scholars Program (HISP), an incredible 
quality improvement (QI) and leadership 
development program run by the hospital 
medicine group at University of Colorado. 
Conceived by Jeff Glasheen, MD, and now 
led by Read Pierce, MD, and Emily Gotten-
borg, MD, among many others, HISP brings 
eight medical students together to grow their 
QI toolkit and build leadership skills while 
providing the opportunity to design and run 
a meaningful QI project at the University of 
Colorado’s Anschutz medical campus. Many 
involved with this program – and others 
within the hospital medicine group at the 
University of Colorado – are leaders within 
SHM. With their encouragement, I submit-
ted an abstract based on our HISP project 
and had the good fortune to share our work 
as a podium presentation at Hospital Medi-
cine 2016 in San Diego.

Q: Describe your experience at your 

fi rst annual meeting. Why would you 

encourage medical students to attend?

Hospital Medicine 2016 inspired me. As 
someone interested in the intersection of 
clinical care and the care system itself, I 
was amazed at the depth and breadth of 
forward-looking programming and the 
amount of similarly-inclined people!

I wish that every medical student – irre-
spective of their intended specialty – could 
attend an SHM meeting to witness firsthand 
how a progressive, thriving professional soci-

ety integrates members at all levels (student, 
resident, early-career faculty, and beyond) 
into their work of improving health care.

Q: As a medical student, why is SHM 

benefi cial to your professional growth 

as a future physician?

I see SHM as a “big tent” professional soci-
ety that values insights and expertise from all 
types of physicians, with tangible commit-
ments to support them in the types of 
system-improving work that are important 
to me in my career. SHM’s member resources 
and commitment to students’ and residents’ 
professional development are incomparable.

Q: What are the biggest opportunities 

you see for yourself and other future 

physicians in the changing health care 

landscape?

The days when a physician’s job was limited 
to doctoring are over. Our generation of 
physicians must be great clinicians and 
work to heal a sick health care system. Now 
more than ever, physicians must be systems 

thinkers, designers, and fixers, equipped 
with the tools of quality improvement, 
design thinking, finance, and health policy. 

Opportunities for meaningful improve-
ment exist at every level, from care teams 
to health systems, the health care industry, 
and policy at every level. I would encourage 
those at any stage of their careers to find 
an area that they’re excited about or inter-
ested in. Seek out information and mentors 
in that area at their institutions or within 
SHM, and just start working on something. 

There is a tremendous amount of uncer-
tainty in health care; reimbursement para-
digms are changing, clinical expectations 
only grow, and the forces competing for 
every doctor’s limited time seem unlim-
ited. Uncertainty is uncomfortable, but it 
also means opportunity. I’m excited to see 
the commitment to leadership from SHM 
and so many of its members. It has never 
been more necessary. 

Felicia Steele is SHM’s communications 

coordinator.

Q&A

After 10 years working for and 

consulting large health insurance 

companies, I was increasingly 

disillusioned with my work and 

the insurance industry and began 

feeling restless.

–Ryan Gamlin, MD

The latest news, events, 
programs, and SHM 
initiatives.

By Brett Radler

SHM gives QI a new look
� SHM is proud to announce that 
its Center for Hospital Innovation 
& Improvement has a fresh look and 
name: SHM’s Center for Quality 
Improvement. While the name may 
have changed, SHM’s Center for QI 
will remain your partner in quality and 
patient safety.

“SHM’s Center for QI provides a 
comprehensive set of resources and 

programs to support hospitalists and other 
hospital clinicians as they work to improve 
quality and safety in their hospitals,” says 
Eric E. Howell, MD, MHM, senior physi-
cian adviser for SHM’s Center for QI. 

SHM’s Center for QI’s mentored 
implementation programs are deployed 
in hundreds of hospitals and have been 
recognized with the John M. Eisenberg 
Award. More recently, its opioid-safety 
program (RADEO) was recognized by the 
Centers for Medicare & Medicaid Services 
for its efforts to enhance patient safety.

Visit http://www.hospitalmedicine.org/
QI to learn more about SHM’s Center for 
QI and about opportunities for partner-
ships, solutions, and tools to address your 
QI needs.

PHM 2017 is coming! Book 
your ticket to Nashville today
�Pediatric Hospital Medicine (PHM) 
2017 is the largest, leading educational 
event for health care professionals who 
specialize in the care of hospitalized chil-
dren. This year’s meeting will be held July 
20-23 at the Omni Nashville in Tennessee.

Attendees will have the opportunity to 

network with colleagues from across the 
nation, learn from renowned faculty from 
throughout the discipline, and acquire 
skills, tools, and resources to directly bene-
fit their patients and practice.

PHM 2017 has been designed to 
provide participants with tools to improve 
clinical skills and practice, address 
management issues, lead change and 
innovation within their institutions, and 
network with thought leaders to collabo-
rate and learn about new innovations.

View the full meeting schedule, educa-
tional objectives, and more at www.
peds2017.org.

Mr. Radler is Communications Specialist at the 

Society of Hospital Medicine.

NEWS & NOTES
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W
hen approached for advice regard-
ing the evaluation of job offers after 
completion of training, specific 

day-to-day duties (shift length, teaching 
time, ICU coverage, and so on), and the 
overall gestalt of the interview experience, 
I find that location, lifestyle, and pay are 
the most consistent and common themes. 

People often assume that pay is relatively 
straightforward, since it can be summarized 
in a number in the offer, whereas the other 
factors are harder to evaluate. However, it 
turns out pay is more 
complex. As a result, 
the last several State 
of Hospital Medicine 
reports have sought 
to evaluate compen-
sation packages more 
thoroughly.

In the 2014 report 
– derived from a 2014 
survey and Medical 
Group Management Association results 
obtained through questionnaires focusing 
on provider compensation, production, 
and retirement benefits – SHM broke 
down compensation into base pay, produc-
tion, and performance, which was further 
broken down into specific performance 

incentive measures. The SHM survey 
also looked at the overall annual value of 
benefits per full-time physician hospital-
ist, including retirement, federal and state 
payroll taxes, and employer contributions 
for health, life, disability, and other insur-
ances (excluding malpractice). Finally, the 
survey looked at paid time off. 

In 2016, the survey started including pay 
increases by years of experience, as well as 
CME dollars allotted per year per hospital-
ist. The goal was to gain deeper insight into 
the entire financial package, which is tied to 
a particular hospitalist job.

As far as the 2014 and 2016 SHM survey 
results, there are several interesting findings. 
Base pay makes up the majority of earn-
ings for all types of hospitalists. In academic 
hospitalist groups, more of the total pack-
age of compensation comes from base pay, 
compared with nonacademic groups, where 
production and performance pay play a 
bigger role. 

Of interest, despite the increased national 
attention on quality of care, productivity-
based pay increased again (10.5%-14.7%), 
while performance-based pay (usually tied 
to quality and safety metrics) decreased 
(6.6%-5.7%) among groups serving adults. 
Consistent with prior trends for adults-

only hospitalists, the Southern region of 
the country had the highest percentage of 
pay derived from productivity (18.8%), as 
well as of overall compensation in the 2016 
report. 

For hospitalists serving both adults and 
children, there was a smaller increase in pay 
derived from production (12.4%-13.2%), 
while pay derived from performance 
dropped more dramatically (8.9%-3.9%). 

For hospitalists serving only children, 
the opposite occurred: Pay derived from 
production fell from 10.7% to 2.8%. While 
it is not yet clear why compensation, over-
all, is moving into closer alignment with 
productivity, rather than performance on 
quality and safety metrics, one hypothesis 
is that work relative value units used for 
calculating productivity are easier to tie to 
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Survey insights: Unwrapping the compensation package 

Dr. Anoff

Breakdown of compensation among groups serving adults
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Filling the gap:  
Hospitalists & palliative care
There is now an important opportunity for hospitalists to lead 
prognosis and goals of care communication for their patients.

By Wendy G. Anderson, MD, MS

M
ost Americans diagnosed with serious illness will 
be hospitalized in their last months. During these 
hospitalizations, hospitalists direct their care. 

For seriously ill patients, consultation with palliative 
care specialists has been shown to promote patient- and 
family-centered care, ensuring that care is consistent with 
patients’ goals, values, and preferences. Yet, many hospital-
ized patients lack access to palliative care consultation, and 
specialists have identified key domains of primary pallia-
tive care that can be delivered by nonspecialists.

There is now an important opportunity for hospitalists 
to lead prognosis and goals of care communication for 
their patients. To succeed in this role, hospitalists need 
training and structural support that may not yet be avail-
able to them.

To fill this gap, SHM’s Center for Quality Improvement 
partnered with The Hastings Center, a world-renowned 
bioethics research institution, to develop a resource room 
focused on hospitalists’ role in providing high-quality 
communication about prognosis and goals of care. The 
resource room presents a Prognosis and Goals of Care 
Communication Pathway, which highlights key processes 
and maps them onto the daily workflows of hospitalist 
physicians.

The care pathway is grounded in palliative care 
communication research and the consensus guidance 
of The Hastings Center Guidelines for Decisions on Life-
Sustaining Treatment and Care Near the End of Life. It was 
informed by a national stakeholder meeting of hospital-
ists, other hospital clinicians, patient and family advo-
cates, bioethicists, social scientists, and other experts, who 
identified professional values of hospital medicine aligned 
with communication as part of good care for seriously ill 
patients.

A collaborative interdisciplinary work group convened 
by SHM and including hospitalists, palliative medicine 
physicians, a bioethicist, and a palliative nursing special-
ist constructed the care pathway in terms of key processes 
occurring at admission, during hospitalization, and in 
discharge planning to support primary palliative care inte-
gration into normal workflow. The resource room also 
includes skills-building tools and resources for individual 
hospitals, teams, and institutions.  

The work group will present a workshop on the care 
pathway at Hospital Medicine 2017: “Demystifying Diffi-
cult Decisions: Strategies and Skills to Equip Hospitalists 
for High-Quality Goals of Care Conversations with Seri-
ously Ill Patients and Their Families.” For more informa-
tion on the resource room, visit www.hospitalmedicine.
org/EOL.

Dr. Anderson is associate professor in residence in the 

division of hospital medicine at the University of California, 

San Francisco. She also serves as attending physician in 

the Palliative Care Program and codirector of the School of 

Nursing Interprofessional Palliative Care Training Program at 

UCSF.

an individual hospitalist than are quality 
and safety outcomes.

Looking specifically at items included 
amongst the performance metrics shows 
that there is a clear trend toward more 
emphasis on patient experience, which 
fits with the implementation of the Value-
Based Purchasing Program and Episode 
Payment Models. Other common perfor-
mance metrics include readmission rates, 
measures related to patient flow, and 
mortality rates. Measures of citizenship, 
examples of which may be participation 
in hospital committees and leadership 
of inpatient quality initiatives, remain 
common for many groups. Overall, core 
measures are receiving less focus, a trend 
that fits with the decrease in mandatory 
core measure reporting. Finally, there is 
a rapidly decreasing emphasis on perfor-
mance measures related to utilization of 

electronic health records. 
Employee benefits, as previously defined, 

increased among hospitalists caring for 
adults only and those caring for adults 
and children, with a mean increase in both 
groups of $5,000. The most generous bene-
fits were typically seen at university-based 
academic medical centers. Amongst adult-
only hospitalists, academic groups offer 
benefits worth $8,000-$9,000 more per 
year than in nonacademic groups. Lower 
benefits were common among practices 
in the Eastern region and in groups with 
four or fewer full-time hospitalists. The 
2016 survey data on CME dollars revealed 
a median of $3,000-$4,000 per year, with 
higher amounts provided in nonacademic 
groups. 

Paid time off (PTO) from work is an 
ongoing topic of interest on venues such 
as HMX forum, and, in the surveys, PTO 
remained fairly consistent among groups 
caring for adults only and those caring for 

adults and children, with only 30%-40% 
of groups offering PTO. The number of 
PTO hours offered vary substantially, 
however, ranging from a mean of 126 
hours up to 216.4 hours annually. Future 
analysis of PTO will benefit from a deeper 
understanding of how many hours equate 
to a shift. 

Finally, the 2016 survey asked about 
automatic pay increases based strictly on 
overall experience or length of employ-
ment with the group. Roughly one-fifth 
to one-third of groups provided some sort 
of salary increase based on experience in 
2015. This practice was more common in 
the Southern region and in nonteaching 
hospitals. These data raise the complex 
topic of seniority among hospitalists and 
how to define it. If seniority is not recog-
nized in pay, how commonly are groups 
recognizing it in other ways, such as in 
preferences related to time on certain 
services, shift type, or vacation requests? 

The expanded survey on hospitalist pay, 
in addition to the biannual comparison of 
prior data, will likely continue to add value 
in assessing and exploring the entire package 
of compensation. Additional topics of inter-
est moving forward might include better 
understanding of parental leave, sick time, 
and the comparison between compensation 
packages for physician hospitalists and those 
for inpatient Nurse Practitioners and Physi-
cian Assistants.

Dr. Anoff is associate professor of clinical 

practice, division of hospital medicine, 

department of medicine, University of Colorado 

at Denver.
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QI enthusiast to QI leader
Bridging a love for teaching and for driving improvement.
By Claudia Stahl

Editor’s Note: This new series highlights the 
professional pathways of quality improve-
ment leaders. This month features the story of 
Jennifer Myers, director of quality and safety 
education at the University of Pennsylvania, 
Philadelphia.

E
ven as a junior physician, Jennifer Myers, 
MD, FHM, embraced the complexities 
of the hospital system and the opportu-

nity to transform patient care. She was one 
of the first hospitalists to participate in and 
lead quality improvement (QI) work at the 
University of Pennsylvania Medical Center 
more than 10 years ago, where, “in that role, 
I got to know almost everyone in the hospital 
and got an up-close view of how the hospital 
works administratively,” she recalled.

The experience taught Dr. Myers how 
little she knew at that time about hospi-
tal operations, and she convinced hospi-
tal administrators that a mechanism was 
needed to prepare the next generation of 
leaders in QI and patient safety. In 2011, 

with the support of a career development 
award from the Josiah Macy Jr. Foundation, 
Dr. Myers formulated a quality and patient 
safety curriculum for residents of Penn 
Medicine, as well as a more basic introduc-
tory program for medical students. 

Today, Dr. Myers serves as director of 
quality and safety education in the Depart-
ment of Medicine at the University of 
Pennsylvania, Philadelphia, and director 
of Penn’s Center for Health Care Improve-
ment in Patient Safety. These roles unite 
her interest in shaping the career develop-
ment of faculty and fellows, and system 
science.

“You will always do your best in work that 
you are passionate about,” she said, advis-
ing others to do the same when choosing 
their career pathways. “Find others who are 
interested in – or frustrated by – the same 
things that you are, and work with them 
as you begin to shape your projects. If it’s 
the opioid epidemic, partner with someone 
in the hospital with an interest in making 
informed prescribing decisions. If it’s work-
ing with residents in quality, find a chief 

resident to help you develop an educational 
pathway or elective.”

Dr. Myers says that hospitalists who func-
tion at the intersection 
of the ICU, the ER, 
and inpatient care are 
naturally suited for 
leadership positions 
in quality and patient 
safety, “but, if you are 
a hospitalist aspiring 
to be a chief quality 
or medical officer or 
(someone) who wants 
to know the field more deeply, I recommend 
getting advanced training.”

Hospitalists now have multiple educa-
tional opportunities in QI to choose from, 
but that was not the case 7 years ago when 
SHM leaders invited Dr. Myers to develop 
and lead the Quality and Safety Educators 
Academy (QSEA). The 2.5-day program 
trains medical educators to develop curricula 
that incorporate quality improvement and 
safety principles into their local institutions. 
“We give them the core quality and safety 

knowledge but also the skills to develop 
and assess curricula,” Dr. Myers said. “The 
program also focuses on professional devel-
opment and community building.”

While education is important, Dr. Myers 
says that a willingness to take risks is a greater 
predictor of success in QI. “It’s a very experi-
ential field where you learn by doing. What 
you have done, and are willing to do, is more 
important than the training that you’ve had. 
Can you lead an initiative? Do you commu-
nicate well with people and teams? Can you 
articulate the value equation?”

She also advises hospitalists to find multi-
ple mentors in quality work. “We talk a 
lot about that at QSEA,” Dr. Myers said. 
“It’s important to have the perspectives of 
people inside and outside of your institu-
tion. That’s also where the SHM network 
is helpful. Mentorship is a pillar of [many 
activities] at the annual meeting ... and [at] 
programs like the Academic Hospitalist 
Academy and QSEA.”

Claudia Stahl is a content manager for the 

Society of Hospital Medicine.

Dr. Myers
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The latest news, events, 
programs, and SHM initiatives.

By Brett Radler

Benchmark your HMG appropriately with 
the State of Hospital Medicine Report
�The State of Hospital Medicine Report continues to be 
the best source of detail regarding the configuration and 
operation of hospital medicine groups. The biennial 
report provides current data on hospitalist compensation 
and production, in addition to cutting-edge knowledge 
covering practice demographics, staffing levels, turno-
ver, staff growth, compensation methods, and financial 
support for solid, evidence-based management decisions. 

“We’ve used data from the report to hold more informed 
discussions with the group that provides our note-coding 
services and to determine how to benchmark our nocturn-
ists’ workloads and pay,” said Andrew White, MD, SFHM, 
director of the Hospital Medicine Service at the Univer-
sity of Washington in Seattle. “The results are broken 
into region and academic practice type, which gives me 
the confidence that I’m looking at results from groups like 
mine, rather than comparing to the country-wide average.”

The report is designed for hospital medicine leaders 
(both physician leaders and nonphysician practice admin-
istrators and executives), as well as frontline hospitalists, 
nurse practitioners, physician assistants, pediatricians, and 
internal and family medicine physicians.

In addition to the print version, the 2016 State of Hospi-
tal Medicine Report is also available in an enhanced, fully 
searchable digital version. To order your copy in either print 
or digital, visit www.hospitalmedicine.org/survey. 

Learn how to drive change as a 
leader in hospital medicine
�A successful hospitalist program requires strong leadership 
from the floor to the C-suite. SHM’s Leadership Academy 
prepares clinical and academic leaders with vital skills that, 
traditionally, are not taught in medical school or typical resi-
dency programs. This year’s meeting will be held Oct. 23-26 
at the JW Marriott Camelback Inn in Scottsdale, Ariz.

NEWS & NOTES

By Brett Radler

T
he Society of Hospital Medicine is part 
of a patient safety research group that 
received the prestigious 2016 John M. 

Eisenberg Award for Innovation in Patient 
Safety and Quality presented annually by 
The Joint Commission and the National 
Quality Forum, two leading organizations 
that set standards in patient care as part of 
the I-PASS Study Group.

I-PASS comprises a suite of educational 
materials and interventions dedicated 
to improving patient safety by reducing 
miscommunication during patient handoffs 
that can lead to harmful medical errors. The 
team in SHM’s Center for Quality Improve-

ment has been instrumental in supporting 
the I-PASS Study Group, which represents 
more than 50 hospitals from across North 
America.

“The Eisenberg Award for Innovation 
represents the highest patient safety and 
quality award in the country, and we are 
honored to be recognized for our role 
in this important program,” said Jenna 
Goldstein, director of SHM’s Center for 
Quality Improvement. “Our team’s partic-
ipation in developing and sustaining the 
SHM I-PASS mentored implementation 
demonstrates our commitment to ensure 
safe and high-quality care for hospitalized 
patients.”

SHM previously won the 2011 Eisen-

berg Award at the national level for its 
mentored implementation program 
model. Through its mentored implemen-
tation framework and project manage-
ment, SHM has supported the I-PASS 
program across the country at 32 hospitals 
of varying types, including pediatric and 
adult hospitals, academic medical centers, 
and community-based hospitals. SHM has 
offered both an I-PASS mentored imple-
mentation program, in which a physician 
mentor coaches hospital team members 
on evidence-based best practices in process 
improvement and culture change for safe 
patient handoffs, and an implementation 
guide, which contains strategies and tools 
needed to lead the quality improvement 

effort in the hospital. 
In a large multicenter study published 

in the New England Journal of Medicine, 
implementation of I-PASS was associated 
with a 30% reduction in medical errors that 
harm patients. An estimated 80% of the 
most serious medical errors can be linked to 
communication failures, particularly during 
patient handoffs.

In addition to its work with I-PASS, SHM’s 
Center for Quality Improvement plays a 
prominent role in developing tools that 
empower clinicians to lead quality improve-
ment efforts in their institutions.

Brett Radler is SHM’s communications 

specialist.

SHM receives Eisenberg Award as part 
of I-PASS Study Group
Award recognized contributions to improving patient safety

New for Leadership Academy 2017, Strategic Essen-
tials (formerly Leadership Foundations), Influential 
Management, and Mastering Teamwork will be available 
to all attendees, regardless of previous attendance. SHM 
provides recommendations for interested registrants so 
they can determine which course fits them best in their 
leadership journey.

Take the Strategic Essentials course to evaluate your 
personal leadership strengths and weaknesses, understand 
key hospital drivers, and more. 

If you are looking to learn skills needed to drive culture 
change through specific leadership behaviors as well as 
financial storytelling, then Leadership: Influential 
Management would be a great course for you. 

The third course, Leadership: Mastering Teamwork, 
will help attendees learn to critically assess program 
growth opportunities, lead and motivate teams, and 
design effective communication strategies. Learn more 
at www.shmleadershipacademy.org.

  
Stay ahead of the MACRA curve with SHM 
�The Medicare Access and CHIP Reauthorization Act 
(MACRA) put into motion the new Quality Payment 
Program, which replaces past pay-for-performance 
programs, such as the Physician Quality Reporting 
System and physician value-based modifier. The new 
program has many complicated requirements, and hospi-
talists will be impacted.

The first year of the program has flexible participation, yet 
hospitalists need to do at least one thing (report one quality 
measure, attest to one improvement activity) in the program 
in order to avoid a 4% penalty to Medicare payments. 2017 
is the first reporting year, so now is the time for providers to 
familiarize themselves with the requirements.

To support hospitalists who are looking for hospital 
medicine–specific ways to participate and avoid penal-
ties, SHM hosted a webinar that is now available at www.
macraforhm.org under “Resources.” SHM’s policy staff 
broke down the program requirements and went into 
detail on ways in which hospitalists can and should partic-
ipate in the new program. Updates and other resources are 
also available at www.macraforhm.org. 

Looking to be a speaker at 
Hospital Medicine 2018?
�The Society of Hospital Medicine reminds you to submit 
your workshop proposal for the 2018 Annual Meeting to 
be held April 8-11, 2018, at the Orlando World Center 
Marriott. Workshops should involve topics in 1 of 10 cate-
gories: clinical, career development, research, academic, 
patient experience/communication, perioperative, infor-
mation technology, practice management, quality and 
patient safety, and evidence‐based medicine/high‐value 
care. Each workshop should last 90 minutes.  

Proposals that are the most likely to be accepted will 
be innovative as well as highly interactive, utilizing small 
groups and limiting didactic/lecture content. Workshops 
previously presented at national or regional meetings will 
be considered. Four faculty members from each workshop 
that is accepted will receive 50% off their annual meeting 
registration, although workshops may include a maximum 
of six additional facilitators.

The submission deadline is Friday, May 12, 2017 at 
8:00 a.m. EST. Visit www.hospitalmedicine2018.org for 
more information.

Mr. Radler is Communications Specialist at the Society of 

Hospital Medicine.



www.the-hospitalist.org  I  MAY 2017  I  THE HOSPITALIST   13

admission to the hospital, to ensure the 
patient is started on the right medica-
tions,” said Lisa Kroon, PharmD, chair of 
the department of clinical pharmacy at the 
University of California, San Francisco.

  Even though EHRs are becoming more 
connected, they don’t provide all the 
details. Just because a medication is on 
the medication list doesn’t mean patients 
are actually taking it. They also might 
be taking it differently than prescribed, 
Dr. Kroon said. Patients and caregivers 
should be asked what medications they’re 
actually taking, as well as the strength of 
the tablet, how many at a time and how 
often, and at what time of the day they 
are taking them.

The EHR “is often more of a record of 
which medications have been ordered by a 
provider at some point,” she notes.

Doug Humber, PharmD, clinical profes-
sor of pharmacy at the University of Califor-
nia, San Diego, said hospitalists should be 
sure to ask patients about over-the-counter 
drugs, herbals, and nutraceuticals.

  “Some of those medications may interact 
with prescribed medication in the hospital,” 
he said. “The most complete data that we 
have on a patient’s medication list coming 
in clearly sets [us] up for success, in terms 
of making medication therapy safer for the 
patients while they’re here.”

Dr. Kroon encourages hospitalists to 
conduct a complete medication review, 
which helps determine what should be 
continued at discharge.

“Sometimes, not all medications a patient 
was taking at home need to be restarted, such 
as vitamins or supplements, so avoid just 
entering, ‘Restart all home meds,’ ” she said.

        Pay close attention to 
adjustments based on 
liver and kidney function. 

“A hospitalist may take a more hands-off 
approach and just make the assumption 
that their medications are dose adjusted 

appropriately, and I think that might be a 
bad assumption. [Don’t assume] that things 
are just automatically going to be adjusted,” 
Dr. Humber said.

Mohamed Jalloh, PharmD, a pharmacist 
and a spokesman for the American Phar-
macists Association, concurs. He said that 
most mistakes are related to “kidney [or] 
liver adjustments.”

  That said, hospitalists also need to be 
cognizant of adjustments for reasons that 
aren’t kidney  or liver related.

“It is well known that patients with 
renal and hepatic disease often require 
dosage adjustments for optimal therapeu-
tic response, but patients with other char-
acteristics and conditions also may require 
dosage adjustments due to variations in 
pharmacokinetics and pharmacodynamics,” 
said Erika Thomas, MBA, RPh, a pharma-
cist and director of the Inpatient Care Prac-
titioners section of the American Society of 
Health-System Pharmacists. “Patients who 
are obese, elderly, neonatal, pediatric, and 
those with other comorbidities also may 
require dosage adjustment.” 

  Drug-drug interactions might call for 
unique dosage adjustments, too, she adds.

        Carefully choose 
drug-information sources.

Dr. Jalloh said that one of the roots of 
inappropriate dosing is simply “a lack 
of time and money to look at credible 
resources.” Free drug-information apps 
might not have the extensive information 
needed to make all the right decisions, 
such as adjustments for organ function, he 
said. More comprehensive apps are expen-
sive, he admits, and sometimes even those 
apps contain gaps.

“Hospitalists can contact drug-informa-
tion centers that answer complex clinical 
questions about drugs if they do not have 
the time to explore themselves,” he said. 

Creighton University, Omaha, Neb., for 

things pharmacists want 
hospitalists to know

CONTINUED FROM PAGE 1

“As the saying goes, ‘garbage in, 

garbage out.’ This applies to completing 

a comprehensive medication review for 

a patient at the time of admission to the 

“The most complete data that we have 

on a patient’s medication list coming in 

clearly sets [us] up for success, in terms 

of making medication therapy safer for 

hospital, to ensure the patient is started on the right 

medications.” 
–Lisa Kroon, PharmD

the patients while they’re here.”

 –Doug Humber, PharmD

example, has such a center that has been 
nationally recognized.

        Carefully review patients’ 
medications when they 
transfer from different 
levels of care.

Certain medications are started in the 
ICU that may not need to be continued 
on the non-ICU floor or at discharge, said 
MacKenzie Clark, PharmD, program phar-
macist at the University of San Francisco. 
One example is quetiapine, which is used 
in the ICU for delirium. 

“Unfortunately, we are seeing patients 
erroneously continued on this [medication] 

on the floor. Some are even discharged on 
this [med],” Clark said, adding that a specific 
order set can be developed that has a 72-hour 
automatic stop date for all orders for quetia-
pine when used specifically for delirium. 

“[The order set] can help reduce the 
chance that it be continued unnecessarily 
when a patient transfers out of the ICU,” 
she explains.

Another class of medication that is often 
initiated in the ICU is proton-pump inhibi-
tors for stress ulcer prophylaxis. Continu-
ing these on the floor or at discharge, Clark 
said, should be carefully considered to avoid 
unnecessary use and potential adverse effects.

Ingram Publishing/Thinkstock

CONTINUED ON FOLLOWING PAGE
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        Seek opportunities to 
change from intravenous 
to oral medications – it 
could mean big savings. 

Intravenous medications usually are more 
expensive than oral formulations. They also 
increase the risk of infection. Those are two 
good reasons to switch patients from IV to 
oral (PO) as early as possible.

“We find that physicians often don’t know 
how much drugs cost,” said Marilyn Stebbins, 
PharmD, vice chair of clinical innovation at 
University of California, San Francisco. 

A common example, she said, is IV aceta-
minophen, the cost of which skyrocketed 
in 2014. Institutions can save significant 
dollars by limiting use of IV acetaminophen 
outside the perioperative area to patients 
unable to tolerate oral medications. For 
patients who are candidates for IV aceta-
minophen, consider setting an automatic 
expiration of the order at 24 hours. 

Hospitalists can help reduce the drug 
budget by supporting IV-to-PO programs, in 
which pharmacists can automatically change 
an IV medication to PO formulation after 
verifying a patient is able to tolerate orals.

        Consider a patient’s 
health insurance coverage 
when prescribing a 
drug at discharge.

“Don’t start the fancy drug that the patient 
can’t continue at home,” said Ian Jenkins, 
MD, SFHM, a hospitalist and health 
sciences clinical professor at the Univer-
sity of California, San Diego, and member 
of the UCSD pharmacy and therapeutics 
committee. “New anticoagulants are a great 
example. We run outpatient claims against 
their insurance before starting anything, as 
a policy to avoid this.”

        Tell the pharmacist 
what you’re thinking.

Dr. Jenkins uses a case of sepsis as an example:
“If you make it clear that’s what’s happen-

ing, you can get a stat loading-dose infused 
and meet [The Joint Commission] goals for 
management and improve care, rather than 

just routine antibiotic starts,” he said.
  Another example is anticoagulants:
“Why are you starting the anticoagulant? 

Recommendations could differ if it’s for acute 
PE [pulmonary embolism] versus just bridg-
ing, which pharmacists these days might 
catch as overtreatment,” he said. “Keep [the 
pharmacy] posted about upcoming changes, 
so they can do discharge planning and antici-
pate things like glucose management changes 
with steroid dose fluctuations.”

        Beware chronic medications 
that are not on the 
hospital formulary.

Your hospital likely has a formulary for 
chronic medications, such as ACE inhibi-
tors, angiotensin receptor blockers, and 
statins, which might be different than what 
the patient was taking at home. So, changes 
might need to be made, Dr. Clark said.

“Pharmacists can assist in this,” she said. 
“Often, a ‘therapeutic interchange program’ 
can be established whereby a pharmacist can 
automatically change the medication to a 
therapeutically equivalent one and ensure 
the appropriate dose conversion.”

At discharge, the reverse process is 
required. 

“Be sure you are not discharging the 
patient on the hospital formulary drug [e.g., 
ramipril] when they already have lisinopril 
in their medicine cabinet at home,” Dr. 
Clark said. “This can lead to confusion by 
the patient about which medication to take 
and result in unintended duplicate drug 
therapy or worse. A patient may not take 
either medication because they aren’t sure 
just what to take.”

        Don’t hesitate to rely on 
pharmacists’ expertise.

“To ensure that patients enter and leave the 
hospital on the right medications and [that 
they are] taken at the right dose and time, 
do not forget to enlist your pharmacists to 
provide support during care transitions,” 
Dr. Stebbins said. 

Dr. Humber said pharmacists are 
“uniquely qualified” to be medication 
experts in a facility, and that “kind of expe-
rience and that type of expertise to the care 

“It is well known that patients with renal and hepatic disease often require dosage adjustments for 

optimal therapeutic response, but patients with other characteristics and conditions also may require 

dosage adjustments due to variations in pharmacokinetics and pharmacodynamics.” 
–Erika Thomas, MBA, RPh

“Hospitalists can contact drug-

information centers that answer 

complex clinical questions about 

drugs if they do not have the time to 

“Don’t start the fancy drug that the 

patient can’t continue at home. New 

anticoagulants are a great example. We run 

outpatient claims against their insurance 

explore themselves.”  

 –Mohamed Jalloh, PharmD

before starting anything, as a policy to avoid this.”

 –Ian Jenkins, MD, SFHM

of the hospitalized patient is paramount.”
Dr. Thomas said that pharmacists can 

save hospitalists time.
“Check with your pharmacist on avail-

able decision-support tools, available infu-
sion devices, institutional medication-
related protocols, and medications within 
a drug class.”

Additionally, encourage pharmacists to 
join you for rounds, if they’re not already 
doing so. Dr. Humber also said hospitalists 
should consider more one-on-one commu-
nications, noting that it’s always better to 
chat “face to face than it is over the phone 
or with a text message. Things can certainly 
get misinterpreted.”

            Consider asking a 
pharmacist for advice 
on how to administer 
complicated regimens.

“Drugs can be administered in a variety of 
ways, including nasogastric, sublingual, oral, 
rectal, IV infusion, epidural, intra-arterial, 
topical, extracorporeal, and intrathecal,” Dr. 
Thomas said. “Not all drug formulations 
can be administered by all routes for a variety 
of reasons. Pharmacists can assist in deter-
mining the safest and most effective route of 
administration for drug formulations.”

          Not all patients need broad-
spectrum antibiotics for a 
prolonged period of time.

According to the Centers for Disease 
Control and Prevention, 20%-50% of all 
antibiotics prescribed in U.S. acute care 
hospitals are either unnecessary or inap-
propriate, Dr. Kroon said.

“Specifying the dose, duration, and indi-
cation for all courses of antibiotics helps 

promote the appropriate use of antibiot-
ics,” she noted.

Pharmacists play a large role in antibiotic 
dosing based on therapeutic levels, such as 
with vancomycin or on organ function, as 
with renal dose adjustments; and in iden-
tifying drug-drug interactions that occur 
frequently with antibiotics, such as with 
the separation of quinolones from many 
supplements. 

           For orders of 
medication, a complete 
and legible signature 
is required.

With new computerized physician order 
entry ordering, it seems intuitive that 
what a physician orders is what they want, 
Dr. Kroon said. But, if medication orders 
are not completely clear, errors can arise 
at steps in the medication-management 
process, such as when a pharmacist verifies 
and approves the medication order or at 
medication administration by a nurse. To 
avoid errors, she suggests that every medi-
cation order have the drug name, dose, 
route, and frequency. She also suggested 
that all “PRN” – as needed – orders need 
an indication and additional specificity if 
there are multiple medications.

For pain medications, an example might 
be: “Tylenol 1,000 mg PO q8h prn mild 
pain; Norco 5-325mg, 1 tab PO q4h prn 
moderate pain; oxycodone 5 mg PO q4h 
prn severe pain.” This, Dr. Kroon explains, 
allows nurses to know when a specific medi-
cation should be administered to a patient. 
“Writing complete orders alleviates unnec-
essary paging to the ordering providers and 
ensures the timely administration of medi-
cations to patients,” she said.
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a composite score. However, this is not yet 
well defined, and the option is not available 
in 2017. The CMS said that it will continue 
to seek feedback on the structure and imple-
mentation of virtual groups in future years.1

Hospitalists may find themselves 
presented with another option for perfor-
mance measurement, Dr. Greeno said. The 
SHM has asked CMS to consider allowing 
hospitalists to align with their hospital facil-
ity instead of being measured separately.

“Hospitalists are in the unique position 
of working at only one acute care hospital, 
for the most part, and we actually floated 
this idea around years ago, to give hospital-
ists the option for all their quality metrics – 

not as a standalone physician group – to be 
judged on hospital performance metrics,” 
he said, adding, “It would be easier if we 
could do this for everybody, but not all 
hospitalist groups that work for hospitals 
may want to do that.”

Dr. Dutta said that this would be “a great 
and efficient option,” especially since hospi-
talists oversee the bulk of quality improve-
ment activities in their hospitals.

“Hospital-level data would be a reflection 
of what we’re involved in, as the bulk of hospi-
talists not only provide clinical care but also 
participate in a multitude of hospital activi-
ties,” she said, such as “helping to develop and 
promote practices around high-value care, to 
serving on groups like safe transitions in care. 
It’s hospitalists who are usually the hospital 
leaders around quality improvement.”

This includes coming up with ways to 
work with pharmacists at patient admis-
sion and on medication reconciliation 
upon discharge, as well as providing input 
on clinical protocols, such as what should 
be done when someone falls or when potas-
sium is high, Dr. Dutta said.

“Performance should be tied to the 
performance of the hospital. It moves in 
the right direction to force more collabora-
tion and a joint fate,” Dr. Berenson added.

Alternative payment models
While MIPS is the pathway most physi-
cians expect to find themselves on in 

2017, the other option is the Alternative 
Payment Models (APMs) pathway, which 
moves away from the pay-for-performance, 
semi–fee-for-service structure of MIPS 
and, instead, follows the rules established 
by the models themselves, which include 
select qualified accountable care organiza-
tions and patient-centered medical homes.7

Participating physicians are eligible for a 
5% incentive payment in 2019. Many 
health experts say that it’s clear CMS would 
like to ultimately steer most physicians 
from MIPS to APMs.

However, very few – if any – hospitalists 
will find themselves on an APM track. This 
is, in part, because models considered APMs 

require the use of Certified Electronic Health 
Record Technology (CEHRT) and must 
present “more than nominal risk” to providers.

“Right now, the only alternative payment 
model where hospitalists can directly take 
risk is BPCI [Bundled Payments for Care 
Improvement], but it does not qualify as an 
APM,” Dr. Greeno said.

It will also be difficult because CMS 
requires patient and payer thresholds 
under APMs that hospitalists simply are not 
poised to meet. In 2019, this means 25% 
of Medicare payments must come from an 
Advanced APM in 2017, or 20% of provid-
ers’ Medicare patients must be seen through 
an Advanced APM.8

Advanced APMs are those with which, 
at least in 2019 and 2020, providers face 
the risk of losing the lesser of 8% of their 
revenue or repaying CMS up to 3% of their 
total Medicare expenditures, if expenditures 
are higher than expected.8,9

“It is going to be very difficult for hospi-
talists to qualify for APMs because we’re not 
in the position to hit the thresholds,” said 
Dr. Dutta. 

However, SHM has urged CMS to 
consider other BPCI models for qualification 
as APMs, and Dr. Greeno said that CMS is 
currently looking into developing bundles 
that may be appropriate for hospitalists. For 
instance, Dr. Dutta said, “What we do often 
in medicine is chronic disease management, 

  “We think this will all end up fine, but 
we’re still working on it,” said Ron Greeno, 
MD, FCCP, MHM, founding member of 
SHM and chair of SHM’s Public Policy 
Committee (PPC). “They’re very receptive 
to the feedback we give them.” Dr. Greeno 
met with CMS in January 2017 to continue 
advocating on behalf of the hospitalist 
community.

For instance, 13 specialty measures 
were required under the final rule in order 
for hospitalists to begin reporting under 
the Quality category of the Merit-Based 
Incentive Payment System (MIPS), one of 
two pathways to reimbursement available 
to all physicians under MACRA’s Qual-
ity Payment Program. However, of these, 
Dr. Greeno said that just seven are relevant 
to the hospitalist practice. The CMS now 
requires six reported measures in the Qual-
ity category, reduced from the initial nine.3

The measures include:
• Heart failure: ACE inhibitor/angioten-

sin receptor blocker for left ventricular 
systolic dysfunction

• Heart failure: Beta-blocker for LVSD
• Stroke: DC on antithrombotic therapy

• Advance Care Plan
• Prevention of catheter-related blood-

stream infection: CVC (central venous 
catheter) Insertion Protocol

• Documentation of current medications
• Appropriate treatment of methicillin-

susceptible Staphylococcus aureus bacteremia
“Of the seven available, not all will be 

reportable because hospitalist practices 
have a lot of variation, both in their prac-
tices and in their patient mix,” Dr. Greeno 
said. “Most hospitalists will only be able to 
successfully report on four measures, but we 
are seeking clarification on what they call a 
validation test and how that will function.” 

In the final rule, CMS said that it will 
perform that “validation test” to evaluate 
physicians who cannot report the minimum 
number of measures to ensure they are not 
penalized for it.

In addition to Quality, the other report-
ing categories under the umbrella of MIPS 
include Advancing Care Information, Cost, 
and Improvement Activities. For 2017, 
CMS gave physicians the option to “pick 
your pace.”4 As long as doctors report just 
one quality measure, one improvement 
activity, or the required advancing care 
information measures (most hospitalists 
will be exempt from this category), they 
will avoid a penalty.1,5 Cost will not be 
included for 2017, the first performance 
year for MIPS. This year’s reporting will 
be used to determine payments in 2019, 

though all physicians will see a 0.5 percent 
fee increase between now and 2019. 

Additionally, just for this year, physi-
cians can choose to report for either a full 
or partial year (90 days). They will not be 
subject to the penalty and may be eligible for 
a positive payment adjustment. However, 
those who submit nothing are subject to a 
negative 4% adjustment penalty.

  This gives hospitalists the opportunity to 
decide “how much to dip your toe in this 
year,” said Suparna Dutta, MD, a hospitalist at 
Rush Medical College in Chicago and a PPC 
member. “You can go all in and submit data 
in all categories, with the potential for a large 
positive payment adjustment no matter how 
you perform, or you can submit just one piece 
of data and avoid any negative adjustment. It 
gives you the chance to get feedback on your 
performance from CMS and play around with 
how to best integrate MACRA measurement 
and reporting into your practice.”

Additionally, CMS took steps to make 
MACRA easier on small and rural physician 
practices. The final rule exempts physicians 
who bill $30,000 or less in Medicare Part B 
or 100 or fewer Medicare patients, up from 

the previous $10,000 threshold.1

  Mr. Slavitt “was very concerned about 
small practices and raised the threshold from 
$10,000 to $30,000 in Medicare revenue a 
year,” said Robert Berenson, MD, FACP, 
institute fellow of the Health Policy Center 
at the Urban Institute and former member of 
the Medicare Payment Advisory Committee. 

However, this is unlikely to apply to the 
majority of – if any – hospitalists, Dr. Dutta 
said. “By virtue of being a hospitalist, you 
are seeing all comers to your institution. 
We don’t really have the choice to see fewer 
Medicare patients, to be honest, and, [for] 
most hospitalists – whether employed by a 
hospital or contracting – one of the main 
reasons we are in place is to help the hospital 
and take the patients nobody else will take.”

The CMS has also allotted $20 million 
each year for 5 years to support training 
and education for practices of 15 providers 
or fewer, for rural providers, and for those 
working in geographic health professional 
shortage areas.1,6 According to CMS, as of 
December 2016, experienced organiza-
tions (regional health collaboratives, qual-
ity improvement organizations, and others) 
began receiving funds to help these practices 
choose appropriate quality measures, train 
in improvement techniques, select the right 
health information technology, and more. 

Under MACRA, small practices (10 clini-
cians or fewer) may also join “virtual groups” 
in order to combine their MIPS reporting into 

  “We think this will all end up fine, but 

we’re still working on it. They’re very 

receptive to the feedback we give them.”

–Ron Greeno, MD, FCCP, MHM

Hospitalists prepare for MACRA, seek more changes
CONTINUED FROM PAGE 1

“You can go all in and submit data in all categories, with the potential for a large positive payment 

adjustment no matter how you perform, or you can submit just one piece of data and avoid any negative 

adjustment. It gives you the chance to get feedback on your performance from CMS and play around 

with how to best integrate MACRA measurement and reporting into your practice.”
–Suparna Dutta, MD
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and the time is coming to get into chronic 
disease bundles, such as [those for] manage-
ment of heart failure or kidney disease.”

In December, SHM submitted a letter 
to PTAC (the Physician-Focused Payment 
Model Technical Advisory Committee) to 
show support for a model created by the 
American College of Surgeons, called ACS-
Brandeis, which they hope will be considered 
as an Advanced Alternative Payment Model. 
In the proposal that ACS submitted, the 
authors noted, “The core model is focused on 
procedure episodes but can easily be expanded 
to include acute and chronic conditions.”

The SHM notes in its letter that, while the 
initial proposal is intended for surgical patients, 
the term-based nature of surgical care provides 
a platform for expanding the model more 
broadly to hospitalists and other specialties.

Some skepticism remains
Even if BPCI or other models are accepted 
as APMs, hospitalists may still be challenged 
to meet the required payment or patient 
thresholds, Dr. Greeno said. Addition-
ally, Dr. Berenson is skeptical of bundled 
payments, particularly for hospitalists.

“Are hospitalists the right organization 
to be held accountable for the total cost of 
care for 90 days of spending, any more than 
oncologists under Oncology Care Models 

should be accountable for the total cost 
of cancer where some patients are getting 
palliative care and that’s not a driver of healt 
care costs?” he asked. “I could see that as 
problematic for hospitalists.”

While he believes there are many positive 
aspects to MACRA, in general, Dr. Beren-
son considers it bad policy. While he does 
not want to see the Sustainable Growth 
Rate return, he believes many physicians 
would have seen reimbursement reductions 
sooner without MACRA (under the prior 
quality measurement programs) and that 
the law provides some perverse incentives.

For one thing, the Quality Payment 
Program is budget neutral, which means 
that, for every winner, there is also a loser. 
Before CMS expanded exemptions for smaller 
and rural practices, Dr. Berenson said that 
some larger groups – which are often better 
equipped to pursue APMs – were planning to 
stay in MIPS because they figured they were 
more likely to be the winners when compared 
with smaller physician practices. And MIPS 
comes with a 9% payment boost by 2022 (or 
9% penalty), plus the possibility of an extra 
bonus for top performers, compared with the 
5% incentive of APMs that same year.7

“There were literally groups saying they 
were going to go for the MIPS pathway 
because it’s a bigger upside,” Dr. Berenson 
said. “When CMS said it was exempting those 
[smaller, rural] groups, the [larger] groups 

turned around and said [that the smaller, rural 
groups] were the downside. ... That kind of 
game theory is bad public policy.”

Dr. Berenson also believes MACRA will 
be detrimental to some small and independ-
ent practices. Others may decide not to bill 
Medicare altogether, though that is not 
an option open to most hospitalists who 
care to stay in practice. It could, however, 
drive more hospitalists to consolidate or to 
become employees of their hospitals.10

“I don’t think there is any doubt this is 
going to drive consolidation,” Dr. Greeno 
said, citing numbers released by CMS 
that show an inverse relationship between 
practice size and the negative impact of 
MACRA.11 “I think it’s going to be pretty 
tough unless you’re big enough to commit 
the resources you need to do it right.”

At TeamHealth, where Dr. Greeno is 
senior adviser of medical affairs, he said that 
they have invested in information technol-
ogy compliance, developed systems and 
trained providers to ensure the creation of 
favorable metrics for the organization and 
built the infrastructure to gather, report, 
and validate data. These are steps that may 
be out of reach for most smaller practices.

As Dr. Greeno said, no one expected this 
to be easy. “You’re trying to get doctors to 
change the way they practice. Anybody who 
has ever worked with doctors knows that’s 
not an easy things to do,” he said. “CMS is 
changing things to create enough incentive 
so the pain of not changing becomes greater 
than the pain of changing.”

While hospitalists may bear more of the 
pressure than other physician specialties, by 
virtue of their role in improving the quality 
of care in hospitals, they were born from 
reform efforts of the past, Dr. Greeno adds.

“If there had never been an attempt to 
change the way that physicians were paid, 
hospitalists wouldn’t exist,” he said. “We 
were created by physician groups who took 
capitated payments from HMOs, who had 
to find more efficient ways to treat patients 
in the hospital or go out of business.”

“Hospitalists are a delivery system reform 
and people look to us to lead. We can create 
a tremendous amount of value for whom-
ever we work for,” Dr. Greeno said.

This is also why SHM continues to work 
with CMS to advocate for all its members. 

Dr. Greeno is in Washington at least once 
a month, participating in critical meetings 
and helping to guide decisions. 

“The Public Policy Committee has to get 
into the weeds and get involved in advo-
cating for measures that truly get at the 
work we do and push back on metrics and 
categories that do not relate to the care we 
are delivering for our patients,” said Dr. 
Dutta. “The group worked hard to push 
back on having to comply with Meaning-
ful Use standards for hospitalists, and now 
we’re exempt from that category. CMS does 
listen. It sometimes just takes a while.”
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  Mr. Slavitt “was very concerned about 

small practices and raised the threshold 

from $10,000 to $30,000 in Medicare 

revenue a year.”
–Robert Berenson, MD, FACP

“We heard you and will continue listening.” 
–Andrew Slavitt, then-acting administrator of the Centers for 

Medicare & Medicaid Services, used in a blog post on Oct. 14, 

2016.1 (Mr. Slavitt no longer maintains that title since the new 

federal administration took office on Jan. 20, 2017.)
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U shaped. There was a decrease in mortal-
ity as the PIR reached 7.5, after which 
the mortality increased again. The higher 
mortality with very low PIRs could reflect a 
volume-outcome relationship. Less patients 
could mean less experience, different levels 
of ancillary staff, and so on. 

This study did not take into account the 
possible differences in the multidisciplinary 
makeup of the ICU teams that would affect 
the intensivist’s level of responsibility. 
BOTTOM LINE: There seems to be an opti-
mal PIR for mortality, though that opti-
mal number would likely depend on the 
ancillary staff, level of trainees, and patient 
acuity. 
CITATION: Gershengorn HB, Harrison DA, 
Garland A, et al. “Association of intensive 
care unit patient-to-intensivist ratios with 
hospital mortality.” JAMA Intern Med. 
2017 Mar 1;177(3):388-96. 
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By Agnes Libot, MD

3Risks are reduced when 
angiotensin-converting enzyme 

inhibitors or angiotensin II receptor 
blockers are held before noncardiac 
surgery
CLINICAL QUESTION: Is withholding angi-
otensin-converting enzyme inhibitors 
(ACEI) or angiotensin II receptor blockers 
(ARBs) prior to noncardiac surgery associ-
ated with a lower risk of a 30-day compos-
ite outcome of all-cause death, myocardial 
injury after noncardiac surgery, and stroke 
when compared with continuing them on 
the day of surgery?
BACKGROUND: The current American 
College of Cardiology/American Heart 
Association guidelines recommend contin-
uing ACEI and ARBs for noncardiac 
surgery. However, many clinicians, includ-
ing anesthesiologists, withhold these medi-
cations to prevent intraoperative hypoten-
sion. Because of the lack of strong evidence 
regarding clinical outcomes, the decision to 
withhold ACEI and ARBs prior to noncar-
diac surgery is currently dictated by physi-
cian preference and local policy.
STUDY DESIGN: Prospective cohort study.
SETTING: Analysis sample from the VISION 
study (Vascular Events in Noncardiac 
Surgery Patients Cohort Evaluation), which 
included 12 centers in eight countries.
SYNOPSIS: A sample analysis was performed 
on 14,687 patients from the VISION study, 
who were at least 45 years old and undergo-
ing noncardiac surgery and who required 

an overnight hospital admission. A total of 
4,802 patients were taking ACEI/ARBs at 
baseline, and, for 1,245 (25.9%) of those 
patients, ACEI/ARBs were withheld at least 
24 hours before surgery. Using multivari-
able regression models, the authors found 
that patients for whom ACEI/ARBs were 
withheld were less likely to suffer from the 
primary composite outcome of 30-day 
all-cause death, myocardial injury after 
noncardiac surgery, and stroke (12% vs 
12.9%; adjusted relative risk, 0.82; 95% 
confidence interval, 0.7-0.96; P = .01). 
Withholding ACEI/ARBs prior to surgery 
was also associated with less risk of clini-
cally important intraoperative hypotension, 
while the risk of postoperative hypotension 
was similar between the two groups.

Given that this was an observational 
study, analysis is limited because of the 
inability to account for every potential 
confounding factor.  
BOTTOM LINE: The study suggests a lower 
risk of postoperative death, stroke, and 
myocardial injury in patients for whom 
ACEI/ARBs were withheld prior to noncar-
diac surgery. A large randomized trial is 
needed to confirm the findings suggested 
by this analysis.
CITATION: Roshanov PS, Rochwerg B, Patel 
A, et al. Withholding versus continuing 
angiotensin-converting enzyme inhibitors 
or angiotensin II receptor blockers before 
noncardiac surgery.” Anesthesiology. 2017 
Jan;126(1):16-27.

Dr. Libot is assistant professor in the division of 

hospital medicine, Loyola University Chicago, 

Maywood, Ill.

By Amy Kim, MD

4Guideline for reversal of 
antithrombotics in intracranial 

hemorrhage
CLINICAL QUESTION: What is the current 
guideline for reversal of antithrombotics 
in intracranial hemorrhage (ICH)?
BACKGROUND: Antithrombotics are used to 
treat or decrease the risk of thromboem-
bolic events, and the use is expected to rise 
in the future because of an aging population 
and conditions such as atrial fibrillation. 
Patients on antithrombotics who experi-
ence spontaneous ICH have a higher risk 
of death or poor outcome, compared with 
those who are not. Rapid reversal of coagu-
lopathy may help to improve outcomes.
STUDY DESIGN: A 13-person, multi-institu-
tional, international committee with exper-
tise in relevant medical fields reviewed a 
total of 488 articles to develop guidelines 
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By Margaret Tsien, MD, FAAP

1Comparison of risk scoring 
systems for patients presenting 

with upper gastrointestinal bleeding
CLINICAL QUESTION: What are the accuracy 
and clinical utility of risk scoring systems 
in the assessment of patients with upper 
gastrointestinal bleeding?
BACKGROUND: There are several pre- and 
postendoscopy risk scores to predict clini-
cally relevant outcomes such as transfusion, 
mortality, endoscopy treatment, surgery, 
and length of hospital stay for upper GI 
bleeding. The accuracy and applicability 
of these risk scores has not been well estab-
lished. 
STUDY DESIGN: International multicenter 
prospective study.
SETTING: Six large hospitals in Europe, 
North America, Asia, and Oceania.
SYNOPSIS: This is a prospective study 
comparing three pre-endoscopy scoring 
systems (Rockall, AIMS65, Glasgow Blatch-
ford) and two postendoscopy scoring systems 
(PNED, full Rockall) in 3,012 patients with 
upper GI bleeding over six hospitals. It exam-
ined clinically relevant outcomes: interven-
tion (transfusion, endoscopy, interventional 
radiology, surgery), mortality, rebleeding, and 
length of hospital stay. 

The Glasgow Blatchford risk score was 
the most accurate at predicting the need for 
hospitalization and death across all hospitals, 
compared with the other scoring systems. It 
was determined that a Glasgow Blatchford 
score of less than 1 is an optimal threshold 
for outpatient management, with a 98.6% 
sensitivity in identifying those who would 
not require intervention or die. The utility 
of these scores to direct management in high-
risk patients is limited and needs further 
studies. No scoring system predicted rebleed-
ing or length of hospital stay. 

1. Comparison of risk scoring systems for patients presenting with upper 

gastrointestinal bleeding, p. 21

2. Patient-to-intensivist ratios can influence patient mortality, p. 21

3. Risks are reduced when angiotensin-converting enzyme inhibitors or 

angiotensin II receptor blockers are held before noncardiac surgery, p. 21

4. Guideline for reversal of antithrombotics in intracranial hemorrhage, p. 21

5. Use of second-generation antidepressants in older adults is associated with 

increased hospitalization with hyponatremia, p. 22

6. Bezlotoxumab for prevention of recurrent Clostridium difficile infection, p. 23

7. Decision pathway for periprocedural management of anticoagulation in patients 

with nonvalvular atrial fibrillation, p. 23

8. Emergency department census impacts hospital admission rates, p. 23
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A weakness of the study is that patients 
who bled while already inpatients were 
excluded.  
BOTTOM LINE: The Glasgow Blatchford risk 
score can help direct care of very low risk 
patients (score, less than 1) with upper GI 
bleeding toward outpatient management. 
CITATION: Stanley AJ, Laine L, Dalton HR, 
et al. “Comparison of risk scoring systems 
for patients presenting with upper gastro-
intestinal bleeding: International multi-
center prospective study.” BMJ. 2017 Jan 
4;356:i6432.

2Patient-to-intensivist ratios can 
infl uence patient mortality

CLINICAL QUESTION: Is there variation in 
patient-to-intensivist ratios (PIR) across 
ICUs, and does that ratio affect hospital 
mortality?
BACKGROUND: Most studies show that 
intensivists improve ICU patient outcomes. 
With increasing ICU patients but stable 
intensivist staffing, patient-to-intensivist 
ratios are increasing. It is unclear if that 
rising ratio is adversely affecting patient 
mortality.
STUDY DESIGN: Multicenter retrospective 
cohort analysis.
SETTING: ICUs in the United Kingdom 
from 2010 to 2013.
SYNOPSIS: In 94 ICUs, 49,686 adults were 
examined. The PIR was defined as the total 
number of patients cared for by an inten-
sivist during daytime hours. However, PIR 
was also calculated using nine variations of 
the definition, which took into account new 
admissions and severity of illness, among 
other factors. A multivariable mixed-effect 
logistic regression was used to assess the asso-
ciation of PIR and mortality.

The median PIR was 8.5 but varied 
substantially – PIRs were often larger. The 
association between PIR and mortality was 
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and treatment recommendations.
SYNOPSIS: The committee developed guide-
lines for the reversal of antithrombotics after 
reviewing a total of 488 articles up through 
November 2015. The quality of evidence and 
treatment recommendations were drafted 
based on the GRADE system, as follows:
• Vitamin K antagonists: If international 

normalized ratio is greater than or equal 
to 1.4, administer vitamin K 10 mg IV, 
plus 3-4 factor prothrombin complex 
concentrate (PCC) or fresh frozen plasma.

• Direct factor Xa inhibitors: activated 
charcoal within 2 hr of ingestion, acti-
vated PCC or 4 factor PCC.

• Direct thrombin inhibitors – Dabi-
gatran: activated charcoal within 2 hr of 
ingestion and Idarucizumab. Consider 
hemodialysis. Other DTIs: activated 
PCC or 4 factor PCC.

• Unfractionated heparin: protamine IV.
• Low-molecular-weight heparins – Enoxa-

parin: protamine IV, dose based on time of 
enoxaparin administration. Dalteparin/
nadroparin/tinzaparin: protamine IV or 
recombinant factor (rF)VIIa.

• Danaparoid: rFVIIa.
• Pentasaccharides: activated PCC.
• Thrombolytic agents: cryoprecipitate 10 

units or antifibrinolytics.
• Antiplatelet agents: desmopressin 0.4 

mcg or platelet transfusion in neurosur-
gical procedure.

BOTTOM LINE: This is a statement of the 
guideline for reversal of antithrombotics in 
intracranial hemorrhage from the Neuro-
critical Care Society and the Society of 
Critical Care Medicine.
CITATION: Frontera J, Lewin JJ, Rabinstein 
AA, et al. “Guideline for reversal of 
antithrombotics in intracranial hemor-
rhage: a statement for healthcare profes-
sionals from the Neurocritical Care Soci-
ety and Society of Critical Care Medicine.” 
Neurocrit Care. 2016 Feb;24(1):6-46.

5Use of second-generation 
antidepressants in older adults 

is associated with increased 
hospitalization with hyponatremia
CLINICAL QUESTION: Is there an increased risk 
of hyponatremia for older patients who are 
taking a second-generation antidepressant?
BACKGROUND: Mood and anxiety disor-
ders affect about one in eight older adults, 
and second-generation antidepressants are 
frequently recommended for treatment. 
A potential adverse effect of these agents 
is hyponatremia, which can lead to seri-
ous sequelae. The aim of this study was to 
investigate the 30-day risk for hospitaliza-
tion with hyponatremia in older adults who 
were newly started on a second-generation 
antidepressant.
STUDY DESIGN: A retrospective population-
based cohort study of older adults from 

2003 to 2012 using linked health care 
databases.
SETTING: Ontario, Canada.
SYNOPSIS: Multiple databases were utilized 
to obtain vital statistics and demographic 
information, diagnoses, prescriptions, and 
serum sodium measurements to establish a 
cohort population. One group of 172,552 
was newly prescribed a second-generation 
antidepressant. A second control group of 
297,501 was established in which patients 
were not prescribed antidepressants. 
Greedy matching was used to match each 
user to a nonuser based on similar char-
acteristics of age, sex, evidence of mood 
disorder, chronic kidney disease, conges-
tive heart failure, or diuretic use. After 
matching, 138,246 patients remained 
in each group and were nearly identical 
for all 10 0 measured characteristics. The 
primary outcome was that, compared with 
nonuse, second-generation antidepressant 
use was associated with higher 30-day 
risk of hospitalization with hyponatremia 
(relative risk, 5.46; 95% CI, 4.32-6.91). 
The secondary outcome showed that, 
compared with non-use, second-gener-
ation antidepressant use was associated 
with higher 30-day risk for hospitaliza-
tion with concomitant hyponatremia 
and delirium (RR, 4.00; 95% CI, 1.74 
- 9.16). Additionally, tests for specificity 
and temporality were employed. 

BOTTOM LINE: A robust association between 
second-generation antidepressant use and 
hospitalization with hyponatremia was 
determined in the large population-based 
cohort study.

SHORT TAKES

FDA issues important 
safety precautions 
for use of implantable 
infusions pumps in MRI
Serious adverse events, including 
patient injury and death, have been 
reported with the use of implantable 
infusion pumps in the MRI environ-
ment. The Food and Drug Adminis-
tration has issued a safety communi-
cation for patients, caregivers, health 
care providers, and MRI technolo-
gists, outlining safety precautions 
and recommendations.
CITATION: “Implantable Infusion 
Pumps in the Magnetic Reso-
nance (MR) Environment: FDA 
Safety Communication – Impor-
tant Safety Precautions.” FDA.gov. 
2017 Jan 11.  www.fda.gov/Safety/
MedWatch/SafetyInformation/Safe-
tyAlertsforHumanMedicalProducts/
ucm536526.htm.
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CITATION: Gandhi S, Shariff SZ, Al-Jaishi A, 
et al. “Second-generation antidepressants 
and hyponatremia risk: a population-based 
cohort study of older adults.” Am J Kidney 
Dis. 2017 Jan;69(1):87-96.
 
Dr. Kim is clinical assistant professor in the 

division of hospital medicine, Loyola University 

Chicago, Maywood, Ill.

By Tiffany White, MD

6Bezlotoxumab for prevention of 
recurrent Clostridium difficile 

infection
CLINICAL QUESTION: Does administration of 
monoclonal antibodies to C. difficile toxins 
A and B, in addition to standard-of-care 
antibiotics, prevent recurrent infection?
BACKGROUND: Currently, no therapy has 
been approved to prevent recurrent C. 
difficile infection. A new approach to the 
prevention of recurrent C. difficile infec-
tion is the administration of monoclonal 
antibodies against C. difficile toxins (in 
addition to antibiotic therapy) as a form 
of passive immunity. Actoxumab and 
bezlotoxumab are fully human monoclo-
nal antibodies that bind and neutralize C. 
difficile toxins A and B, respectively. In 
humans, the level of circulating antibod-
ies against toxin A or toxin B has been 
correlated with protection against primary 
and recurrent C. difficile infection. 
STUDY DESIGN: Two (MODIFY [MK-6072 
and MK-3415A in Participants Receiving 
Antibiotic Therapy for Clostridium Diffi-
cile Infection] I and MODIFY II) double-
blind, randomized, placebo-controlled, 
phase III trials.
SETTING: 322 sites (~68% inpatient) in 30 
countries from Nov. 1, 2011, through May 
22, 2015.
SYNOPSIS: Trials pooled data from 2,174 
adults who were receiving oral standard-
of-care antibiotics for primary or recurrent 
C. difficile infections. Participants received 
an infusion of either bezlotoxumab, actox-
umab plus bezlotoxumab, or placebo for 
MODIFY II; actoxumab alone was also 
given in MODIFY I. The primary endpoint 
was recurrent infection within 12 weeks. 

The rate of recurrent C. difficile infec-
tion was significantly lower with bezlotox-
umab alone than with placebo (MODIFY 
I: 17% vs. 28%; 95% CI, −15.9 to −4.3; 
P less than .001; MODIFY II: 16% vs. 
26%; 95% CI, −15.5 to −4.3; P less than 
.001) and was significantly lower with 
actoxumab plus bezlotoxumab than with 
placebo (MODIFY I: 16% vs. 28%; 
95% CI, −17.4 to −5.9; P less than .001; 
MODIFY II: 15% vs. 26%; 95% CI, 
−16.4 to −5.1; P less than .001).

The serious adverse events were similar 
with most groups, the exception being actox-
umab alone. Given the higher rate of recur-
rent infection and deaths in the actoxumab 
group from interim analysis, the enrollment 
was discontinued in MODIFY I.

Investigators did admit that safety assess-
ments were limited because of the relatively 
small number of patients who received 
bezlotoxumab, making it difficult to detect 
potentially serious but low-frequency toxic 
effects.
BOTTOM LINE: In patients receiving oral 
standard-of-care antibiotics for primary 
or recurrent C. difficile infection, a single 
intravenous infusion of bezlotoxumab 
was associated with a significantly lower 
rate of recurrent infection than placebo 
and had a safety profile similar  to that 
of placebo.
CITATION: Wilcox MH, Gerding DN, 
Poxton IR, et al. “Bezlotoxumab for 
prevention of recurrent Clostridium diffi-
cile infection.” N Engl J Med. 2017 Jan 
26;376(4):305-17.

7Decision pathway for 
periprocedural management of 

anticoagulation in patients with 
nonvalvular atrial fibrillation
CLINICAL QUESTION: This work group 
synthesized available data to address 
whether and when anticoagulant therapy 
should be interrupted, whether and how 
anticoagulant bridging with a parenteral 
agent should be performed, and when 
and how anticoagulant therapy should be 
restarted for those who require temporary 
interruption.
BACKGROUND: Atrial fibrillation is the most 
common sustained arrhythmia worldwide. 
Antithrombotic therapy, with a strong pref-
erence to oral anticoagulant (vitamin K 
antagonists [VKA] or Direct oral anticoag-
ulant [DOAC]) over antiplatelet, is recom-
mended for patients with high thrombotic 
risk. Temporary interruption is frequently 
necessary to mitigate bleed risk with surgi-
cal or invasive procedures. Although several 
factors go into the decision to interrupt 
anticoagulation, practice varies widely. 
STUDY DESIGN: Data review and commen-
tary.
SETTING: Veterans’ Affairs Hospitals.
SYNOPSIS: For the assessment of procedural 
bleed risk, the guideline provides bleeding 
risks levels: 1) no clinically important bleed 
risk, 2) low procedural bleed risk, 3) uncer-
tain procedural bleed risk, or 4) intermedi-
ate/high procedural bleed risk.

For the assessment of patient-related 
bleed risk, consider the HAS-BLED 
(Hypertension, Abnormal Renal and Liver 
Function, Stroke–Bleeding, Labile INRs, 

SHORT TAKES

Efficacy of ketorolac 
is similar at all the 
most commonly 
administered doses
A randomized, double-blind trial of 
IV ketorolac dosing found similar 
analgesic efficacy in patients aged 
18-65 years with moderate to severe 
pain at the commonly ordered doses 
of 10 mg, 15 mg, and 30 mg with no 
increase in adverse effects. 
CITATION: Motov S, Yasavolian M, 
Likourezos A, et al. “Comparison 
of intravenous ketorolac at three 
single-dose regimens for treating 
acute pain in the emergency depart-
ment: A randomized controlled 
trial.” Ann Emerg Med. 2016 
Dec 16. doi: org/10.1016/j.anne-
mergmed.2016.10.014.

Viruses are common cause 
of nonventilated, hospital-
acquired pneumonia
Retrospective analysis demonstrates 
that viruses are common etiology 
for nonventilated hospital-acquired 
pneumonia (NVHAP), as common 
as bacterial organisms. Clinicians 
should consider testing for viral 
etiologies in NVHAP in an effort to 
improve antibiotic stewardship.
CITATION: Shorr AF, Zilberberg MD, 
Micek ST, Kollef MH. “Viruses are 
prevalent in non-ventilated hospital-
acquired pneumonia.” Respir Med. 
2017;122:76-80.

ADDITIONAL REVIEWS AT  

THE-HOSPITALIST.ORG

• Elimination of urine culture screenings prior to elective joint arthroplasty

For more physician review of HM-relevant 
research, visit the-hospitalist.org. 

Elderly, Drugs or Alcohol) score: bleed-
ing in the preceding 3 months, bleeding 
with a similar procedure or prior bridg-
ing, abnormalities of platelet function, 
concomitant use of antiplatelet therapy, 
and/or supratherapeutic international 
normalized ratio.
Vitamin K Antagonists:
• Do not interrupt for no clinically impor-

tant or low bleed risk AND absence of 
patient-related bleed risk factor(s).

• Interrupt for procedures with intermedi-
ate or high bleed risk OR procedures with 
uncertain bleed risk and the presence of 
patient-related bleed risk factor(s).

• Consider interruption for procedure 
with no clinically important or low 
bleed risk AND the presence of patient-
related bleed risk factor(s) OR proce-
dures with uncertain bleed risk AND 
the absence of patient-related bleed risk 
factor(s). 

Direct Oral Anticoagulants:
Can interrupt therapy for all bleed risks; 

duration based on creatinine clearance.
A procedure performed at the trough 

level may allow reinitiation the evening of 
or the day after the procedure with 1 or 
fewer dose(s) missed.  
BOTTOM LINE: VKAs should be held based 
on surgical and patient bleed risk factors. 
Guidelines provide tools to calculate and 
consider. DOACs can always be held, pref-
erably at trough times to minimize inter-
ruptions and for durations based on creati-
nine clearance.
CITATION: Doherty JU, Gluckman TJ, 
Hucker WJ, et al. “2017 ACC Expert 
consensus decision pathway for peripro-
cedural management of anticoagulation 
in patients with nonvalvular atrial fibril-
lation.” J Am Coll Cardiol. 2017 Feb 
21;69(7):871-98.

Dr. White is an instructor in the Division of 

Hospital Medicine, Loyola University Chicago.

By Paula Marfia, MD

8Emergency department census 
impacts hospital admission rates

CLINICAL QUESTION: Does emergency 
department patient census impact the 
disposition decisions of emergency room 
physicians?
BACKGROUND: Studies of ED utilization 
have focused on the influence of increases 
in usage on patient outcomes and mortality 
but not on the effect on hospital admission 
rates. Additionally, the emergency depart-
ment is a growing area of scrutiny when 
it comes to reducing the costs of medical 
care because of it being a “gatekeeper” to 
hospital admissions. Some patients may be 
more likely to be admitted in times of high 
ED census when they require more time 
and resources to discharge safely.
STUDY DESIGN: Retrospective observational 
study.
SETTING: Academic tertiary care center 
with a level I trauma center.
SYNOPSIS: Data from the electronic health 
records of 49,487 patients were included 
in the study. With a multivariate model 
regression, waiting room census and 
physician load census were evaluated for 
effect on admission rates. As waiting room 

census increased, patients were 1.011 
times more likely to be admitted (95% 
CI, 1.001-1.020). Similarly, as physi-
cian load census increased, patients were 
1.010 times more likely to be admitted 
(95% CI, 1.002-1.019). Although these 
intervals appear modest, when translated 
into percentages, the impact is more easily 
understood. With a zero waiting room 
and physician load census, patients had 
a 35.3% chance of admission but, at the 
highest volume of physician load of 16 and 
waiting room of 12, chance of admission 
was 40.1%. 

This study is limited by the use of odds 
ratios to report its results, which are more 
difficult to interpret into practice. Addi-
tionally, this study cannot prove causality, 
though it may make ED physicians more 
aware of a possible influence on their admis-
sion decisions when census is high. 
BOTTOM LINE: ED census, measured as 
waiting room census as well as physi-
cian load census, was positively associ-
ated with increased likelihood of hospital 
admission.
CITATION: Gorski JK, Batt RJ, Otles E, et 
al. “The impact of emergency department 
census on the decision to admit.” Acad 
Emerg Med. 2017 Jan;24(1):13-21.

Dr. Marfia is assistant professor in the Division 

of Hospital Medicine, Loyola University Chicago, 

Maywood, Ill.
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CLINICAL

Procalcitonin guidance improves 
antibiotic stewardship
Use of the procalcitonin assay has been shown to reduce antibiotic utilization without an 
increase in adverse outcomes. MAINBAR

By Bryan J Huang, MD, FHM, and Gregory B Seymann, MD, SFHM

Background
The problem: Antibiotic overuse

With the increasing prevalence of antibi-
otic resistance in our nation’s hospitals, 
the need for robust antibiotic stewardship 
programs has continued to rise in impor-
tance. In 2016, the Centers for Disease 
Control and Prevention reported a fatal 
case of septic shock due to a carbapenem-
resistant strain of Klebsiella resistant to all 
tested antibiotics.1 This case received much 
media coverage; moreover, this patient 
represented only 1 of the approximately 
23,000 patients infected with antibiotic-
resistant bacteria in the United States who 
die each year. Although various approaches 
to curbing antibiotic resistance are being 
pursued, judicious antibiotic use is central 
to success. Current evidence suggests that 
up to 30% of antibiotics are not optimally 
prescribed,2 leaving a significant opportu-
nity for improvement.  

Lower respiratory infections account 
for a substantial proportion of antibiotic 
utilization in the United States. In a recent 
study, acute respiratory conditions gener-
ated 221 antibiotic prescriptions per 1,000 
population, but only half of these were 
deemed appropriate.2 The inability to reli-
ably discern viral from bacterial etiology is 
a driver of excess antibiotic use.

The procalcitonin assay has been touted as 
a possible solution to this problem. Multiple 
studies have evaluated its utility as a tool to 
help discriminate between bacterial infection 
and viral or noninfectious etiologies.  

What is procalcitonin?

Thyroidal  C cells convert the prohormone 
procalcitonin to calcitonin, which is stored 
in secretory granules for release in response 
to fluctuations in calcium levels via a clas-
sical neuroendocrine feedback loop. Alter-
natively, procalcitonin can be synthesized 
in nonthyroidal parenchymal cells, and 
high levels of proinflammatory mediators 
secreted in response to bacterial endotoxin 
drive increased procalcitonin production. 
Interestingly, interferon gamma, up-regu-
lated in viral infections, reduces procalci-
tonin production. Nonthyroidal paren-
chymal cells lack mechanisms for efficient 
conversion of procalcitonin to calcitonin 
and do not contain secretory granules to 
facilitate its regulated release. Hence bacte-
rial infections correlate with higher serum 
procalcitonin levels.3

Evidence
Can procalcitonin guide 

antibiotic therapy in patients with 

acute respiratory illness while 

reducing antibiotic utilization?

The ability of procalcitonin to selectively 
identify bacterial infection makes it a 
potentially promising tool to advance the 
antibiotic stewardship agenda. Multiple 
randomized controlled trials have explored 
the use of procalcitonin-guided antibiotic 
therapy for treatment of lower respiratory 
tract infections such as acute bronchi-
tis, exacerbations of chronic obstructive 
pulmonary disease, and pneumonia. Each 

study discussed below was done in Swit-
zerland, involved the same key investiga-
tor (Mirjam Christ-Crain, MD, PhD), and 
shared a similar design in which a thresh-
old for low procalcitonin values (less than 
0.1 mcg/L) and high procalcitonin values 
(greater than 0.25 mcg/L) was prespecified. 
Antibiotic therapy was strongly discour-
aged for patients with low procalcitonin 
and encouraged for those with high procal-
citonin; antibiotics were not recommended 
for patients with intermediate values, but 
the treating physician was allowed ultimate 
discretion (Figure 1). All studies compared 
a procalcitonin-guided treatment group to 
a standard-care group, in which antibiotics 
were prescribed by the treating physician 
based on established clinical guidelines.

In a study focusing on outpatients 
presenting to their primary care physi-
cians with acute respiratory tract infection, 
53 primary care physicians in Switzerland 
recruited 458 patients. There was no signifi-
cant difference in time to symptom resolu-
tion, as determined by patient report during 
an interview 14 days after initial presen-
tation; however, 97% of patients in the 
standard-care group received antibiotics, 
compared with 25% in the procalcitonin-
guided group. Equal numbers of patients 
(30% in each group) reported persistent 
symptoms at 28-day follow-up. Among the 
cohort of patients with upper respiratory 
infections or acute bronchitis, procalcitonin 
guidance reduced antibiotic prescriptions 
by 80%.4

In a blinded, single-center, randomized, 
controlled trial of 226 patients presenting 
to a university hospital with a COPD exac-
erbation severe enough to require a change 
in the baseline medication regimen, proc-
alcitonin-guided therapy allowed for an 
absolute reduction of antibiotic use by 32% 
without an impact on outcomes. Rates of 
clinical improvement, ICU utilization, 
recurrent exacerbations, hospital length of 
stay, and mortality did not differ between 
the groups.5

Another study by Dr. Christ-Crain looked 
at whether procalcitonin could be used to 
determine duration of antibiotic therapy in 
hospitalized pneumonia patients. In a simi-
larly designed randomized, nonblinded trial 
with two arms, a procalcitonin group (n = 
151) and a standard-care group (n = 151), 
procalcitonin levels were checked at 4, 6, 
and 8 days, with similar cutoffs regarding 
levels for which antibiotics were encour-
aged or discouraged. Antibiotic treatment 
duration was reduced from a median of 12 

KEY  
CLINICAL 
QUESTIONQUESTION

KEY POINTS

• Elevated procalcitonin levels 

suggest the presence of bacte-

rial infection.

• In patients presenting with 

acute respiratory illness, proc-

alcitonin levels can be used to 

guide the decision to initiate or 

withhold antibiotics, improving 

antibiotic stewardship.

• Sequential monitoring of proc-

alcitonin levels may help guide 

duration of antibiotic therapy.

• There is potential but less 

conclusive evidence for proc-

alcitonin usage in the broader 

population of ICU patients with 

sepsis.

The case
A 72-year-old male with 

COPD presents to the 

emergency department 

with increased dysp-

nea and cough. He is 

afebrile, and oxygen 

saturation is 87% on 

room air. WBC count is 

9.5 with a normal differ-

ential, and chest x-ray is 

read by the radiologist as 

atelectasis versus early 

consolidation in the left 

lower lobe. Should anti-

biotics be initiated?
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Earlier trials regarding the procalcitonin 
assay in the critical care setting similarly 
showed some promise but also concerns. 
One trial reported a 25% reduction in 
antibiotic exposure and noninferiority of 
28-day mortality, but there was a nonsig-
nificant 3.8% absolute increase in mortality 
at 60 days.10 Another trial reported similar 
survival in the procalcitonin group but more 
side effects and longer ICU stays.11

Ultimately, while the SAPS trial supports 
the potential use of procalcitonin in criti-
cally ill patients, these patients likely have 
complex sepsis physiology that requires 
clinicians to consider a number of clinical 
factors when making antibiotic decisions.

Back to the case
The case illustrates a common emergency 
department presentation where clinical and 
radiographic features are not convincing for 
bacterial infection. This patient has an acute 
respiratory illness, but is afebrile and lacks 
leukocytosis with left shift, and x-rays are 
indeterminate for pneumonia. The differ-
ential diagnosis also includes COPD exac-
erbation, viral infection, or noninfectious 
triggers of dyspnea.

In this scenario, obtaining procalcitonin 
levels is useful in the decision to initiate or 
withhold antibiotic treatment. An elevated 
procalcitonin level suggests a bacterial infec-
tion and would favor initiation of antibiot-

ics for pneumonia. A low procalcitonin level 
makes a bacterial infection less likely, and a 
clinician may consider withholding antibi-
otics and consider alternative etiologies for 
the patient’s presentation.

Bottom line
Procalcitonin can be safely used to guide the 
decision to initiate antibiotics in patients 
presenting with acute respiratory illness. 
Use of the procalcitonin assay has been 
shown to reduce antibiotic utilization with-
out an increase in adverse outcomes. There 
is potential but less conclusive evidence for 
procalcitonin usage in the broader popula-
tion of ICU patients with sepsis.

Dr. Huang and Dr. Seymann are in the division of 

hospital medicine, University of California, San 

Diego.
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days in the standard-care group to 5 days in 
the procalcitonin group (P less than .001). 
There was no difference in the success rate 
of treatment, readmission rate, or death rate 
between the two groups.6

These initial studies were limited by 
their relatively small size and narrow scope. 
The ProHOSP study was the first large, 
multicenter study to address the utility of 
procalcitonin-guided antibiotic therapy. 
Design was similar, 
although the deci-
sion to treat with 
antibiotics was more 
rigorously controlled 
by the centralized 
study personnel. The 
study enrolled 1,359 
patients in the emer-
gency departments of 
six Swiss tertiary-care 
hospitals. Most patients had pneumonia, 
but 17% had COPD exacerbation and 
11% had acute bronchitis. No difference 
in death, ICU admission, readmission, or 
disease-specific complications was noted. 
Antibiotic exposure was reduced by 34.8% 
in the procalcitonin group, with a mean of 
8.7 days versus 5.7 days on antibiotics.7

In combination, the studies above 
support the use of procalcitonin to guide 
decisions about antibiotic use in patients 
with lower respiratory tract infections; anti-
biotic use can be significantly reduced with-
out adverse outcomes. Further, sequential 
monitoring of procalcitonin levels may help 
guide duration of antibiotic therapy. These 

studies all had fairly high rates of follow-up 
and the ProHOSP study, in particular, had 
a large, representative sample and a rigor-
ous methodology to standardize antibiotic 
prescription in the control group.

Limitations include the possible impact 
of the Hawthorne effect, as physicians 
knew their antibiotic usage patterns were 
being monitored, which may impact 
generalizability of the findings to a real-
world setting. Similarly, it is difficult to 
control for a spillover effect as providers 
exposed to the procalcitonin-guided algo-
rithm became more comfortable with a 
restrictive prescribing approach. The costs 
of the additional procalcitonin assay must 
be weighed against the benefits. Incidence 
and cost of other adverse effects of anti-
biotic use (rates of Clostridium difficile, 
renal insufficiency, urticarial drug erup-
tions, etc.) were not addressed. The rapid 
assay currently has limited availability in 
the United States, though that is changing. 
Finally, recent additional studies (unre-
lated to procalcitonin) have suggested 
shorter antibiotic treatment durations for 
patients with pneumonia.8

Is there evidence for using 

procalcitonin to guide 

treatment in the broader 

population of ICU patients?

While there is good evidence for using 
procalcitonin to guide antibiotic use in 
patients with acute respiratory illness, the 
evidence for using procalcitonin in the 
broader cohort of critically ill patients with 
sepsis is less well established.

The most promising 
results were reported 
by the Stop Antibiot-
ics on Procalcitonin 
Guidance Study 
(SAPS). Published in 
July 2016, this was a 
prospective, multi-
center, randomized, 
controlled, open-
label study of patients 

admitted to the ICU (not limited to respira-
tory illness) in the Netherlands. A total of 
1,575 patients were assigned to the procalci-
tonin-guided group or the standard-of-care 
group. In the procalcitonin-guided group, 
procalcitonin levels were checked daily, and 
physicians were given nonbinding advice 
to discontinue antibiotics if procalcitonin 
levels decreased by greater than 80% from 
peak levels or to below 0.5 mcg/L.

Patients received an average of 7.5 daily 
defined antibiotic doses in the procalci-
tonin-guided group versus 9.3 daily defined 
doses in the standard-of-care group (P less 
than .0001). The median duration of anti-
biotic treatment in the procalcitonin arm 

was 5 days versus 7 days in the control 
group (P less than .0001). Mortality at 28 
days was 20% in the procalcitonin group 
and 25% in the control group (P = .0122). 
At 1 year, mortality was 36% in the procal-
citonin group and 43% in the control group 
(P = .0188). The authors hypothesized that 
the unexpected decrease in mortality in the 
procalcitonin group may have been due to 
earlier consideration of alternative illness 
etiologies in patients with a low procal-
citonin level or decreased antibiotic side 
effects.9

While the SAPS trial supports decreased 
antibiotic usage in ICU patients with the 
use of the procalcitonin assay, there are 
some important limitations. First, the trial 
was done in the Netherlands, where base-
line antibiotic usage was comparatively low. 
Second, daily procalcitonin level monitor-
ing was not continued for patients trans-
ferred out of the ICU while still on anti-
biotics. Further, guidelines for antibiotic 
discontinuation were nonbinding, and in 
many cases physicians did not stop anti-
biotics based on procalcitonin guidelines 
suggested by the study authors. 

FIGURE 1. Procalcitonin treatment algorithm

Procalcitonin level 
(mcg/L)

Likelihood of bacte-
rial infection

Antibiotic treatment

less than 0.1 Absent Strongly discouraged

0.1-0.25 Unlikely Discouraged

0.25-0.5 Possible Encouraged

greater than 0.5 Present Strongly encouraged

Dr. Huang Dr. Seymann
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The Online Toolkit presents a Prognosis and Goals 

of Care Communication Pathway, which highlights 

key processes and suggests opportunities to 

integrate these into the daily workflows of hospitalist 

physicians to improve their skills to provide the best 

care for the seriously ill patient.

—Wendy Anderson, MD, MS

SHM’s Center for  

Quality Improvement  

End-of-Life Care 

Implementation Toolkit 
hospitalmedicine.org/EOL 

4. Briel M, Schuetz P, Mueller B, et al. Procalcitonin-guided 
antibiotic use vs. a standard approach for acute respiratory 
tract infections in primary care. Arch Intern Med. 2008; 
168(18): 2000-7.

5. Stolz D, Christ-Crain M, Bingisser R, et al. Antibiotic treat-
ment of exacerbations of COPD: a randomized, controlled 
trial comparing procalcitonin-guidance with standard ther-
apy. Chest. 2007;131(1): 9-19. 

6. Christ-Crain M, Stolz D, Bingisser R, et al. Procalcitonin 
guidance of antibiotic therapy in community-acquired pneu-
monia: a randomized trial. Am J Respir Crit Care Med. 
2006;174(1):84-93.

7. Schuetz P, Christ-Crain M, Thomann R, et al. Effect of proc-
alcitonin-based guidelines vs. standard guidelines on anti-
biotic use in lower respiratory tract infections: the ProHOSP 
randomized controlled trial. JAMA. 2009; 302(10): 1059-66.

8. Uranga A, Espana PP, Bilbao A, et al. Duration of anti-
biotic treatment in community-acquired pneumonia: a 

multicenter randomized clinical trial. JAMA Intern Med. 
2016;176(9):1257-65.

9. de Jong E, van Oers JA, Beishiozen A, et al. Efficacy 
and safety of procalcitonin guidance in reducing the 
duration of antibiotic treatment in critically ill patients: a 
randomised, controlled, open-label trial. Lancet Infect 
Dis. 2016;16(7):819-27.

10. Bouadma L, Luyt CE, Tubach F, et al. Use of procalcitonin 
to reduce patients’ exposure to antibiotics in intensive care 
units (PRORATA trial): a multicentre randomised controlled 
trial. Lancet.  2010;375(9713):463-74.

11. Jensen J-U, Lundgren B, Hein L, et al. The procalci-
tonin and survival study (PASS) – a randomised multicenter 
investigator-initiated trial to investigate whether daily meas-
urements biomarker procalcitonin and proactive diagnostic 
and therapeutic responses to abnormal procalcitonin levels, 
can improve survival in intensive care unit patients. BMC 
infectious diseases. 2008;8:91-100.

ADDITIONAL READING

• Schuetz P, Christ-Crain M, Thomann R, et al. Effect of procalcitonin-
based guidelines vs. standard guidelines on antibiotic use in lower 
respiratory tract infections: the ProHOSP randomized controlled trial. 
JAMA. 2009;302(10):1059-66.

• de Jong E, van Oers JA, Beishiozen A, et al. Efficacy and safety of pro-
calcitonin guidance in reducing the duration of antibiotic treatment in 
critically ill patients: a randomised, controlled, open-label trial. Lancet 
Infect Dis. 2016;16(7):819-27.

• Schuetz P, Muller B, Christ-Crain M, et al. Procalcitonin to initiate or 
discontinue antibiotics in acute respiratory tract infections. Cochrane 
Database Syst Rev. 2012;(9):CD007498.

Battling biases with the 5 Rs of cultural humility
By Aziz Ansari, Do, Fhm

H
ow do we, as hospitalists, win the 
hearts and minds of patients, fami-
lies, and care team members whom 

we do not know? What are the obstacles 
that we face when encountering patients 
and gaining the trust needed to improve 
patient care and patient experience? 

With these questions in mind, the 
Cultural Humility Work Group, part of 
SHM’s Practice Management Commit-
tee, set out to develop a simple, univer-
sal framework to provide a foundation for 
strengthening communication skills and 
raising awareness of the basic tenets of 
cultural humility. According to Tervalon 
and Murray-García, cultural humility is 
defined as a “process that requires humil-
ity as individuals continually engage in 
self-reflection and self-critique as lifelong 
learners and reflective practitioners. It 
requires humility in how physicians bring 
into check the power imbalances that 
exist in the dynamics of physician-patient 
communication by using patient-focused 
interviewing and care, and it is a process 
that requires humility to develop and 
maintain mutually respectful and dynamic 

partnerships with communities” (Terva-
lon, M., Murray-García, J. “Cultural 
humility versus cultural competence: a 
critical distinction in defining physician 
training outcomes in multicultural educa-
tion.” J Health Care Poor Underserved. 
1998;9[2]:117-25).

  To begin, the work group set out to 
identify where the root of communication 
breakdowns lies. As we pulled the litera-
ture review together, the Sabin and Green-
wald study (2011) reverberated with us. It 
concluded that a physician’s implicit (or 
unconscious) attitudes and stereotypes are 
associated with treatment recommenda-
tions. Unconscious biases became the focal 
point of our project given the realization 
that treatment is being affected without 
many physicians even knowing it (Am J 
Public Health. 2012 May;102[5]:988-95). 

How do we win this battle? The first step is 
to simply be aware that everyone is a victim 
of unconscious biases. Once we come to 
this (often uncomfortable) realization, we 
must make a conscious effort to change our 
mindset and make conscious decisions to not 
allow these biases to manifest.

Practicing cultural humility is extremely 
important in this process. It puts every-

one on the same platform because there is 
no “minority,” “majority,” or “ethnicity” 
associated with it. It takes away the need 
to know everything about a certain culture 
and encourages us to 
approach every patient 
encounter acknowl-
edging that we will 
humble ourselves, 
learn what is impor-
tant to the patient, and 
leave having learned 
something from the 
interaction. 

The work group 
developed “The 5 Rs of Cultural Humility” 
as a simple tool for hospitalists to incorporate 
into their practice. The first four Rs (Reflec-
tion, Respect, Regard, and Relevance) are 
extrinsically focused, while the 5th R (Resil-
iency) is intrinsic. Our theory posits that, if 
you attain the first 4 Rs in every interaction, 
these will serve to build on and develop your 
own personal resiliency. Here are the 5 Rs:
• Reflection – Hospitalists will approach 

every encounter with humility and under-
standing that there is always something to 
learn from everyone.

• Respect – Hospitalists will treat every 
person with the utmost respect and strive 
to preserve dignity at all times.

• Regard – Hospitalists will hold every 
person in their highest regard while being 
aware of and not allowing unconscious 
biases to interfere in any interactions.

• Relevance – Hospitalists will expect 

cultural humility to be relevant to the 
patient and apply this practice to every 
encounter.

• Resiliency – Hospitalists will embody the 
practice of cultural humility to enhance 
personal resilience and globally focused 
compassion.
The content will be available as a down-

loadable pocket card that can be easily refer-
enced on rounds and shared with colleagues. 
Our hope is to achieve heightened aware-
ness of effective interaction. In addition to 
the definitions of each of the Rs, the card 
will feature questions to ask yourself before, 
during, and after every interaction to aid in 
attaining cultural humility.

The card will be printed and dissemi-
nated at Hospital Medicine 2017, and the 
5 Rs will be discussed in a few sessions: 
“Making ‘Everything We Say and Do’ a 
Positive Patient Experience” in the Prac-
tice Management track on Thursday, May 
4, and during a 20-minute “MEDtalk” in 
Product Theater 1 on May 3, at 10:15 a.m. 

Keep on the lookout for future blog posts, 
where you’ll read about the 5 R’s in action 
through vignettes and a deeper dive into 
each aspect.

For more information and the download-
able pocket card, visit www.hospitalmedi-
cine.org/5Rs.

Dr. Ansari is associate professor and associate 

division director of hospital medicine at Loyola 

University Medical Center, Maywood, Ill., and 

serves on SHM’s Cultural Humility Work Group.
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Make your next smart move. Visit www.shmcareercenter.org

Join the thriving Pulmonary Critical Care team at Northwestern Medicine Lake Forest Hospital as an ICU Hospitalist. We seek a 

physician who can work night shifts, is dedicated to exceptional clinical care, quality improvement, and medical education.

ABOUT US 

Northwestern Medicine Lake Forest Hospital is a community hospital with nearly 200 beds and is located approximately 30 

miles north of downtown Chicago in scenic and charming Lake Forest. Care is provided through the main hospital campus in 

Lake Forest and multiple outpatient facilities including one in Grayslake, IL, which also includes a free-standing emergency 

center. Lake Forest Hospital is served by a medical staff of more than 700 employed and affiliated physicians. It continues 

to be recognized by U.S. News & World Report as one of the top hospitals in Illinois and Chicago and also received Magnet 

re-designation in 2015, the gold standard for nursing excellence and quality care. A new state-of-the-art hospital facility is 

scheduled to open in 2017. 

Northwestern Medicine Lake Forest Hospital 

Northwestern Medicine is a growing, nationally recognized health system that provides world-class care  
at seven hospitals and more than 100 locations in communities throughout Chicago and the North and  
West suburbs. Together with Northwestern University Feinberg School of Medicine, we are pushing boundaries in our research 

labs, training the next generation of physicians and scientists, and pursuing excellence in patient care. 

Our vision and values are deeply rooted in the idea that patients come first in all we do. We value building relationships with 

our patients and their families, listening to their unique needs while providing individualized primary, specialty and hospital-

based care. Our recent affiliations and ongoing growth make it possible for us to serve more patients, closer to where they live 

and work. 

Northwestern Memorial HealthCare, a nonprofit organization, is the corporate parent of Northwestern Medicine and all of 

its entities, including Northwestern Medicine Lake Forest Hospital, Northwestern Memorial Hospital, Northwestern Medicine 

Central DuPage Hospital, Northwestern Medicine Delnor  
Hospital, Northwestern Medicine Kishwaukee Hospital, Northwestern Medicine Valley West Hospital and Northwestern 

Medicine Marianjoy Rehabilitation Hospital. 

If you are interested in advancing your career as an ICU Hospitalist with Northwestern Medicine Lake Forest Hospital, please 

e-mail your CV and cover letter to:  

LFPCCRecruitment@nm.org
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Make your next smart move. Visit www.shmcareercenter.org

To learn more, visit www.the-hospitalist.org and click “Advertise” 

Expand your reach 
with an ad in the Journal of Hospital Medicine,
SHM’s clinical content journal
For rates or to place an ad, contact:

Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com 

OR

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

Ask about our combination discount when advertising in both JHM and The Hospitalist.

 

 

 

We are an Equal Opportunity/Affirmative Action Employer, Qualified women, minorities, Vietnam-era and disabled Veterans, and individuals with disabilities are encouraged to apply. This is not a J-1 opportunity. 

The Ohio State University  
Wexner Medical Center 

Join a Leader in Hospital Medicine 

As one of the nation’s largest academic hospitalist programs, we offer 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 the OSUWMC community. We are currently 

seeking exceptional individuals to join our highly regarded team. We focus on 

improving 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. 

We are an Equal Opportunity/Affirmative Action Employer, Qualified women, minorities, Vietnam-era and disabled 

Veterans, and individuals with disabilities are encouraged to apply. This is not a J-1 opportunity. 

Practice Locations: 

 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) 

We are interviewing competitive applicants! 

Forward your letter of interest and CV: 

Natasha Durham, DASPR 

http://go.osu.edu/hospitalmedicine 

hospitalmedicine@osumc.edu  

614/366-2360 

A job designed for a career, 
not just a stepping stone.

Our faculty enjoy: 

 Manageable clinical workload 

 Flexible scheduling options

 Competitive salary & bonus 

 Comprehensive benefit package

 Faculty appointment commensurate with 
experience 

 Research & teaching opportunities

 Ongoing education and development 
programs 

 Occurrence-based malpractice

 Relocation allowance

Hospitalist Opportunity, Charlottesville, Virginia - 
Martha Jefferson Hospital, a member of Sentara, 
is currently recruiting for a full time hospitalist.  

Our hospital offers a wide array of patient services, 
with excellent subspecialty and ancillary support.
We strive to create an environment where safety 
and quality are the cornerstones to delivering 
exceptional healthcare.  

We offer competitive salary, benefits, and a cohesive 
work environment. Charlottesville is a university 
town, consistently rated as one of the best places to
live, raise a family, with excellent schools, 
metropolitan dining, and outdoor activities. 

Not a J-1/H1-B Visa opportunity.  

Contact
Paul Tesoriere, MD

PJTESORI@sentara.com.

Martha Jefferson Hospital

Academic Hospitalist Ð University of New Mexico
The University of New Mexico, Health Sciences Center, Department of Internal Medicine, seeks faculty members to join the 
Division of Hospital Medicine. This position is at the rank of Assistant or Associate Professor and open track. Salary and rank 
will be commensurate with experience and education. Minimum Requirements: 1.) Must be board certified or board eligible 
in Internal Medicine by date of hire; 2.) Must be eligible to work in US; and 3.) Minimal teaching experience requirements: 
candidate must have attended a US Medical school as a third and fourth year medical student OR served at least two years 
in a residency that provides education to US medical students during their core clerkship in internal medicine OR served on 
the faculty of a medical school. Desirable Qualifications: 1.) Experience/interest in hospital medicine; 2.) Experience/interest 
in student education; 3.) Experience/interest in quality improvement activities; and 4.) Preference will be given to current and 
former New Mexico Residents. Applicants will be required to obtain New Mexico licensure and be eligible for DEA licensure 
and NM State Board of Pharmacy narcotics license. This position may be subject to a criminal records screening in accordance 
with New Mexico law.

The positions are open until filled. 

For complete description and application requirements for Posting #0834909

Please see the UNM jobs application system at: https://unmjobs.unm.edu. A complete application includes a cover letter 
and CV.

Inquires may be directed to John Rush Pierce, Professor, Division of Hospital Medicine, Department of Internal Medicine, 
University of New Mexico, MSC 10 5550, 1 University of New Mexico, Albuquerque, NM 87131, 
Attn: (JRPierce@salud.unm.edu).

UNM’s confidential policy (“Disclosure of Information about Candidates for Employment,” UNM Board of Regents’ Policy 
Manual 6.7), which includes information about public disclosure of documents submitted by applicants, is located at 
http://policy.unm.edu/regents-policies/section-6/6-7.html

The University of New Mexico is an Equal Employment Opportunity/Affirmative Action Employer and Educator.

Join our Hospital Medicine  
Team in California!

BARSTOW COMMUNITY HOSPITAL: We are looking  

for a full-time Physician to join our team in Barstow,  

California! Enjoy flexible scheduling with just 10 shifts 

per month, an employee model with benefits, and  

competitive compensation with productivity and quality 

bonus potential. We ask that you demonstrate clinical 

excellence and have an active CA license. Visa candidates 

are welcome to apply! 

The City of Barstow is located in the Inland Empire North 

region of San Bernardino County, midway between Los 

Angeles and Las Vegas. Barstow is centrally located in the 

western Mojave at the entrance to the Mojave National 

Preserve and offers all the major conveniences of small 

town living with the resources of major metropolitan areas 

only a short drive away.

To learn more about this and other Hospital Medicine 

opportunities, contact Sarah Roberts at 954.377.3135 

or Sarah_Roberts@teamhealth.com, or visit  

www.teamhealth.com.
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Make your next smart move. Visit www.shmcareercenter.org

Call us @  

440.542.5000 

www.theMHG.com 

    Or: Send CV to: Jobs@TheMHG.com 

It’s worth a  

conversation! 

PT/FT Hospitalists in  NE Ohio 

Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

Visit usacs.com/HMjobs
 or call us at 1-844-863-6797.  integratedacutecare@usacs.com

A mouthwatering offer for
 every HM physician.

 A slice of ownership. 

When you’re an owner in the group  
you practice with, life is delicious. 

We’re all physician owners in the group we call 

home: US Acute Care Solutions. Our house 

stretches coast to coast, and it’s filled with HM 

and EM physicians who are working together to 

provide the best care to patients, and the best 

solutions to our hospital partners. By giving 

every full-time USACS physician ownership in 

our group, we all share in the fruits of our labor– 

and that’s good for our patients, partners, and 

our future. Discover one of the largest, fastest 

growing acute care providers in the country,  

and learn how you can get a slice of the pie  

at USACS.com/HMjobs.

HOSPITALIST

Successful, collegial, expanding Hospitalist practice in beauti-
ful Bucks County is looking for a fulltime Internal Medicine 
Hospitalist. Hospitalists enjoy a flexible schedule. Our Hospitalists 
provide a variety of services such as ED unassigned and primary 
care coverage, subspecialist consultation, ICU and observation 
coverage and pre and post management consultations. Successful 
candidate must be Board Certified or Board eligible.

We are also recruiting for a Nocturnist that is open to work 10-14 
nights per month with flexible schedule. Working with the support 
of House staff of NP/PA and covering Hospitalist service only. 

We offer a competitive salary, bonus and 
benefits package.

Part time Moonlighting positions also available.

Apply online at 
www.doylestownhealth.org/careers 

HOSPITALIST NEEDED
San Fernando Valley, CA

Physician owned and operated private practi ce seeking a full ti me 

hospitalist for a hospitalist program. Positi on requires shift  work 

which consists of 7/12 hour days on and 7 days off . 

Desired qualifi cati ons:

 • Good communicati on skills

 • BC/BE in internal medicine

 • CA Board Certi fi cati on (desired but not mandatory)

 • Ability to admit, manage, and discharge pati ents

 • Long-term commitment

Benefi ts:

 • Manageable daily census

 • Competi ti ve reimbursement

 • Pleasant work environment

 • Great cooperati ve team

Contact:

Dr. Sanjay Vadgama

sanjayvadgama@hotmail.com

310-989-2205
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Gundersen Lutheran Medical Center, Inc. | Gundersen Clinic, Ltd. | 21972_0317

ENRICHING EVERY LIFE WE 

TOUCH… INCLUDING YOURS!
Gundersen Health System in La Crosse, WI is seeking an IM or FM trained hospitalist 
to join its established team. Gundersen is an award winning, physician-led, integrated 
health system, employing nearly 500 physicians.

Practice highlights: 
•  7 on 7 off schedule (26 weeks per year) with majority of shifts less than  

12 hours in length
•  Collaborative, cohesive hospitalist team established in 2002 with high retention 

rate and growth 
•  26-member internal medicine hospitalist team comprised of 16 physicians and 10 

associate staff
• Primary responsibility is adult inpatient care 
• Manageable daily census 
• Excellent support and collegiality with subspecialty services 
•  Direct involvement with teaching family medicine and/or internal medicine 

residents 
• Competitive compensation and benefits package, including loan forgiveness

La Crosse is a vibrant city, nestled along the Mississippi River. The historic downtown 
and riverfront host many festivals and events. Excellent schools and universities, parks, 
sports venues, museums and affordable housing make this a great place to call home. 

For information contact Kalah Haug, Medical Staff Recruitment, at 

kjhaug@gundersenhealth.org. or (608) 775-1005. 

Equal Opportunity Employer

The Department of Medicine at University of Pittsburgh 
and UPMC is seeking an experienced physician as an 
overall director of its Academic Hospitalist Programs 
within five teaching hospitals. The individual will be 
responsible for development of the strategic, operational, 
clinical and financial goals for Academic Hospital 
Medicine and will work closely with the Medical Directors 
of each the five Academic Hospitalist programs. We 
are seeking a candidate that combines academic and 
leadership experience. The faculty position is at the 
Associate or Professor level. Competitive compensation 
based on qualifications and experience.  

Requirements: Board Certified in Internal Medicine, 
significant experience managing a Hospitalist Program, 
and highly experienced as a practicing Hospitalist.

Interested candidates should submit their curriculum 
vitae, a brief letter outlining their interests and the names 
of three references to: 

Wishwa Kapoor, MD 
c/o Kathy Nosko 

200 Lothrop Street
933 West MUH
Pittsburgh, PA 15213
Noskoka@upmc.edu
Fax 412 692-4825

EO/AA/M/F/Vets/Disabled

Now you have more digital options 
available for your recruiting
•  The country’s largest, 100%-validated U.S. physician database—

the only one that’s BPA audited

•  Candidates who are guaranteed to be licensed, 
practicing U.S. physicians

• Banner and native ads in the SHM member e-newsletter

•  Customized searches to match your job to the 
exact physician profi les you want

To learn more, visit www.the-hospitalist.org and click “Advertise” 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@frontlinemedcom.com

Academic Hospitalist - Day & Nocturnist Positions
Clements University Hospital
UT Southwestern Medical Center
The University of Texas Southwestern Medical Center, Department of Internal Medicine, Division of Hospital Medicine-
University Hospitals, is seeking physicians to join a thriving academic hospital medicine program at the new William J 
Clements University Hospital. This state of the art facility is the flagship of UT Southwestern’s clinical and educational 
programs in dynamic and cosmopolitan Dallas, Texas. Applicants must have an M.D. degree, or equivalent, from an approved 
LCME medical school and satisfactory completion of an Internal Medicine residency program from an ACGME accredited 
program. Level of appointment will be commensurate with experience. Candidate must be eligible for Texas medical licensure 
and be board certified in Internal Medicine.

Hospitalists will play a vital role in teaching medical students and house officers, as well as serving on non-teaching inpatient 
services. It is the intent of the Department of Internal Medicine that faculty in Hospital Medicine will set the standard for 
scholarship in patient care.

Both day and nocturnist interest welcomed. 

Highlights of the position include

• Salaries which are competitive with private hospitalist groups in Dallas and exceed academic programs elsewhere

• Faculty appointment at a top 20 medical school and research center that is home to 5 Nobel Prize winners 

• Relocation allowance

• 403 (b), 457 and state-matched retirement accounts

• Incentive bonus payments

• Team based approach with individual dedicated support

• Dedicated advanced practice providers, pharmacists and discharge planners

Qualified applicants should submit a cover letter, curriculum vitae, three (3) letters of reference, and a summary of 
professional goals to:

Jonathan Weissler, M.D.
c/o Larry Hughes
UT Southwestern Medical Center
5323 Harry Hines Blvd.
Dallas, TX 75390-9175
larry.hughes@utsouthwestern.edu
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Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

● Hospital Employed (earning potential up to $300k per year)

● Day Shift (7 days on -7 days off) (7am - 7pm)

● Nocturnist (7 days on - 7 days off) (7pm - 7am)

● Competitive Annual Salary

● Performance Bonus & Production Bonus

● Excellent Benefits

● Generous Sign On Bonus

● Relocation and Educational Loan Assistance

● Teaching and Faculty opportunities with the JMH FM/IM Residency  

    Training Programs

● Critical Care Physician Coverage in CCU/PCU

Please view our online job tour:  
www.mshajobtour.com/jmh

Please Contact:
Tina McLaughlin, CMSR, Johnston Memorial Hospital

Office (276) 258-4580, mclaughlint@msha.com

 HOSPITALISTS & NOCTURNISTS

 
 
 

Johnston Memorial Hospital, located in Historic Abingdon, Virginia, 
is currently seeking Full Time BE/BC, Day Shift Hospitalists &  
Nocturnists to join their team. These are Full Time positions with the  
following incentives:

FEATURED OPPORTUNITIES

Join our team

teamhealth.com/join or call 855.762.1651

 Physician Led,
 Patient Focused.

Sutter Solano Medical Center
Vallejo, CA

Medical Director
Knoxville Metro Area, TN

Baptist Memorial Hospital 
New Albany, MS

Memorial Medical Center
Las Cruces, NM

Genesis Healthcare System
Zanesville, OH

UK Good Samaritan Hospital
Lexington, KY

AllianceHealth Ponca City 
Ponca City, OK

Weatherford Regional 
Medical Center
Weatherford, TX

We are “Cape-able” at Cape Fear Valley Health System 
Join One of the Oldest and  

Largest Hospitalist Teams in the Nation!

We are seeking BE/BC Internal Medicine or Family Medicine 

providers for growth to a well-established Hospitalist Program. 

Staff positions and dual teaching opportunities are available in our 

newest residency program. Physician leadership with team leads 

and sub specialty support is available.

Our competitive benefits and compensation package includes:

•	 New Generous Compensation Package with Sign-on Bonus 

and Base Guarantee

•	 Nocturnist Opportunities available

•	 Managed ICU; Intensivist Staff

•	 Multiple Locations Offer Practice Options for everyone with 

maximum flexibility

•	 15 Shifts/Month

•	 Relocation Package

•	 Paid Malpractice Insurance with Tail Coverage

•	 Health, Dental, 403b and 457b match

Fayetteville is a vibrant, cosmopolitan Southern Community in 

North Carolina. We are one hour from Raleigh, an easy drive east 

to the beaches, and west to the mountains. Fayetteville offers 

big city amenities, low cost of living, regional airport making the 

location a plus!

Please Contact Cynthia Edelman, Physician Recruiter for more 

details at (910) 615-1888 or cedelman@capefearvalley.com
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Nocturnist Hospitalist Opportunity
Hendersonville, NC (Near Asheville!)

Employed Nocturnist Hospitalist opportunity. Full Time, 
seven on/seven off, 7:00 pm - 7:00 am. Average 6 - 8 
admissions/consults per shift. Employed opportunity 
offers competitive base salary plus wRVU incentive, 
annual quality bonus, CME/Dues allowance, sign-on, 
relocation, paid professional liability insurance. Pardee 
Hospital is licensed for 222-beds and is a county, not-
for-profit hospital affiliated with UNC Health Care. Must 
be BC in IM, FP or HM.

Live in the “Land-of-Sky,” with the unmatched scenic 
beauty of the southern Appalachian Mountains and 
located in one of the fastest growing regions in North 
Carolina. The area boasts a great public school system 
as well as a wide variety of private and charter schools. 
The area is regularly featured in travel magazines and 
major publications as an area that attracts vacationers, 
retirees, and families because of the safety of the 
community and exceptional quality of life.

No Recruitment or Placement Firm Inquiries. 
No Visa sponsorship.

Contact:  Lilly Bonetti, Physician Recruiter
 office (828) 694-7687
 email Lillian.bonetti@unchealth.unc.edu
 w ww.pardeehospital.org

The Division of Internal Medicine at Penn State Hershey Medical Center, The Pennsylvania State University College of Medicine, is 
accepting applications for HOSPITALIST positions. Successful candidates will hold a faculty appointment to Penn State College of 
Medicine and will be responsible for the care in patients at Penn State Hershey Medical Center. Individuals should have experience 
in hospital medicine and be comfortable managing patients in a sub- acute care setting.  Hospitalists will be part of the post-acute 
care program and will work in collaboration with advanced practice clinicians, residents, and staff.  In addition, the candidate will 
supervise physicians-in-training, both graduate and undergraduate level, as well as participate in other educational initiatives.  The 
candidate will be encouraged to develop quality improvement projects in transitions of care and other scholarly pursuits around caring 
for this population.  This opportunity has potential for growth into a leadership role as a medical director and/or other leadership 
roles.

Competitive salary and benefits among highly qualified, friendly colleagues foster networking opportunities.  Relocation assistance, 
CME funds, Penn State University tuition discount for employees and dependents, LTD and Life insurance, and so much more!

Known for home of the Hershey chocolate bar, Hershey, PA is rich in history and offers a diverse culture. 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. Hershey, 
PA is home to the Hershey Bears hockey team and close to 
the Harrisburg Senators baseball team. The Susquehanna 
River, various ski slopes and the Appalachian Trail are in our 
backyard, offering many outdoor activities for all seasons.

The Penn State Milton S. Hershey Medical Center is committed to affi rmative 
action, equal opportunity and the diversity of its workforce. Equal Opportunity 

Employer – Minorities/Women/Protected Veterans/Disabled. 

Successful candidates require the following:

• Medical degree - M.D., D.O. or foreign equivalent  
• Completion of an accredited Internal Medicine Residency program 
• Eligibility to acquire a license to practice in the Commonwealth of Pennsylvania 
• Board eligible/certified in Internal Medicine 
• No J1 visa waiver sponsorships available   

For further consideration, please send your CV to: 
Brian McGillen, MD – Director, Hospital Medicine 
Penn State Milton S. Hershey Medical Center 
c/o Heather Peffl ey, PHR FASPR – Physician Recruiter  
hpeffl ey@hmc.psu.edu  

HOSPITALIST

To learn more, visit www.the-hospitalist.org and click “Advertise” 

Looking to fi ll an open position? 
to advertise in the Hospitalist or 
the Journal of Hospital Medicine, contact:

Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com 

OR

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

To learn more,

to advertise in the 
the 

Heather Gentile 

OR

Linda Wilson 

Mount Auburn Hospital is searching for a physician 

to serve as a NOCTURNIST academic hospitalist. 
The selected candidate will provide clinical care and 

teaching of medical students and medical residents 

in a busy community teaching hospital, both on the 

inpatient medical floors and the step down unit. There 

will be opportunity for leadership of some aspect of the 

teaching program such as the inpatient medical consult 

rotation for medical residents. The selected candidate will 

receive a Harvard Medical School faculty appointment 

commensurate with their experience. 

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. We strongly encourage both women and 

minorities to apply. 

Applicants should send CV and a brief cover letter to: 

searchco@mah.harvard.edu, or fax to: 617-499-5620.

NOCTURNIST

Network Medical Director for 7 Hospital System in PA/NJ

The Medical Director, Hospitalist Service, is responsible for providing 
on-site clinical leadership and management of the Hospitalist service 
for the Network. This individual will serve as the clinical lead for the 
service and will work closely with physicians, Site Medical Directors, 
AP leadership and Staff to assure consistently high quality in keeping 
with the goals of the organization and the group. Must have three to five 
years’ experience in Hospital Medicine and be board certified; leadership 
experience strongly preferred. Excellent compensation and benefit package. 

SLUHN is a non-profit network comprised of physicians and 7 hospitals, providing care in eastern 
Pennsylvania and western NJ. We employ more than 450 physician and 200 advanced practitioners. St. Luke’s 
currently has more than 180 physicians enrolled in internship, residency and fellowship programs and is a 
regional campus for the Temple/St. Luke’s School of Medicine. Visit www.slhn.org

Our campuses offer easy access to major cities like NYC and Philadelphia. Cost of living is low coupled with 
minimal congestion; choose among a variety of charming urban, semi-urban and rural communities your 
family will enjoy calling home. For more information visit www.discoverlehighvalley.com

Please email your CV to Drea Rosko at physicianrecruitment@sluhn.org
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Ask about our referral bonus 

program! Refer a provider. 

Receive a bonus. It’s that simple!

To join our team, contact:

inpatientjobs@evhc.net

Ask about our referral bonus 

program! Refer a provider. 

Receive a bonus. It’s that simple!

To join our team, contact:

inpatientjobs@evhc.net

   
• Opportunities for professional

development and mentoring

• EmCare is a physician-led, stable

leader in the healthcare industry

• Benefits include:

Medical Director Stipend, A-rated 

Malpractice with tail coverage, elective 

deferral plan and business expense 

reimbursement account

Medical Director 
Opportunities in:

Knoxville, TN

Lake City, FL

Lebanon, TN

Margate, FL

Miami, FL

Plantation, FL

   
• Opportunities for professional

Join the EmCare
Hospitalist Team as a 

Medical Director!

LEAD THE WAY

Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

Hospitalist & Nocturnist
 Beautiful Greenwood, SC

Based in Greenwood, SC, Self Medical Group is multi-

practice, multi-specialty group is seeking a BE/BC Hospitalist 

and BE/BC Nocturnist for an expanding practice.  Self 

Regional Healthcare is a 300 bed non-for-profit, DNV 

accredited facility providing a wide range of specialty 

services to our surrounding communities.   

• Work a 7on/7off, 12 hour schedule with no call 

• Excellent work-life balance with comfortable 

patient volumes

• Intensivist provides majority ICU care

• EPIC EMR 2018

• Competitive salary package and benefits including 

sign on bonus and student loan repayment 

• Self Regional, a nine-time Gallup Great Workplace 

Award recipient (2008-2016)

 About Greenwood, S.C.:

Just an hour from Columbia and Greenville, Greenwood, or 

as it is called the “Emerald City,” offers a temperate climate, 

year-round golf and recreation and lakeside living at pristine 

Lake Greenwood. It is also home to the S.C. Festival of 

Flowers, a celebration of flora that features larger-than-life 

size topiaries during the month of June.

Billings Clinic is nationally 
recognized for clinical 
excellence and is a proud 
member of the Mayo Clinic 
Care Network. Located in 
Billings, Montana – this 
friendly college community is 
a great place to raise a family 
near the majestic Rocky 
Mountains. Exciting outdoor 
recreation close to home.  
300 days of sunshine!

Physician-Led Medicine in Montana 

Hospitalist

Seeking BE/BC Hospitalists to join 
our group in Montana’s premier, 
state-of-the-art medical center, 
which serves as the region’s tertiary 
referral center. Our seasoned team 
values work-life balance and 
collegiality.  

• Extremely flexible scheduling

• Generous salary with yearly bonus

• Signing bonus

• Student loan repayment

• No procedures required

• Teaching opportunities

• “America’s Best Town of 2016” 
– Outside Magazine

Contact: Rochelle Woods
1-888-554-5922
physicianrecruiter@ 
billingsclinic.org

billingsclinic.com

Please visit us at booth #903  
at the 2017 Hospital Medicine 
Conference in Las Vegas!
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Explore the New SHM Career Center
Now with expanded capabilities, including:

• Full mobile-optimization

• Validated physician profi le — we’ve verifi ed our candidates’ data

• Contact information for MDs who view as well as apply to your jobs

•  Individual, customized landing pages for your job 
(available as an upgrade)

And much more!
www.shmcareers.org

New SHM Career CenterNew SHM Career Center

THIS PLACE IS AMAZING
So is the difference you can make.

IM HOSPITALIST
OPPORTUNITIES
Easley / Upstate, SC

Greenville Health System (GHS), the largest healthcare 

provider in South Carolina, seeks BC/BE Internal Medicine 

Physicians interested in opportunities as Hospitalists. These 

positions are located at Baptist Easley Hospital in Easley, SC. 

Surrounded by the Blue Ridge Mountains and many beautiful 

lakes, Easley is a quick 20-minute drive to downtown 

Greenville, SC, two hours to Charlotte and Atlanta, and less 

than 4 hours to the coast. 

Qualified candidates should submit a letter of 

interest and CV to Sr. In-House Physician Recruiter, 

Kendra Hall, kbhall@ghs.org, 800-772-6987. 

 

Highlights of the position: 

• 8 physician team

• 7 on/off block schedule

• Competitive salary, incentive bonuses and premium

   pay for Nocturnists

• Additional shifts paid at a premium based on 

   location and shift

• Minimal call schedule and rounding

• Ideal candidates are comfortable managing critically

   ill patients and are trained in IM procedures

Baptist Easley has been part of the upstate South 

Carolina community since 1958. As the primary 

healthcare service provider in Pickens County, our 

109-bed general acute care facility provides 

services such as surgery, lithotripsy, MRI, CT Scan, 

and emergency and outpatient care, as well as 

cardiopulmonary services. 

To advertise in Th e Hospitalist or 

the Journal of Hospitalist Medicine

Contact: 

Heather Gentile  •  973.290.8259
hgentile@frontlinemedcom.com

or
Linda Wilson  •  973.290.8243

lwilson@frontlinemedcom.com

Tri County Hospitalists 

Board Certified/Eligible 

Internal Medicine and Family Medicine

Hospitalists and Nocturnists

Tri County Hospitalists LLC, a physician owned and 

physician run group seeks motivated physicians to join a 

dynamic team of 40+ providers at more than four locations 

in Philadelphia region.

Highlights:

• Full-time or part-time Hospitalist positions

• Day or night shifts available 

• Flexible scheduling 

• Teaching opportunities with residents, 

NP/PA students

• Emphasis on patient experience, quality and safety

• Average encounter number of 14-18/day

• Secure employment with low physician turnover

• Potential for career advancement in administrative, 

quality or educational roles

Employment Eligibility:

Must be Board Certified/Eligible in Internal or Family 

Medicine.

Contact: Navneet K Sharma,MD

Phone: 2676645742

E-mail: tricountyhospitalists@gmail.com

Pikeville Medical Center is an Equal Opportunity Employer

SEEKING BOARD ELIGIBLE/CERTIFIED HOSPITALISTS: Located in the picturesque mountains of Pikeville, 

Kentucky, Pikeville Medical Center (PMC) is a 300 bed tertiary care center. Currently in our 92nd year, PMC offers more 

than 400 services in every specialty and most subspecialties. With nearly 400 credentialed providers and over 3,000 

employees, PMC upholds the highest of standards meeting our mission of providing world-class quality health care in a 

Christian environment. As a proud member of Mayo Clinic’s Care Network and Kentucky’s only Level II Trauma Center, 

PMC offers experienced support staff in a modern, state-of-the-art facility. We invite you to practice in “The City that 

Moves Mountains.”

PHYSICIAN INCENTIVES

•	 Flexible 7 days on/7 days off schedule

•	 Closed ICU

•	 Intensivists in-house

•	 Nocturnist coverage

•	 Extensive specialty backup

COMPENSATION & BENEFITS

•	 Competitive salary & excellent benefit package

•	 Student Loan repayment (negotiable)

•	 Moving expenses paid

•	 Stipends offered if situation is applicable

•	 CME expenses paid

•	 Paid KY & DEA licenses and society dues

•	 Medical malpractice insurance paid 

•	 H1B Cap-exempt facility

911 Bypass Road • Pikeville, KY 41501 • 606-218-4915

For more information, contact: ashley.mccoy@pikevillehospital.org • annie.carter@pikevillehospital.org • alison.lovely@pikevillehospital.org
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Our legacy is yours.

Hospitalists

Legacy Health 
Portland, Oregon

Create your legacy

At Legacy Health, our legacy is doing what’s best for our patients, our people, our community and our world. 

Our fundamental responsibility is to improve the health of everyone and everything we touch–to create a 

legacy that truly lives on.

Ours is a legacy of health and community. Of respect and responsibility. Of quality and innovation. It’s the legacy 

we create every day at Legacy Health. 

And, if you join our team, it’s yours.

Located in the beautiful Pacific Northwest, Legacy is currently seeking experienced Hospitalists to join our 

dynamic and well established yet expanding Hospitalist Program. Enjoy unique staffing and flexible scheduling 

with easy access to a wide variety of specialists. You’ll have the opportunity to participate in inpatient care and 

teaching of medical residents and interns. 

Successful candidates will have the following education and experience:

                    • Graduate of four-year U.S. Medical School or equivalent
                    • Residency completed in IM or FP
                    • Board Certified in IM or FP
                    • Clinical experience in IM or FP 
                    • Board eligible or board certified in IM or FP
 

The spectacular Columbia River Gorge and majestic Cascade Mountains surround Portland. The beautiful 

ocean beaches of the northwest and fantastic skiing at Mt. Hood are within a 90-minute drive. The temperate 

four-season climate, spectacular views and abundance of cultural and outdoor activities, along with five-star 

restaurants, sporting attractions, and outstanding schools, make Portland an ideal place to live.

As a nationally known and respected health care provider, Legacy Health offers an outstanding work 

environment, competitive salary and comprehensive benefits.  Learn more about us and apply on our website 

at www.legacyhealth.org. For additional information please contact Forrest Brown  at (503) 415-5982 

or toll free, (866) 888-4428.  Email: fobrown@lhs.org. AA/EOE/VETS/Disabled

Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

Mercy Clinic is seeking a Nocturnist to join our established and 

expanding group near St. Louis, Missouri! 

12&7851,67�23325781,7<�

*5($7(5�67��/28,6�$5($�

For more information, please contact: 

Joan Humphries | Manager, Physician Recruitment 

Joan.Humphries@mercy.net  

314-364-3840 | mercy.net 

Nocturnist Opportunity Includes: 

 Flexible schedule of only 10 shifts per month. 

 Eligibility for full-time benefits. 

 Attractive block schedule. 

 System-wide EPIC EMR 

 Closed ICU, no procedures or codes. 

 Sponsorship of H1B Visa’s 

 Comprehensive benefits including health, dental, vacation and CME 

 Relocation assistance and professional liability coverage 
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To learn more, visit www.the-hospitalist.org and click “Advertise” 

Expand your reach 
with an ad in the Journal of Hospital Medicine,
SHM’s clinical content journal
For rates or to place an ad, contact:

Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com 

OR

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

Ask about our combination discount when advertising in both JHM and The Hospitalist.

HOSPITALIST

A.O. Fox Memorial Hospital, an acute care community 
hospital and affiliate of the Bassett Healthcare Network, is 
seeking a BC/BE Hospitalist to serve our patient population 
in Oneonta, NY. 

This Hospitalist position will consist of a 7 on 7 off schedule 
with the option for other flexible scheduling.  The unit 
consists of 53 bed med/surg beds. Subspecialty Services are 
available in Cardiology, Cancer Care and Orthopedics. A 
fully integrated EMR system is in place.

Nestled in the foothills of the Catskill Mountains, the 
City of Oneonta offers diversity, stability and beauty. 
Oneonta is home to two colleges, State University of New 
York at Oneonta and Hartwick College, a private liberal 
arts college. The area also boasts many cultural and four 
season recreational advantages including theater, music, 
museums, golf, sailing, hiking, and skiing. 

EOE

For confidential consideration, please contact: 
Debra Ferrari, Manager, Medical Staff Recruitment 
Bassett Healthcare Network 
phone: 607-547-6982; fax: 607-547-3651 or email:  
debra.ferrari@bassett.org 
or for more information visit our web-site at  
www.bassett.org

Helping people 

live the healthiest  
lives possible.

TOP REASONS TO CHOOSE UTAH:
World-Class Year-Round  

Skiing, Hiking, and Biking

5 National Parks

4 Distinct Seasons

Best State for Business

Endless Outdoor Recreation Opportunities

Intermountain Healthcare has both outpatient opportunities for INTERNAL  

MEDICINE & HOSPITALIST positions throughout Utah in all major cities.

physicianrecruit@imail.org  •  800.888.3134  •  PhysicianJobsIntermountain.org

INTERNAL MEDICINE
• Enjoy a 4 day work week

• Loan repayment and signing bonus

• Stipend available for those still in training

• Outpatient only with mental health integration

• Pension, 401k match, and relocation 

HOSPITALIST
• Reasonable patient load

• Flexible work schedule

• Competitive salary, signing bonus

• Pension, 401k match, and relocation

The Division of General Internal Medicine at Penn State Health Milton S. Hershey Medical Center, Penn State College 
of Medicine (Hershey, PA) is seeking a BC/BE Internal Medicine NOCTURNIST HOSPITALIST  to join our highly 
regarded team. Successful candidates will hold a faculty appointment to Penn State College of Medicine and will be 
responsible for the care in patients at Hershey Medical Center. Individuals should have experience in hospital medicine 
and be comfortable managing patients in a sub-acute care setting.

Our Nocturnists are a part of the Hospital Medicine program and will work in collaboration with advanced practice 
clinicians and residents.  Primary focus will be on overnight hospital admission for patients to the Internal Medicine 
service. Supervisory responsibilities also exist for bedside procedures, and proficiency in central line placement, 
paracentesis, arthrocentesis, and lumbar puncture is required. The position also supervises overnight Code Blue and  
Adult Rapid Response Team calls. This position directly supervises medical residents and provides for teaching 
opportunity as well.

Competitive salary and benefits among highly qualified, friendly colleagues foster networking opportunities.  Excellent 
schools, affordable cost of living, great family-oriented lifestyle with a multitude of outdoor activities year-round.  
Relocation assistance, CME funds, Penn State University tuition discount for employees and dependents, LTD and  
Life insurance, and so much more!

Appropriate candidates must possess an MD, DO, or foreign equivalent; be Board Certified in Internal Medicine and have or 
be able to acquire a license to practice in the Commonwealth of Pennsylvania.  Qualified applicants should upload a letter of 
interest and CV at:  http://tinyurl.com/j29p3fz Ref Job ID#4524  

For additional information, please contact: 

Brian Mc Gillen, MD — Director, Hospitalist Medicine 
Penn State Milton S. Hershey Medical Center 
c/o Heather Peffley, PHR FASPR – Physician Recruiter 
hpeffley@hmc.psu.edu

The Penn State Milton S. Hershey Medical Center is committed to affirmative 
action, equal opportunity and the diversity of its workforce. Equal Opportunity 

Employer – Minorities/Women/Protected Veterans/Disabled. 

ACADEMIC NOCTURNIST HOSPITALIST

Hospitalists

Minnesota and Wisconsin

Be part of something bigger at HealthPartners, where we focus on health as it could be, affordability as it must be, and 
relationships built on trust. HealthPartners Medical Group (HPMG) is a large, nationally recognized multi-specialty physician 
practice, based at clinics and hospitals throughout metropolitan Minneapolis/St. Paul, central Minnesota and western Wisconsin.

Our Hospital Medicine Department is seeking BC/BE IM or FM physicians to work in our high functioning, multi-disciplinary team 
environment. Whether you seek an urban, suburban, semi-rural or rural community practice, HPMG has a variety of opportunities 
within thriving family-oriented communities with top school systems, healthy economies, sports and theatre and bountiful lakes 
and outdoor recreation. 

• Regions Hospital is our tertiary hospital and regional referral center in St. Paul. We are a major teaching affiliate for the 
University of Minnesota with a dedicated Hospital Medicine Pathway in their residency program.

• We are nocturnist-supported and have additional nocturnist opportunities available with pay differentials.

• We have a strong Advanced Practice Provider (APP) team and a dedicated APP fellowship training program.

• We have ample opportunities to expand your professional interests in palliative care, community hospital medicine, 
surgical co-management, telemedicine, research, quality improvement and medical education.

• Our hospital locations in western Wisconsin’s beautiful St. Croix River Valley offer community-based practices with 
convenient connections to metro area support.

• Our scheduling system offers flexibility, allowing for travel, CME and a good work-life balance.

• We offer a generous, competitive compensation and benefits package and an exciting practice within a prestigious,  
respected healthcare organization. 

Apply online at healthpartners.com/careers or email your CV, cover  
letter and references directly to lori.m.fake@healthpartners.com.  
For more details, contact: Department Chair Jerome Siy, M.D., SFHM  
or Lori Fake at 800-472-4695, x1. H-1B visa eligible. EOE

h e a l t h p a r t n e r s . c o m
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Make your next smart move. Visit www.shmcareercenter.org

NAzH
NORTHERN

ARIZONA

HOSPITALISTS

NazHospitalists.com    Prescott, Arizona

 

  

  

 
 

 

 

 

  

 

 

 
 

 
 

 

Th e Practice

You’ve Always 

Wanted in the

Hometown

You’ve Always 

Dreamed About

  Physician owned and managed
  Enjoy an outstanding 
employment package

  Bask in the beauty of a mild 
climate, stunning lakes and 
pristine national forestsHospitalist positions

are now available.

Learn more at

NAzHospitalists.com

Sandy: SBetter@yrmc.org

(928) 771-5487

NOW RECRUITING new
team members who share our
passion for hospital medicine.
Talk to us about becoming part
of the NAzH team.

Classified Advertising
FIND THE PERFECT FIT!

For more information on placing your classified advertisement in the next 
available issue, contact:

Heather Gentile • 973.290.8259
hgentile@frontlinemedcom.com

or
Linda Wilson • 973.290.8243

lwilson@frontlinemedcom.com

Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

COME PRACTICE 
WHERE OTHERS VACATION!

HOSPITALISTS - Bend, Oregon 

We seek a BC/BE Internal Medicine or Family Medicine physician to join our 

busy, growing hospitalist program. Here you'll be a part of our collegial team 

and work about 163 shifts/year. 

As part of our team, you’ll enjoy:

• Coverage at one hospital in Bend, OR

• Approximately one week on, one week off

• A small and tight knit group of 4.5 physicians and 4 APPs

• Close coordination of care with BMC’s primary care and specialty teams   

• Easy access to well-qualified specialists

• Competitive compensation and benefits package

Bend, Oregon is tucked between snow-covered peaks and high desert 

plateaus and has become an international mecca for outdoor enthusiasts and 

people in search of active healthy lifestyle pursuits. Join us today in Central 

Oregon, a paradise in which to live and practice. For more information, 

please call or email your CV to: Andi Miller, Director of Provider 

Recruitment, at amiller@bmctotalcare.com or call (541) 706-2425.

www.bendmemorialclinic.com
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Make your next smart move. Visit www.shmcareercenter.org

Now you have more digital options 
available for your recruiting
•  The country’s largest, 100%-validated U.S. physician database—

the only one that’s BPA audited

•  Candidates who are guaranteed to be licensed, 
practicing U.S. physicians

• Banner and native ads in the SHM member e-newsletter

•  Customized searches to match your job to the 
exact physician profi les you want

To learn more, visit www.the-hospitalist.org and click “Advertise” 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@frontlinemedcom.com

Amina Martel, MD  
HOSPITAL MEDICINE PARTNER

“CEP America is trustworthy, 
transparent, and has great  
physician leaders. This is our 
practice, and we get involved.”

THIS IS  

YOUR 

PRACTICE

Visit go.cep.com/myteam2017  
to see a full list of our hospitalist  
and leadership opportunities. 

INTERESTED IN TRAVEL?  

Check out our Reserves Program. 

LOOKING TOWARD MANAGEMENT?  

Apply for our Administrative Fellowship.

CEP America currently has hospitalist, intensivist, 

and skilled nursing practices in California, Illinois, 

New Jersey, Oregon, and Washington, some with 

sign-on bonuses up to $100,000.

• Edmonds

WASHINGTON

• Passaic

NEW JERSEY

• Roseburg

OREGON

• Fresno 
• Modesto 
• Redding 
• Sacramento
• San Diego 

CALIFORNIA

• San Jose
• San Mateo
• San Francisco
• Walnut Creek

ILLINOIS

• Alton
• Belleville

And we sponsor Visa candidates!

practice, and we get involved.”

TM

Hello humankindness

Seeking Superstar Hospitalists
SANTA CRUZ, CALIFORNIA

Come Join a Provider of Choice with Physicians 
Who Have Been in the Community for Over 30 years!

Dignity Health Medical Group – Dominican (http://dhmf.org/dominican), 
a service of Dignity Health Medical Foundation, is seeking energetic, 
passionate, hardworking and outgoing Hospitalists to join our vibrant 
team. We are a multi-specialty, physician-owned group with more than 70 
physicians and advanced practitioners and still growing. We are affiliated 
with Dominican Hospital, a 223-bed hospital (http://dominicanhospital.org).

WHY JOIN US?
• Located in sunny Santa Cruz, CA 

   (1-1/2 hours from San Francisco, 30 minutes from San Jose)

• Shareholder opportunity

• Excellent shift pay plus incentives

• Residency signing stipend, transition and 

   relocation bonuses, CME and benefits

• Aligned with one of the largest health systems in the nation 

   and the largest hospital system in California

PRACTICE HIGHLIGHTS:
• 7 on/7 off schedule • Only 1 hospital location

• Practice autonomy with • Hospitalist Discharge RN on team 

   administrative support • Subspecialty referrals readily accessible

PLEASE SEND YOUR CV AND CONTACT:
Dignity Health 
Lori Hart, Physician Recruiter
Toll Free:  888.599.7787  |  providers@dignityhealth.org
www.dignityhealth.org/physician-careers  

INSPIRE greatness
At Mercy Medical Group, a service of Dignity Health Medical 

Foundation, we lead by example. By always striving to give our 

personal best—and encouraging our patients and colleagues to 

do the same—we’re able to achieve and do more than we ever 

imagined. If you’re ready to inspire greatness in yourself and others, 

join us today.

HOSPITALISTS - Sacramento, CA

Full-time and part-time openings are available, as are opportunities 

for Nocturnists. At our large multi-specialty practice with approximately 

400 providers, we strive to offer our patients a full scope of healthcare 

services throughout the Sacramento area. Our award-winning 

Hospitalist program has around 70 providers and currently serves 

4 major hospitals in the area. 

Sacramento offers a wide variety of activities to enjoy, including fine 

dining, shopping, biking, boating, river rafting, skiing and cultural events. 

Our physicians utilize leading edge technology, including EMR, and 

enjoy a comprehensive, excellent compensation and benefits package 

in a collegial, supportive environment.

For more information, please contact: Physician Recruitment

Phone: 888-599-7787  |  Email: providers@dignityhealth.org

www.mymercymedgroup.org

www.dignityhealth.org/physician-careers  

These are not J1 opportunities.

Culture of Caring:
Central Maine Medical Center has served the people of Maine for more than 125 years. We are a 250 bed tertiary care facility 
that attracts regional referrals and offers a comprehensive array of the highest level healthcare services to approximately 400,000 
people in central and western Maine. Our experienced and collegial hospitalist group cares for over half of the inpatient 
population and is proud of our high retention rate and professionalism. 

The Opportunity:
Nocturnist and staff positions: We are seeking BC/BE IM or FM physicians to work in a team environment with NP and 
PA providers.

Nocturnists are supported by physician and NP/PA swing shift staff, full-time hours are 

reduced and compensation is highly incented. We also offer:

• The opportunity to expand your professional interests in areas such as our nationally 
recognized Palliative Care team and award-winning Quality Improvement initiatives.

• Encouragement of innovation and career growth at all stages starting with mentoring for 
early hospitalists, and progressing to leadership training and opportunities. 

• The only Hospital Medicine Fellowship in northern New England with active roles in 
fellow, resident and medical student education.

What we can do for you:
Welcome you to a motivated, highly engaged, outstanding group that offers a competitive compensation package with moving 

expense reimbursement, student loan assistance and generous sign-on bonus.

We also value your time outside of work, to enjoy the abundance of outdoor and cultural opportunities that are found in our 
family-friendly state. Check out our website: www.cmmc.org. And, for more information, contact Julia Lauver, CMMC 
Medical Staff Recruitment at JLauver@cmhc.org; 800/445-7431 or 207/755-5854 (fax).

NOCTURNIST and Staff Opportunities 
Earn More, Work Less, Enjoy Work-Life Balance
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Make your next smart move. Visit www.shmcareercenter.org

Find your 

next job today!

 visit WWW.SHMCAREERS.ORG

Physicians, you’re just one click away from your next job 
with the new SHM Career Center

You’ve never had a more powerful ally in making your next career move. 
The new SHM Career Center is designed for busy doctors. Now you can:

• Create job alerts

• Save your jobs

• Quickly search for jobs on your smartphone — works seamlessly!

Create a candidate profi le and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click “Advertise” 

you’re just one click away from your next job 

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@

you’re just one click away from your next job 

Find your next job today. 

Visit www.shmcareers.org

or contact Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com or Linda Wilson • 973-290-8243 • lwilson@ frontlinemedcom.com

Hospitalist or Nocturnist 
Montgomery County, PA

Now is a great time to join Einstein Physicians, part of 
Einstein Healthcare Network! We are a patient-centric and 
physician-led multispecialty practice of more than 500 
physicians with a very broad scope of services and striving 
to be the premier practice in Philadelphia. We are offering 
the opportunity for you to become part of our team and build 
a successful, meaningful career alongside an extraordinary 
group of physicians and staff.

Einstein Medical Center Montgomery (EMCM) seeks 
candidates for Hospitalist and Nocturnist positions. EMCM 
is located on 87 acres along Germantown Pike in East 
Norrition, PA, and was built from the ground up around 
patient comfort, safety and the demands of evolving medical 
technology. 

Candidates must be physicians who are board-certified/
board-eligible in Internal Medicine and who wish to join our 
practice on a full-time basis. We offer H-1B/Green Card 
sponsorship if requested, and some of our practices qualify 
for J-1 waivers.

EOE

If you are a dedicated, energetic and ambitious Hospitalist, 
learn more by sending your CV to hannanki@einstein.edu  

or by calling Kimberly Hannan at  
(267) 421-7435.

HIT THE HOSPITAL MEDICINE CAREER
JACKPOT WITH EMCARE
Flush with Coast-to-Coast Opportunities

Hospitalists who work for EmCare enjoy an exceptional quality of practice,  

from cutting-edge tools and resources to innovative practice opportunities. 

Our physician-led company means you are supported by leadership on the local, 

regional and national level. 

From mentorship to leadership positions, EmCare offers the locations, positions 

and lifestyle you want nationwide.

EmCare Locations

VISIT US AT

HM17 BOOTH #203

EmCare Locations

855.367.3650 | recruiting@emcare.com | www.emcare.com
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Make your next smart move. Visit www.shmcareercenter.org

To learn more, visit www.the-hospitalist.org and click “Advertise” 

Looking to fi ll an open position? 
to advertise in the Hospitalist or 
the Journal of Hospital Medicine, contact:

Heather Gentile • 973-290-8259 • hgentile@frontlinemedcom.com 

OR

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

To learn more,

to advertise in the 
the 

Heather Gentile 

OR

Linda Wilson 

HOSPITALIST OPPORTUNITY

Southwest Ohio

UC Health Hospitalist Group at West Chester Hospital seeking a 

board certified/prepared Internal Medicine or Family Medicine 

physician to join our growing Hospitalist group. West Chester 

Hospital is a community hospital, located just north of Cincinnati 

OH, with academic affiliation to the University of Cincinnati 

Health System.

Seeking candidates for a dedicated nocturnist position, 7p 

to 7a. Position is supported by 24hr Critical Care Services. 

The contractual obligation is for 12 shifts per month with 

opportunities/ incentives for additional shifts if desired.

Excellent benefits and retirement packages through the UC 

Health and the UC College of Medicine.  Faculty appointed 

position at UC College of Medicine with hire. Qualified candidate 

must be ACLS certified.

CONTACT: Dr. Brad Evans, Director

 UC Health Hospitalist Group

 513-298-7325

 evansb7@ucmail.uc.edu

Join our Hospital Medicine 
Team in Alabama!

We are looking for full-time Physicians to 

join our team at the following Baptist Health 

System facilities:

• Prattville Baptist Hospital — Prattville

• Baptist Medical Center (South)  

 — Montgomery

• Baptist Medical Center (East)  

 — Montgomery

Work with a fantastic, cohesive team of 

clinicians. Enjoy competitive compensation, 

bonus structures and much more!

To learn more about these or other  

Hospital Medicine opportunities, contact 

Alison Cooper at 865.560.8463 or  

alison_cooper@teamhealth.com, or  

visit www.teamhealth.com.

Hospitalist/Nocturnist Opportunities in PA
Starting Bonus and Loan Repayment 

St Luke’s University Health Network (SLUHN) has hospitalist/
nocturnist opportunities in eastern Pennsylvania. We are 
recruiting for BC/BE Nocturnists at our Bethlehem/Anderson 
Campuses Hospitalist positions at other campuses in PA 
including our newest hospital in Monroe County that opened 
in October of 2016. This group focuses on outstanding quality 
and enjoys a collegial atmosphere. 

We offer:
• Starting bonus and up to 

$100,000 in loan repayment
• 7 on/7 off schedules
• Additional stipend for nights
• Attractive base compensation with incentive
• Excellent benefits, including malpractice, 

moving expenses

SLUHN is a non-profit network comprised of more than 
450 physicians, 200 advanced practitioners and 7 hospitals, 
providing care in eastern Pennsylvania and western NJ. 
St. Luke’s currently has more than 180 physicians enrolled 
in internship, residency and fellowship programs and is a 
regional campus for the Temple/St. Luke’s School of Medicine. 
Visit www.slhn.org.

Our campuses offer easy access to major cities like NYC 
and Philadelphia. Cost of living is low coupled with minimal 
congestion; choose among a variety of charming urban, semi-
urban and rural communities your family will enjoy calling 
home. For more information visit 
www.discoverlehighvalley.com

Please email your CV to Drea Rosko at 
physicianrecruitment@sluhn.org

Hospitalist/Nocturnist Opportunities
Cambridge Health Alliance (CHA) is a well respected, nationally 
recognized and award-winning public healthcare system, which 
receives recognition for clinical and academic innovations.  Our 
system is comprised of three campuses and an integrated network of 
both primary and specialty care practices in Cambridge, Somerville 
and Boston’s Metro North Region. CHA is a teaching affiliate of 
both Harvard Medical School (HMS) and Tufts University School 
of Medicine and opportunities for teaching medical students and 
residents are plentiful. 

We are currently recruiting BC/BE Hospitalist/Nocturnist to join 
our division of approximately 20 physicians to cover inpatient 
services at both our Cambridge and Everett campuses. This position 
has both day and night clinical responsibilities. Ideal candidates with 
be FT (will consider PT), patient centered, posses excellent clinical/
communication skills and demonstrate a strong commitment to work 
with a multicultural, underserved patient population. Experience and 
interest in performing procedures, as well as resident and medical 
student teaching is preferred. All of our Hospitalists/Nocturnist 

hold academic appointments at Harvard Medical School. At 
CHA we offer a supportive and collegial environment, a strong 
infrastructure, a fully integrated electronic medical record system 
(EPIC) and competitive salary/benefits package.

Please send CV’s to Lauren Anastasia, Department of Physician 
Recruitment, Cambridge Health Alliance, 1493 Cambridge Street, 
Cambridge, MA 02139, via e-mail: lanastasia@challiance.org, via 
fax (617) 665-3553 or call (617) 665-3555. www.challiance.org 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.

To advertise in Th e Hospitalist or 

Th e Journal of Hospitalist Medicine

Contact: 

Heather Gentile  •  973.290.8259
hgentile@frontlinemedcom.com

or

Linda Wilson  •  973.290.8243
lwilson@frontlinemedcom.com
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Connecting practices to

EMERGING TRENDS.
We’re taking the mal out of malpractice insurance. 

In an ever-evolving healthcare environment, we 

stay on top of the latest risks, regulations, and 

advancements. From digital health innovations to 

new models of care and everything in between, 

we keep you covered. And it’s more than a trend. 

It’s our vision for delivering malpractice insurance 

without the mal. Join us at thedoctors.com

groups. These local chapters and these 
interest groups will fuel new ideas that 
will continue to improve our specialty and 
the effectiveness of the society to speak for 
hospital medicine with a strong voice. 

Of course, SHM will continue to be 
the only organization that was created 
to represent our nation’s hospitalists and 
will be totally committed to providing our 
members with clinical and administrative 
education, dedicated publications, leader-
ship training, research opportunities, and 
advocacy. I look forward to serving you and 
helping you get the most from your SHM 
experience. Together, we will continue to 
move the hospital medicine movement 
forward, shaping our health care system 
and improving patient care.

THE PRESIDENT’S DESK I By Ron Greeno, MD, FCCP, MHM

Dr. Greeno is the incoming 
president of the Society of Hospital 
Medicine and senior adviser for 
medical affairs at TeamHealth.

Hospitalists: Leading health 
care innovation
I have never witnessed a health care movement quite like hospital medicine.

A
s I begin my year as SHM president, 
I continue to be energized by the 
opportunity to be part of an orga-

nization that has such a positive impact on 
our nation’s health care system. From the 
beginning of my medical career to now, 
never have I witnessed a health care move-
ment quite like hospital medicine.

Even when I first arrived in Southern 
California as a pulmonary/critical-care 
physician in 1987, there were groups of 
physicians who had taken financial risk on 
populations of managed-care patients and 
were paid using an “alternative payment 
model” called capitation. One of the inno-
vations they had utilized since the early 
1980s to successfully manage their risk – 
and their patients’ –  was to have dedicated 
inpatient physicians caring for their hospi-
talized patients 24/7, while most of their 
primary care partners managed the group’s 
patients in the outpatient setting.

These inpatient specialists were, without 
a doubt, the first hospitalists, even though 
the creation of the name came many years 
after the model was first used. By the early 
1990s, more and more groups (including 
mine) in pockets around the country started 
delivering care using this model. By the 
second half of the decade, we had a name, 
an emerging national identity, and even a 
medical society to bring us together and 
represent us and the issues we care about. As 
our health care system continues to change, 
there is no specialty as well positioned as 
hospital medicine to evolve with it.

This year will see a continued reshaping 
of our delivery system, driven by emerging 
federal policy like the Medicare Access and 
CHIP Reauthorization Act (MACRA). All 
of this policy is designed to create a health 
care system that delivers high-quality care 
in a much more cost-effective way. Many 

of these policies will result in groups of 
providers being pushed away from fee-for-
service payment toward alternative payment 
models that involve higher levels of risk and 
opportunity. If we, as providers, are going 
to be successful in managing our “at risk” 
populations, we are going to have to be as 
innovative as our managed-care forefathers. 
If we are not, we, as a society, are not going 
to be able to afford to deliver high-quality 
care to our nation’s sickest citizens. 

At the center of much of this innova-
tion will be hospitalists. After all, by its 
very nature, our model is a delivery system 
reform. The drive to deliver more efficient 
quality care is in the very DNA of our 
specialty. 

As decisions are made, they will have a 
significant impact on our patients and our 
careers. It will continue to be a priority for 
SHM to make sure that the voice of hospi-
tal medicine is heard loud and clear. We 

will continue to ask our members to ensure 
that the hospital medicine community has 
a prominent place in these conversations. 
Those who step up in this effort will lead us 
as we insist on having a prominent seat at the 
table and as new models of care emerge and 
new incentives are created for the provider 
community. We will continue to strive to 
make sure that our patients get the care they 
deserve and that we continue to help build a 
sustainable health care delivery system.

This year, you will also see a focused 
effort to strengthen SHM’s system of state 
and local chapters. The vitality of these local 
organizations is important to our efforts to 
effectively serve our members by engag-
ing them with their colleagues at the local 
level. In our attempts to further connect 
our members with others who share simi-
lar interests and focuses, we will be roll-
ing out a new structure of special interest 

In our attempts to further connect our members with 

others who share similar interests and focuses, we will 

be rolling out a new structure of special interest groups. 

These local chapters and these interest groups will fuel 

new ideas that will continue to improve our specialty and 

the effectiveness of the society to speak for hospital med-

icine with a strong voice. 
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Is the doctor in?
The growth of telehospitalist programs. 

W
ithin hospital medicine, there has 
been a recent increase in programs 
that provide virtual or telehealth 

hospitalists, primarily to hospitals that are 
small, remote, and/or understaffed. Accord-
ing to a 2013 Cisco health care customer 
experience report, the number of telehealth 
consumers will likely markedly increase to 
at least 7 million by 2018.1

Since telehospitalist programs are still 
relatively new, there are many questions 
about why and how they exist and how they 
are (and can be) funded. Questions also 
remain about some limitations of telehos-
pitalist programs for both the “givers” and 
the “receivers” of the services. I tackle some 
of these questions in this article.

What is a telehospitalist? 
A telehospitalist is a hospitalist who provides 
remote services to patients and providers in 
need of such services. These services can 
range from initial encounters, follow-up 
encounters, post–acute care visits, home 
visits, consultations, and emergency care.

What are the drivers of 
telehospitalist programs?
One primary driver of telehealth (and 
specifically telehospitalist) programs is an 
ongoing shortage of hospitalists, especially 
in remote areas and critical access hospitals 
where coverage issues are especially promi-
nent at night and/or on weekends. In many 
hospitals, there is also a growing unwill-
ingness on the part of physicians to be 
routinely on call at night. Although work-
ing on call used to be on par with being a 
physician, many younger-generation physi-
cians are less willing to blur “work and life.” 
This increases the need for dedicated night 
coverage in many hospitals.

Another driver for some programs (espe-
cially at tertiary care medical centers) is a 
desire to more thoroughly assess patients 
prior to transfer to their respective centers 
(the alternative being a phone conversa-
tion with the transferring center about the 
patient’s status). There is also a growing 
desire to keep patients local if possible, which 
is usually better for the patient and the family 
and can decrease the total cost of their care. 

Another catalyst to telehospitalist program 
growth is the growing cultural comfort level 
with two-way video interactions, such as 
Skype and FaceTime. Since videoconferenc-
ing has permeated most of our professional 
and personal lives, telehealth seems famil-
iar and comfortable for both providers and 
patients. In a recent consumer survey, three 
out of every four consumers responded that 
they are very comfortable communicating 
with providers via technology, as opposed to 
seeing them in person.1

Another driver for some programs is finan-
cial. Depending on the way the program is 
structured, it can be not only financially 
feasible but financially beneficial, especially if 

the program can consolidate coverage across 
multiple sites (more on this later).

One other driver for some health care 
systems is the need to cover areas with on-site 
nurse practitioners and physician assistants. 
Using a telehospitalist makes it easier to get 
appropriate and required oversight for this 
coverage model across time and space.

What are the advantages of 
being a telehospitalist?
Some of the career advantages of being a 
telehospitalist include the shift flexibility 
and convenience. This work allows a hospi-
talist to serve a shift from anywhere in the 
world and from the convenience of their 
home. Some telehospitalists can easily work 
local night shifts when they live many time 
zones away (and therefore, don’t actually 
have to work a night shift). Many programs 
are designed to have a single hospitalist 
cover many hospitals over a wide geogra-
phy, which would be logistically impossible 
to do in person. This is especially appealing 
for multihospital systems that cannot afford 
to have a hospitalist on site at each location. 

The earning potential can also be appeal-
ing, depending on the number of shifts a 
hospitalist is willing to work.

What are the limitations of 
being a telehospitalist?
There are limits to what a telehospitalist 
can perform, many of which depend on 
the manner in which the program and the 
technology are arranged. Telehealth can 
vary from a cart-based videoconferencing 
system that is transported into a patient’s 
room to an independent robot that travels 
throughout sites. The primary limitation is 
the need to rely on someone in the patient’s 
room to act as virtual hands. This usually 
falls to the bedside nurse and requires a 
good working relationship and patience 
on their part. The bedside nurses have to 
“buy into” the program in advance and may 
need to have scripting for how to explain 
the process to the patients.

Another major challenge is interact-
ing with different electronic health record 
systems. Becoming agile with a single EHR 
is challenging enough, but maneuver-
ing several of them in a single shift can be 
extremely trying. Telehospitalists can also be 
challenged by technology glitches or failures 
that need troubleshooting both on their end 
and on-site. Although these problems are 
rare, there will always be a concern that the 
patient will not get his or her needs met if 
the technology fails.

 
How does the financing work?
Although this is a rapidly changing land-
scape, telehospitalists are not currently able 
to generate much revenue from professional 
billing. Unlike in-person visits, Medicare will 
not reimburse professional fees for telehospi-
talist visits. Although each payer is unique, 

most other (nonMedicare) payers are also 
not willing to reimburse for televisits. This 
may change in the future, however, as Medi-
care does pay for virtual specialty services 
such as telestroke. In addition, many states 
have enacted telemedicine parity laws, which 
require private payers to pay for all health 
care services equally, regardless of modality 
(audio, video, or in person).

For now, the financial case for employing 
telehospitalists for most programs has to be 
made using benfits other than the genera-
tion of professional fees. For telehospitalist 
programs that can cover several sites, the 
cost is substantially less than employing 
individual on-site hospitalists to do low-
volume work. Telehospitalist programs are 
also, likely, less costly than is locum tenens 
staffing. For programs that evaluate the need 
for transfers, a case can be made that keeping 
a patient in a smaller, low-cost venue, rather 
than transferring them to a larger, higher-
cost venue, can also reduce overall cost for a 
health care system. 

What about licensing 
and credentialing?
Telehospitalists can be hindered by the need 
to have a license in several states and to be 
credentialed in several systems. This can be 
cumbersome, time-consuming, and expen-
sive. To ease the multistate licensing burden, 
the Interstate Medical Licensure Compact 
has been established.2 This is an accelerated 
licensure process for eligible physicians that 
improves license portability across states. 
There are currently 18 states that partici-
pate, and the number continues to increase.

For credentialing, most hospitals require 
initial credentialing and full recredential-
ing every 2 years. Maintaining credentials at 
several sites can be extremely time consum-
ing. To ease this burden, some hospitals 
with telehealth programs have adopted 
“credentialing by proxy,” which means that 
one hospital will accept the credentialing 
process of another facility. 

What next?
In summary, there has been and will likely 
continue to be explosive growth of telehos-
pitalist programs and providers for all the 
reasons outlined above. Although some 
barriers to efficient and effective practice 
do exist, many of those barriers are being 
overcome quite rapidly. I expect this growth 
to continue for the betterment of hospital-
ists, our patients, and the systems in which 
we work.
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PRACTICE MANAGEMENT I By John Nelson, MD, MHM

On 15 years: Celebrating a 
nocturnist’s career longevity

Shawn Lee, MD, a day-shift hospitalist 
at Overlake Medical Center in Bellevue, 
Wash. (where I work), said this about our 
colleague, Arash Nadershahi, MD, on 
the occasion of his 15th anniversary as a 
nocturnist with our group. Every hospitalist 
group should be so lucky to have someone 
like Arash among them, whether working 
nights or days.

When Arash joined our group the job 
simply entailed turning on the pager at 9 

p.m. and coming in to the hospital only 
when the need arose. Some nights meant 
only answering some “cross-cover” calls 
from home, while other nights started with 
one or more patients needing admission 
right at the start of the shift.

As the months went by, patient volume 
climbed rapidly and Arash, as well as the 
nocturnists who joined us subsequently, 
began arriving at the hospital no later 
than the 9:00 p.m. shift start and staying 
in-house until 7 a.m. We never had a meet-
ing or contentious conversation to make 
it official that the night shift changed to 
in-house all night instead of call-from-
home. It just evolved that way to meet the 
need.

We all value Arash’s steady demeanor, 
excellent clinical skills, and good relation-
ships with ED staff and nurses as well as 
patients. And for many years he and our 
other two nocturnists have covered all night 
shifts, including filling in when one of them 
is unexpectedly out for the birth of a child, 
illness, or other reason. The day doctors 
have never been called upon to work night 
shifts to cover an unexpected nocturnist 
absence.

Configuring the 
nocturnist position
A full-time nocturnist in our group works 

ten 10-hour night shifts and two 6-hour 
evening shifts (5-11 p.m.) per month. I like 
to think this has contributed to longevity 
for our nocturnists. One left last year after 
working nights for 10 years, and another 
just started his 9th year in the group.

The three nocturnists can work any 
schedule they like as long as one of them 
is on duty each night. For more than 10 
years they’ve worked 7 consecutive night 
shifts followed by 14 off (that is sometimes 

interrupted by an evening shift). To my 
way of thinking, though, they’re essentially 
devoting 9 days to the practice for every 
seven consecutive shifts. The days before 
they start their rotation and after they 
complete it are spent preparing/recover-
ing by adjusting their sleep, so aren’t really 
days of R&R.

For this work their compensation is 
very similar to that of full-time day shift 
doctors. The idea is that their compensation 
premium for working nights comes in the 
form of less work rather than more money; 
they work fewer and shorter shifts than their 
daytime counterparts. And we discourage 
moonlighting during all those days off. We 
want to provide the conditions for a healthy 
lifestyle to offset night work.

On a regular basis, I talk with hospi-
talist groups lamenting their inability to 
find nocturnists willing to work the same 
number of hours and shifts as their day 
doctors, for little or no additional compen-
sation. That is an exceptionally tough 
position to recruit to. Our goal has been 
for a day position and night position to be 
equally attractive to most candidates. Judg-
ing by how quickly we replaced a departing 
nocturnist last year, and our day doctors 
regularly talking about the merits of switch-
ing to night work, we may have gotten close 
to the goal.

The longest-tenured nocturnist?
At 15 years of full-time work as a nocturn-
ist, Arash may be one of the longest-tenured 
doctors in this role nationally. (I would 
love to hear about others who’ve been at it 
longer.) I like to think that our “pay ’em the 
same and work ’em less” approach may be 
a meaningful contributor to his longevity 
in the role, but I’m convinced his personal 
attributes are also a big factor. 

He seems to have pulled off a really good 
work-life balance. He is serious about his 
work, but has never pursued working extra 
shifts or moonlighting at another practice. 
Instead he takes full advantage of all of his 

time off and immerses himself in family 
and personal interests such as racing vintage 
motorcycles and constantly tinkering with 
cars. 

His interests and creativity find their way 
into our workplace. For a while the day-
shift doctors would arrive to find our office 
full of motorcycle parts in various stages of 
assembly. Many of his doodles and drawings 
and witty writings are taped to the walls and 
cabinets. A few years ago he started writ-
ing haikus and before long everyone in the 
group joined in. This even led to one of 
our docs hosting a really fun party at which 
every guest wrote haikus and all had to guess 
the author of each one.

Other groups can’t count on finding 
someone as valuable as Arash, but they’ll 
have the best chance of it if they think 
carefully about how the nocturnist role is 
configured.
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Dr. Nadershahi seems to have pulled off a really good work-life 

balance. He is serious about his work, but has never pursued 

working extra shifts or moonlighting at another practice. Instead 

he takes full advantage of all of his time off and immerses 

himself in family and personal interests such as racing vintage 

motorcycles and constantly tinkering with cars. 

“Nocturnist years are like dog years. So really we’re 
celebrating you for 105 years of service!”  
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