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Hospitalist 
Movers and Shakers

By Matt Pesyna

Steven Pantilat, MD, MHM, has 

been named the first chief of the 

newly established division of palli-

ative medicine at 

University of Cal-

ifornia, San Fran-

cisco Health. Dr. 

Pantilat’s new role 

commenced on 

May 1st, with the 

division launch 

anticipated for 

July 1st.

  Dr. Pantilat be-

gan his career as a hospital medicine 

specialist, joining UCSF’s hospitalist 

group – and later the division of 

hospital medicine – after earning his 

medical degree from the university. 

He was instrumental in the forma-

tion of UCSF Health’s palliative care 

program and became its director in 

1999. Prior to the creation of the di-

vision, the internationally renowned 

palliative care program had featured 

groups within the hospital medicine, 

general internal medicine, and geri-

atrics divisions.

Dr. Pantilat is a Master of the 

Society of Hospital Medicine and 

a former president of the society 

(2005-2006).

Paul J. Goebel, MD, an internal med-

icine hospitalist 

at Saint Agnes 

Medical Center, 

Fresno, Calif., has 

been selected 

as the hospital’s 

Champion in Care 

award recipient. 

This honor is 

presented an-

nually to a Saint Agnes physician 

who shows team spirit and a strong 

willingness to collaborate with the 

Center’s nurses and clinical staff in 

providing high-level patient care.

Gary J. Carver, MD, recently was 

named the chief medical officer at 

Coshocton (Ohio) Regional Medical 

Center. Dr. Carver has been the 

hospital’s director of hospital medi-

cine since 2013 and will continue in 

that role in addition to his duties as 

CMO.

In his new position, Dr. Carver 

joins Coshocton Medical Center’s 

senior leadership team, providing 

medical oversight, as well as clini-

cal direction and leadership as the 

facility seeks accreditation, quality 

improvement, and service line devel-

opment. 

Lisa Shah, MD, has been hired by 

Sound Physicians as the group’s 

chief innovation officer. Dr. Shah 

had been working as senior vice 

president of Evolent Health’s clin-

ical operations and network. With 

Sound Physicians, Dr. Shah will lead 

clinical innovation and transforma-

tion for the nationwide organization 

of physicians providing emergency 

medical, critical care, and hospital 

medicine services at more than 180 

hospitals.

Dr. Shah will be tasked with de-

veloping innovative care models, 

tech-centered clinical workflows, 

and telemedicine strategies. She 

brings a robust hospital medicine 

background, having served in a 

2-year Hospitalist Scholars Fellow-

ship at the University of Chicago, 

while simultaneously earning a mas-

ter’s degree in public health.Dr. Goebel

Dr. Pantilat

The University of Mississippi Medical Center Children’s of Mississippi, 

Hattiesburg, branch is joining forces with Memorial Hospital at Gulfport 

(Miss.) to provide care throughout southern Mississippi. 

The highlight of the merger is the acquisition of six pediatric clinics 

into the UMMC family, with UMMC assuming control of the pediatric 

hospitalist program at each of the locations. The acquired clinics all have 

been branded as Children’s of Mississippi as of March 26th.

Sound Physicians’ parent company Fresenius Medical Care, which has 

held a controlling interest in Sound since 2014, has sold that interest to 

Germany-based Summit Partners for a reported $2.15 billion. The acquisi-

tion is expected to be finalized later this calendar year.

The Ob Hospitalist Group, Greenville, S.C., the nation’s largest Ob/Gyn 

hospitalist organization, recently announced the rollout of its CARE 

(Clinician Assistance, Recovery, and Encourage) program. CARE uses peer 

support to assist clinicians facing psychological and emotional impacts 

from adverse Ob events.

Business Moves
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The Hospital Leader

What the (HM) world needs now
Practice compassion to rise to the challenges of HM

By Tracy Cardin, ACNP-BC, 
SFHM

I
f you are in the business of health 

care – whether as a direct care 

provider who is doing their best 

in an increasingly complex sys-

tem with an increasingly complex 

panel of patients; a hospital medi-

cine group leader who is trying to 

keep a group afloat and lead people 

through this rocky terrain; or a hos-

pital system leader or chief medical 

officer dealing with the arcane and 

ever-changing landscape – there is 

one universal truth: This business is 

hard.

You can call it “challenging.” You 

can say there are “opportunities for 

improvement.” You can put all kinds 

of sugar on top, but at times, it is a 

bitter drink to swallow.

So why, as hospitalists, do we keep 

doing this?

I always joke that I’m going to 

open a “fro-yo” stand on the beach, 

but of course, I never do. And that 

constancy is one huge reason why 

I love hospitalists. We are always 

trying to decode, unlock, and solve 

some of these seemingly unsolvable 

problems. But at the same time, this 

plethora of constant change and in-

stability at all kinds of levels can be 

a bit, well, impossible.

How do we do it every day? You 

can change jobs, change patient 

panels, and change medical systems, 

but no matter what, you will be 

confronted on some level with a gap 

of clearly defined solutions to your 

“challenges.”

One thing in my arsenal of coping, 

beyond my fro-yo fantasy, is simply 

this: compassion. When one of your 

providers comes to you and is com-

plaining about their workload, don’t 

tell them about how you used to 

see three times as many patients at 

your last job. Instead, put your hand 

on their shoulder, look them in the 

eye, and say “It is hard. It is.”

When the CEO of your hospital 

tells you that the already tiny mar-

gin of the hospital is shrinking, and 

she has to cut a service you feel is 

indispensable, reflect her pain. Be-

lieve me – she feels it.

To practice compassion in hospital 

medicine is to accept that medicine 

is hard on everyone. It’s not “us” 

versus “them.” It’s 

not just “us” that 

hurts and “them” 

that are immune. 

We all struggle.

We need – I 

need – to ac-

knowledge the 

pain this profes-

sion often elicits. 

It can be burnout, 

resentment, overarching grief, or 

incredible frustration with broken 

systems and sometimes broken peo-

ple. When we deny it, when we try 

to shove those feelings deep down, 

then people – good people who feel 

these things – perceive they are 

flawed or somehow not cut out for 

this profession. So they end up leav-

ing. Or imploding.

Instead, if we practice compas-

sion for ourselves and each other, 

we may find strength and resto-

ration in these relationships with 

others. We will normalize these 

very normal responses to the chal-

lenges we face every day. And we 

may then survive all these “oppor-

tunities for improvement.”

I challenge everyone to practice 

this simple compassionate medi-

tation. It will take less than five 

minutes. As you lay in bed at night, 

your mind racing, concentrate on 

feeling compassion for four differ-

ent people. Start with the person 

you don’t know well, such as the 

person who works at the dry clean-

er. Breathe deeply. Pick a sentence 

– a gift to give. I always think,

“I wish you happy and healthy,

wealthy and wise.” Do this for

three or four deep breaths.

Next, using this same technique, 

choose someone that is hard to feel 

compassion for – perhaps that diffi-

cult family member, or the co-work-

er that gets under your skin.

Then feel that compassion. 

Breathe deeply – for yourself, with 

all your human frailties. You don’t 

have to be perfect to be loved or lov-

able. Feel that.

Finally, take a deep breath, feel 

your chest opening, expanding. Feel 

that compassion for the whole world 

– the whole crummy mixed-up world

that’s just doing its best. The world

needs our compassion, too.

While you were at HM18, I hope 

you were able to look into the eyes 

of the others you see. These are 

your fellow hospitalists. People who 

feel your joys, your frustrations. 

Some of those eyes will be bright 

and excited; others will be worn and 

tired. But revel in this shared and 

universal knowledge.

It is hard. But with compassion 

and understanding, we can make it a 

bit better. For all of us.

Read the full post at hospitalleader.

org.

Ms. Cardin, ACNP-BC, SFHM is the 

associate director of clinical inte-

gration at Adfinitas Health and also 

serves on SHM’s Board of Directors.

COMMENTARY

• How Can Hospitalists Improve Their HCAHPS Scores? by Leslie Flores,

MHA, SFHM

• “Harper’s Index” of Hospital Medicine 2018 by Jordan Messler, MD,

SFHM

• What’s a Cost, Charge, and Price? by Brad Flansbaum, DO, MPH, MHM

Also in The Hospital Leader

Ms. Cardin

If we practice compassion for ourselves and each 

other, we may find strength and restoration in these 

relationships with others. We will normalize these very 

normal responses to the challenges we face every day. 

And we may then survive all these “opportunities for 

improvement.”
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Benefits, drawbacks when hospitalists 
expand roles

Hospitalists can’t ‘fill all the cracks’ in primary care

By Thomas R. Collins

A
s vice chair of the hospital 

medicine service at North-

well Health, Nick Fitter-

man, MD, FACP, SFHM, 

oversees 16 HM groups at 15 hospi-

tals in New York. He says the duties 

of his hospitalist staff, like those of 

most U.S. hospitalists, are similar to 

what they have traditionally been – 

clinical care on the wards, teaching, 

comanagement of surgery, quality 

improvement, committee work, and 

research. But he has noticed a trend 

of late: rapid expansion of the hospi-

talist’s role.

Speaking at an education session 

at HM18 in Orlando, Dr. Fitterman 

said the role of the hospitalist is 

growing to include tasks that might 

not be as common, but are becoming 

more familiar all the time: working 

at infusion centers, caring for pa-

tients in skilled nursing facilities, 

specializing in electronic health 

record use, colocating in psychiatric 

hospitals, even being deployed to 

natural disasters. His list went on, 

and it was much longer than the list 

of traditional hospitalist responsi-

bilities.

“Where do we draw the line and 

say, ‘Wait a minute, our primary site 

is going to suffer if we continue to 

get spread this thin, can we really 

do it all?” Dr. Fitterman said. As the 

number of hats hospitalists wear 

grows ever bigger, he said more 

thought must be placed into how 

expansion happens.

The preop clinic
Efren Manjarrez, MD, SFHM, former 

chief of hospital medicine at the 

University of Miami, told a cau-

tionary tale about a preoperative 

clinic staffed by hospitalists that 

appeared to provide a financial ben-

efit to a hospital – helping to avoid 

costly last-minute cancellations of 

surgeries – but that ultimately was 

shuttered. The hospital, he said, los-

es $8,000-$10,000 for each case that 

gets canceled on the same day.

“Think about that just for a min-

ute,” Dr. Manjarrez said. “If 100 cases 

are canceled during the year at the 

last minute, that’s a lot of money.”

A preoperative clinic seemed like 

a worthwhile role for hospitalists 

– the program was started in Miami

by the same doctor who initiated a 

similar program at Cleveland Clinic. 

“Surgical cases are what support the 

hospital [financially], and we’re here 

to help them along,” Dr. Manjarrez 

said. “The purpose of hospitalists is 

to make sure that patients are medi-

cally optimized.”

The preop pro-

gram concept, 

used in U.S. med-

icine since the 

1990s, was origi-

nally started by 

anesthesiologists, 

but they may not 

always be the best 

fit to staff such 

programs.

“Anesthesiologists do not manage 

all beta-blockers,” Dr. Manjarrez said. 

“They don’t manage ACE inhibitors 

by mouth. They don’t manage all oral 

diabetes agents, and they sure as 

heck don’t manage pills that are anti-

coagulants. That’s the domain of in-

ternal medicine. And as patients have 

become more complex, that’s where 

hospitalists who [work in] preop clin-

ics have stepped in.”

Studies have found that hospi-

talists staffing preop clinics have 

improved quality metrics and some 

clinical outcomes, including lowering 

cancellation rates and more appro-

priate use of beta-blockers, he said.

In the Miami program described 

by Dr. Manjarrez, hospitalists in 

the preop clinic at first saw only 

patients who’d been financially 

cleared as able to pay. But ultimately, 

a tiered system was developed, and 

hospitalists saw only patients who 

were higher risk – those with COPD 

or stroke patients, for example 

– without regard to ability to pay.

“The hospital would have to make

up any financial deficit at the very 

end,” Dr. Manjarrez said. This meant 

there were no longer efficient 5-min-

ute encounters with patients. In-

stead, visits lasted about 45 minutes, 

so fewer patients were seen.

The program was successful, in 

that the same-day cancellation rate 

for surgeries dropped to less than 

0.1% – fewer than 1 in 1,000 – with 

the preop clinic up and running, Dr. 

Manjarrez explained. Still, the hospi-

tal decided to end the program. “The 

hospital no longer wanted to reim-

burse us,” he said.

A takeaway from this experience 

for Dr. Manjarrez was that hospital-

ists need to do a better job of show-

ing the financial benefits in their 

expanding roles, if they want them 

to endure.

“At the end of the day, hospitalists 

do provide value in preoperative 

clinics,” he said. “But unfortunately, 

we’re not doing a great job of pub-

lishing our data and showing our 

value.”

At-home care
At Brigham and Women’s Hospital 

in Boston, hospitalists have demon-

strated good results with a program 

to provide care at home rather than 

in the hospital.

David Levine, MD, MPH, MA, clini-

cian and investi-

gator at Brigham 

and Women’s and 

an instructor 

in medicine at 

Harvard Medical 

School, said that 

the structure of 

inpatient care 

has generally not 

changed much 

over decades, despite advances in 

technology.

“We round on them once a day – if 

they’re lucky, twice,” he said. “The 

medicines have changed and imag-

ing has changed, but we really ha-

ven’t changed the structure of how 

we take care of acutely ill adults for 

almost a hundred years.”

Hospitalizing patients brings 

unintended consequences. Twenty 

percent of older adults will become 

delirious during their stay, 1 out of 3 

will lose a level of functional status 

in the hospital that they’ll never 

regain, and 1 out of 10 hospitalized 

patients will experience an adverse 

event, like an infection or a medica-

tion error.

Brigham and Women’s program 

of at-home care involves “admitting” 

patients to their homes after being 

treated in the emergency depart-

ment. The goal is to reduce costs by 

20%, while maintaining quality and 

safety and improving patients’ qual-

ity of life and experience. 

Researchers are studying their re-

sults. They randomized patients, af-

ter the ED determined they required 

admission, either to admission to 

the hospital or to their home. The 

decision on whether to admit was 

made before the study investigators 

became involved with the patients, 

Dr. Levine said.

The program is also intended 

to improve access to hospitals. 

Brigham and Women’s is often over 

100% capacity in the general medical 

ward.

Patients in the study needed to 

live within a 5-mile radius of either 

Brigham and Women’s Hospital, or 

Brigham and Women’s Faulkner 

Hospital, a nearby community hos-

pital. A physician and a registered 

nurse form the core team; they as-

sess patient needs and ratchet care 

either up or down, perhaps adding a 

home health aide or social worker. 

The home care team takes ad-

vantage of technology: Portable 

equipment allows a basic metabolic 

panel to be performed on the spot 

– for example, a hemoglobin and he-

matocrit can be produced within 2

minutes. Also, portable ultrasounds

and x-rays are used. Doctors keep a

“tackle box” of urgent medications

such as antibiotics and diuretics.

“We showed a direct cost re-

duction taking care of patients at 

home,” Dr. Levine said. There was 

also a reduction in utilization of 

care and an increase in patient ac-

tivity, with patients taking about 

1,800 steps at home, compared with 

180 in the hospital. There were no 

significant changes in safety, quality, 

or patient experience, he said.

Postdischarge clinics
Lauren Doctoroff, MD, FHM – a 

hospitalist at Beth Israel Deacon-

ness Medical Center in Boston and 

assistant professor of medicine at 

Harvard Medical School – explained 

another hospitalist-staffed project 

meant to improve access to care: her 

center’s postdischarge clinic, which 

was started in 2009 but is no longer 

operating.

The clinic tackled the problem of 

what to do with patients when you 

discharge them, Dr. Doctoroff said, 

and its goal was to foster more co-

operation between hospitalists and 

the faculty primary care practice, as 

well as to improve postdischarge ac-

cess for patients from that practice.

A dedicated group of hospitalists 

staffed the clinics, handling medica-

Dr. Manjarrez

Dr. Levine

TRENDS
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tion reconciliation, symptom man-

agement, pending tests, and other 

services the patients were supposed 

to be getting after discharge, Dr. 

Doctoroff said.

“We greatly improved access so 

that when you came to see us you 

generally saw a 

hospitalist a week 

before you would 

have seen your 

primary care doc-

tor,” she said. “And 

that was mostly 

because we creat-

ed open access in 

a clinic that did 

not have open ac-

cess. So if a doctor discharging a pa-

tient really thought that the patient 

needed to be seen after discharge, 

they would often see us.”

Hospitalists considering starting 

such a clinic have several key ques-

tions to consider, Dr. Doctoroff said.

“You need to focus on who the 

patient population is, the clinic 

structure, how you plan to staff the 

clinic, and what your outcomes are – 

mainly how you will measure per-

formance,” she said. 

Dr. Doctoroff said hospitalists 

are good for this role because “we’re 

very comfortable with patients who 

are complicated, and we are very 

adept at accessing information from 

the hospitalization. I think, as a 

hospitalist who spent 5 years see-

ing patients in a discharge clinic, it 

greatly enhances my understanding 

of patients and their challenges at 

discharge.”

The clinic was closed, she said, in 

part because it was largely an exten-

sion of primary care, and the patient 

volume wasn’t big enough to justify 

continuing it.

“Postdischarge clinics are, in a 

very narrow sense, a bit of a Band-

Aid for a really dysfunctional pri-

mary care system,” Dr. Doctoroff 

said. “Ideally, if all you’re doing is 

providing a postdischarge physician 

visit, then you really want primary 

care to be able to do that in order to 

reengage with their patient. I think 

this is because postdischarge clinics 

are construed in a very narrow way 

to address the simple need to see 

a patient after discharge. And this 

may lead to the failure of these clin-

ics, or make them easy to replace.  

Also, often what patients really need 

is more than just a physician visit, 

so a discharge clinic may need to be 

designed to provide an enhanced 

array of services.”

Dr. Fitterman said that these sto-

ries show that not all role expan-

sion in hospital medicine is good 

role expansion. The experiences 

described by Dr. Manjarrez, Dr. 

Levine, and Dr. Doctoroff demon-

strate the challenges hospitalists 

face as they attempt expansions 

into new roles, he said.

“We can’t be expected to fill all the 

cracks in primary care,” Dr. Fitter-

man said. “As a country we need to 

really prop up primary care. This all 

can’t come under the roof of hospi-

tal medicine. We need to be part of a 

patient-centered medical home – but 

we are not the patient-centered 

medical home.”

He said the experience with the 

preop clinic described by Dr. Man-

jarrez also shows the need for buy-

in from hospital or health system 

administration.

“While most of us are employed 

by hospitals and want to help meet 

their needs, we have to be more cau-

tious. We have to look, I think, with 

a more critical eye, for the value; 

it may not always be in the dollars 

coming back in,” he said. “It might be 

in cost avoidance, such as reducing 

readmissions, or reducing same-day 

cancellations in an OR. Unless the 

C-suite appreciates that value, such

programs will be short lived.”

Dr. Doctoroff

TRENDS
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MDR Candida auris is on the move
CDC notes 257 confirmed, 30 probable cases in U.S. 

By Michele G. Sullivan 
MDedge News

REPORTING FROM ECCMID 2018  /  

MADRID  /  The anticipated global 

emergence of multidrug-resistant 

Candida auris is now an established 

fact, but a case study presented at 

the European Society of Clinical Mi-

crobiology and Infectious Diseases 

annual congress demonstrates just 

how devastating an outbreak can be 

to a medical facility and its surgical 

ICU patients.

The dangerous invasive infection 

is spreading through Asia, Europe, 

and the Americas, causing poten-

tially fatal candidemias and proving 

devilishly difficult to eradicate in 

health care facilities once it becomes 

established.

Several multidrug-resistant (MDR) 

C. auris outbreaks were reported at

the ECCMID meeting. Most trou-

bling: a continuing outbreak in a

hospital in Valencia, Spain, in which

17 patients have died – a 41% fatality

rate among those who developed a

fulminant C. auris candidemia, Javi-

er Pemán, MD, said at the meeting.

The strain appeared to be a clonal

population not previously identified

in published reports.

“C. auris is hard to remove from 

the hospital environment,” once it 

becomes established, said Dr. Pemán 

of La Fe University and Polytechnic 

Hospital, Valencia. “When an out-

break lasts for months, as ours has, 

it is difficult, but necessary, to main-

tain control measures, identify it 

early in the lab, and isolate and treat 

patients early with combination 

therapy.” 

He and his team have relied 

primarily on a combination of 

amphotericin B and echinocandin 

(AMB+ECN), although, he added, the 

optimal dosing and treatment time 

aren’t known, and many C. auris iso-

lates are echinocandin resistant.

MDR C. auris first appeared in 

Tokyo in 2009. It then spread to 

South Korea around 2011, and then 

appeared across Asia and Western 

Europe.

According to the Centers for Dis-

ease Control and Prevention, single 

cases have appeared in Austria, 

Belgium, Malaysia, Norway, and 

the United Arab Emirates. Canada, 

Colombia, France, Germany, India, 

Israel, Japan, Kenya, Kuwait, Oman, 

Pakistan, Panama, South Africa, 

South Korea, Spain, the United Arab 

Emirates, the United Kingdom, and 

Venezuela have experienced multi-

ple outbreaks.

The CDC has recorded 257 con-

firmed and 30 probable cases of 

MDR C. auris in the United States 

as of March 31, 2018. Most of these 

occurred in New York City and New 

Jersey; a number of patients had 

recent stays in hospitals in India, 

Pakistan, South 

Africa, the UAE, 

and Venezuela.

“This is a mul-

tidrug-resistant 

yeast that has 

emerged in the 

last decade,” said 

Jacques Meis, MD, 

of the depart-

ment of medical 

microbiology and infectious diseas-

es at Canisius Wilhelmina Hospital, 

Nijmegen, the Netherlands. “Some 

rare isolates are resistant to all three 

major antifungal classes. Unlike oth-

er Candida species, it seems to per-

sist for prolonged periods in health 

care environments and to colonize 

patients’ skin. It behaves rather like 

resistant bacteria.”

Once established in a health care 

setting – often an intensive care 

ward – C. auris poses major infec-

tion controls challenges and can be 

very hard to identify and eradicate, 

said Dr. Meis.

The identification problem is well 

known. The 2016 CDC alert noted 

that “commercially available bio-

chemical-based tests, including API 

strips and VITEK-2, used in many 

U.S. laboratories to identify fungi, 

cannot differentiate C. auris from 

related species. Because of these 

challenges, clinical laboratories have 

misidentified the organism as C. 

haemulonii and Saccharomyces cer-

evisiae.”

“It’s often misidentified as other 

Candida species or as Saccharomy-

ces when we investigate with bio-

chemical methods. C. auris is best 

identified using Matrix-Assisted 

Laser Desorption/

Ionization time- 

of-flight mass 

spectrometry 

[MALDI-TOF],” 

said Dr. Meis.

Among the 

presentations at 

ECCMID were a 

report of a U.K. 

outbreak that 

affected 70 patients in a neurosci-

ence ICU. It was traced to axillary 

skin-surface temperature probes, 

and eradicated only after those 

probes were removed. More than 

90% of the isolates were resistant to 

fluconazole, voriconazole, and po-

saconazole; 18% were amphotericin 

resistant.

Dr. Pemán described the outbreak 

in Valencia, which began in April 

2016; the report was simultaneous-

ly published in the online journal 

Mycoses (2018 Apr 14. doi: 10.1111/

myc.12781). 

The index case was a 66-year-old 

man with hepatocellular carcinoma 

who underwent a liver resection 

at Hospital Le Fe in April 2016. 

During his stay in the surgical ICU 

(SICU), he developed a fungal in-

fection from an unknown, highly 

fluconazole-resistant yeast. The 

pathogen was twice misidentified, 

first as C. haemulonii and then as S. 

cerevisiae.

Three weeks later, the patient in 

the adjacent bed developed a similar 

infection. Sequencing of the internal 

transcribed spacer confirmed both 

as a Candida isolate – an organism 

previously unknown in Spain.

The SICU setup was apparently 

very conducive to the C. auris life 

cycle, Dr. Pemán said. It’s a relatively 

open ward divided into three rooms 

with 12 beds in each. There are no 

isolation beds, and dozens of work-

ers have access to the ward every 

day, including clinical and cleaning 

staff.

“We reinforced contact precau-

tions in colonized and infected 

patients and started a twice-daily 

environmental cleaning practice 

with quaternary ammonium around 

them,” said Dr. Pemán. They institut-

ed a proactive hospital-wide hand 

hygiene campaign and spread the 

word about the outbreak.

The pathogen was almost unbe-

lievably resilient, Dr. Pemán said. “In 

some cases, C. auris was recovered 

from walls after cleaning with cat-

ionic surface–active products ... it 

was not known until very recently 

that these products, as well as qua-

ternary ammonium disinfectants, 

cannot effectively remove C. auris 

from surfaces.”

As a result of the previous mea-

sures, the outbreak slowed down 

during December 2016, with 2 new 

candidemia cases, but by February, 

the outbreak resumed with 50 new 

cases and 18 candidemias detected. 

Cases continued to emerge through-

out 2017. 

Because of its fluconazole resis-

tance, patients with C. auris received 

a combined antifungal treatment of 

liposomal amphotericin B 3 mg/kg 

per day for 5 days, and a standard 

dose of echinocandin for 3 weeks. 

Many C. auris strains are echino-

candin resistant, Dr. Pemán noted. 

This particular strain was clonal, 

different from any other previously 

reported, he said.

Hospital Le Fe continues to strug-

gle with C. auris. As of March, 335 

patients have tested positive for the 

pathogen, and 80 have developed 

candidemias.

“We feel we may be approaching 

the end of this episode, but it’s really 

not possible to be sure,” Dr. Pemán 

said.

N.Y.
155 confirmed

4 probable

N.J.
59 confirmed

23 probable

Clinical cases of MDR Candida auris reported in 2018
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Note: As of March 31, there were 257 confirmed cases and 30 probable cases.

Source: Centers for Disease Control and Prevention
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Managing opioid prescribing 
in the inpatient setting  
continues to be a  
growing issue.

View SHM’s consensus statement,“Improving the Safety of 

Opioid Use for Acute Noncancer Pain in Hospitalized Adults” 

published in a recent issue of JHM for 16 recommendations 

on the safe use of opioids for the treatment of acute, 

noncancer pain in hospitalized adults.

CLINICAL

What to do if you encounter Candida auris
Closely monitor patients for treatment failure

See related article on page 10

By Raghavendra Tirupathi, 
MD, FACP

C
andida auris is an emerg-

ing, often multidrug- 

resistant yeast that causes 

invasive infections (such 

as bloodstream, intra-abdominal) 

and is transmitted in health care 

settings. It is difficult to diagnose 

using traditional yeast identifica-

tion methods. C. auris also has been 

found in noninvasive body sites 

and can colonize a person without 

causing active infection and hence 

permitting transmission of the 

pathogen between patients. These 

sites include skin, urine, external ear, 

wounds, and respiratory specimens.

This fungus was first described 

in 2009 in an ear-discharge culture 

from a patient in Japan. The first 

clinical cases were described in 

South Korea in 2011. An unknown 

pathogen before 2009, C. auris 

caused 4%-8% of candidemia in Indi-

an ICUs during 2011-2012 and 38% of 

candidemia in one Kenyan hospital 

during 2010-2013. It has now spread 

across Asia and Europe, only to ar-

rive in the United States in 2016.

As of March 31, 2018, 257 clinical 

cases of C. auris infection have been 

reported to the Centers for Disease 

Control and Prevention; most have 

occurred in New York and New Jer-

sey. The CDC has also identified an 

additional 30 probable cases. Based 

on epidemiologic and molecular in-

formation, including whole-genome 

sequencing, the Centers for Disease 

Control and Prevention infers that 

most U.S. cases likely resulted from 

local transmission of C. auris fol-

lowing previous introduction from 

other countries in Asia.

The majority of infections within 

the United States have been in blood 

streams. The reported all-cause mor-

tality from these infections has been 

up to 60%. Most C. auris isolates in 

the United States have been resis-

tant to at least one antifungal, most 

commonly fluconazole, and patients 

have developed resistance to echi-

nocandin drugs while on treatment. 

Amphotericin B resistance also has 

been seen in about 30% of isolates.

In response to global reports and 

a large outbreak in a specialty hos-

pital in the United Kingdom, the 

CDC issued its first advisory and 

clinical alert to health care facilities 

in June 2016. It is essential for hos-

pitalist physicians to be aware of 

this emerging pathogen and also of 

the interventions needed to curb its 

spread, given they are the frontline 

warriors in the fight against hospi-

tal-acquired infections.

The first step in controlling C. au-

ris is identification. C. auris can be 

misidentified when using traditional 

biochemical methods. They are most 

commonly misidentified as Candida 

haemulonii. Currently, accurate identi-

fication for C. auris can be performed 

by Vitek MS and Matrix-Assisted  

Laser Desorption/Ionization time-

of-flight mass spectrometry using 

research use–only databases. Hospi-

talists should be aware of the diagnos-

tic instruments used in their hospital 

laboratories and their ability to detect 

C. auris. Clinical laboratories should

request testing of suspect C. auris

isolates from their state or regional

public health laboratory or the CDC.

Labs should also consider reviewing

historical microbiology records for

suspect isolates (e.g., C. haemulonii) to

identify missed cases of C. auris.

All cultures positive for Candida 

should be further speciated and an-

tifungal susceptibilities should be re-

ported as per new Infectious Diseases 

Society of America guidelines for 

candidiasis from 2016. As many clini-

cal laboratories do not determine the 

species of Candida from noninvasive 

sites, C. auris colonization may go un-

recognized and lead to transmission. 

About 54% of recognized U.S. clinical 

cases have been identified from blood 

cultures. The remaining patients with 

positive C. auris cultures, including 

those with recent hospitalizations 

abroad, have had the organism iso-

lated from other body sites, including 

skin wounds, urine, respiratory speci-

mens, bile fluid, and ears. Determining 

the species of Candida for isolates 

from these noninvasive sites in cer-

tain situations may allow for more 

rapid identification of C. auris and 

allow for timely implementation of 

targeted infection control measures 

to reduce transmission.

Patients have been persistently 

colonized with C. auris, posing long-

term risk of transmission. Currently, 

data on effective decolonization 

methods are lacking. Patients with 

Dr. Tirupathi is medical director, 

infectious diseases/HIV at Keystone 

Health, and chair, infection pre-

vention, at Summit Health, both in 

Chambersburg, Pa. He is clinical 

assistant professor of medicine at 

Penn State University, Hershey.

suspected or confirmed C. auris in-

fection should be placed in a single 

room if possible and standard and 

contact precautions should be initi-

ated and thorough environmental 

cleaning and disinfection of the pa-

tient care area should be undertaken. 

Using an Environmental Protection 

Agency–registered antimicrobial 

product active against Clostridium 

difficile for routine and terminal dis-

infection is recommended.

Implement contact tracing and 

testing to identify other patients 

colonized with C. auris. Review past 

microbiology records (at least for the 

preceding 1 year) for suspect or con-

firmed cases of C. auris at the insti-

tution. Set up enhanced surveillance 

for C. auris in the laboratory setting.

Echinocandin drugs are the first-

line treatment for most invasive 

Candida infections, making resis-

tance to this class of antifungal 

drugs particularly concerning. As of 

Sept. 15, 2017, at least five patients 

in the United States had echinocan-

din-resistant isolates. In one patient, 

resistance to echinocandin drugs 

developed while being treated with 

echinocandins.

Based on these findings, CDC is 

concerned that echinocandin-re-

sistant C. auris could become more 

common. Patients with C. auris in-

fection should be closely monitored 

for treatment failure, as indicated by 

persistently positive clinical cultures 

(lasting more than 5 days). Consulta-

tion with an infectious disease spe-

cialist is highly recommended.
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 Clinician reviews of HM-centric research

By Fabrizio Canepa, MD

1
Frailty and risk of
postoperative complications

  CLINICAL QUESTION: Is there an 

association between frailty and inpa-

tient failure to rescue (FTR) postop-

erative complications after low-risk 

and high-risk inpatient surgery?

BACKGROUND: FTR is a quality mea-

sure defined as death after a serious, 

potentially preventable complication. 

Frailty incorporates different domains 

including physical performance, gait, 

mobility, nutritional status, mental 

health, and cognition. Although there 

are some studies linking frailty and 

FTR and postoperative morbidity, the 

degree and association with low-risk 

procedures is unclear.

STUDY DESIGN: Retrospective co-

hort study.

SETTING: More than 600 hospitals 

participating in the American Col-

lege of Surgeons’ National Surgical 

Quality Improvement Program data-

base during 2005-2012.

SYNOPSIS: The cohort included 

984,550 adult patients who under-

went inpatient procedure for general, 

vascular, thoracic, cardiac, and ortho-

pedic operations. The Risk Analysis 

Index (RAI) score was used to calcu-

late frailty. The rate of major compli-

cations increased as the RAI score 

was higher for both low-risk and 

high-risk surgery. For RAI scores less 

than 10, the rate was 7.4%; for RAI 

scores 11-20, the rate was 19.8%; for 

RAI scores 21-30, the rate was 41.1%; 

and for RAI scores above 40, the rate 

was 53.6%. Stratifying by the number 

of complications, significant increas-

es in FTR were observed across the 

RAI categories for both low-risk and 

high-risk procedures. 

Frailty assessment should be 

considered a part of the routine 

perioperative evaluation and should 

stimulate preoperative interven-

tions aimed at reducing risk for 

postoperative complications.

BOTTOM LINE:

This large retro-

spective study 

found an asso-

ciation between 

increasing frailty 

and both the 

number of com-

plications and 

FTR for both low-

risk and high-risk 

surgical procedures.

CITATION: Shah R et al. Association 

of frailty with failure to rescue 

after low-risk and high-risk inpa-

tient surgery. JAMA Surg. 2018 Mar 

21;153(5):e180214.

Dr. Canepa is a hospitalist in the divi-
sion of hospital medicine at the Uni-

versity of Kentucky, Lexington.

By Jagriti Chadha, MD, MPH, 
FHM

2
Outcomes of patients with
subsegmental PE with and 

without anticoagulation

CLINICAL QUESTION: Should pa-

tients with subsegmental pulmo-

nary embolism be anticoagulated?

BACKGROUND: A recent CHEST 

clinical guideline suggests it is reason-

able to withhold anticoagulation for 

subsegmental pulmonary embolism. 

This has been a topic of controversy 

given the lack of a systematic review. 

By Fabrizio Canepa, MD; Jagriti Chadha, MD, MPH, FHM; Rani Chikkanna, MD; Hassan Hasanein, MD; 
Saurabh Parasramka, MD; Mohsin Salih, MD; Anne E. Sayers MD, FHM; and Janeesh Veedu, MD

Division of Hospital Medicine, University of Kentucky, Lexington

STUDY DESIGN: Systematic review 

and meta-analysis. 

SETTING: A comprehensive liter-

ature search was performed by a 

medical librarian in Ovid, MEDLINE, 

PubMed, Embase, the Cochrane Li-

brary, Scopus, Web of Science, Clini-

calTrials.gov, and Google Scholar. 

SYNOPSIS: After 1,512 papers were 

screened, 14 studies were included 

in the review and analysis. Primary 

outcomes were frequency of bleeding, 

venous thromboembolism recurrence, 

and death for patients with subseg-

mental pulmonary embolism with 

and without treatment. Because of a 

lack of precision in pooled data and 

high heterogeneity of outcomes, no 

inferences could be made about bene-

fit or harm with either approach. 

The conclusions were limited be-

cause of the small numbers, impre-

cision, and lack of controlled trials. 

There is a need for a randomized 

controlled trial regarding subseg-

mental pulmonary embolism. 

BOTTOM LINE: The decision to 

treat or not treat a patient with 

subsegmental pulmonary em-

bolism should be done based on 

clinical judgment and a shared deci-

sion-making model with the patient. 

CITATION: Bariteau A et al. System-

atic review and meta-analysis of 

outcomes of patients with subseg-

mental pulmonary embolism with 

and without anticoagulation treat-

ment. Acad Emerg Med. 2018 Mar 2. 

doi: 10.1111/acem.13399. 

Dr. Chadha is an assistant professor 
in the division of hospital medicine at 
the University of Kentucky, Lexington.

By Rani Chikkanna, MD

3
Quality and safety of
hospital care from the 

patient perspective

  CLINICAL QUESTION: Can patient 

feedback support health services to 

measure and improve the quality and 

safety of patient care in the hospital? 

BACKGROUND: Delivery of 

high-quality, safe care is key to 

earning the trust and confidence of 

patients. Patients can be a valuable 

asset in determining and evaluating 

the quality and safety of the care they 

receive. Collectively analyzing patient 

perceptions remains a challenge.

STUDY DESIGN: Multicenter, wait-

list design, cluster-randomized con-

trolled trial.

SETTING: Five National Health 

Service Trusts Hospital sites in the 

north of England.

SYNOPSIS: Data were collected via 

validated survey of inpatients; 1,155 

patient incident reports were gath-

ered from 579 patients. Patient vol-

unteers were trained to group these 

reports into 14 categories. Next, 

clinical researchers and physicians 

independently re-

viewed all reports 

for presence of a 

patient safety in-

cident (PSI) using 

a previously de-

termined consen-

sus definition. 

One in 10 pa-

tients identified 

a PSI. There was 

variability in classifying incidents 

as PSIs in some categories. Of the 

concerns expressed by patients, 65% 

were not classified as PSI. Limitations 

included a focus on patient’s concerns 

rather than safety, PSI estimates 

based on patient’s feedback without 

clinical information, and lack of in-

ter-rater reliability estimates. 

BOTTOM LINE: Effective transla-

tion of patient experience can pro-

vide valuable insights about safety 

and quality of care in hospital.

CITATION: O’Hara JK et al. What 

can patients tell us about the quali-

ty and safety of hospital care? Find-

ings from a UK multicentre survey 

study. BMJ Qual Saf. 2018 Mar 15. 

doi: 10.1136/bmjqs-2017-006974.

4
Haloperidol and delirium in
critically ill patients

CLINICAL QUESTION: Does pro-

phylactic use of haloperidol increase 

survival in critically ill adults with 

high risk of delirium?

BACKGROUND: Delirium is com-

mon and associated with high 

mortality. Studies evaluating pro-

phylactic use of haloperidol have 

been inconclusive. 

STUDY DESIGN: Randomized, dou-

ble-blind, placebo-controlled, multi-

center, investigator-driven study.

Dr. Canepa

Dr. Chikkanna

Continued on following page
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SETTING: ICUs at university hospi-

tals and teaching and nonteaching 

hospitals in the Netherlands.

SYNOPSIS: 1,789 adults with mean 

age 66.6 years were randomized to 

receive either 1 or 2 mg of haloperi-

dol or placebo. The 1-mg haloperidol 

group was prematurely stopped be-

cause of futility. 

There was no difference in the 

primary outcome of survival days 

within a 28-day period between the 

2-mg haloperidol group and the pla-

cebo group (hazard ratio, 1.003; 95%

confidence interval, 0.78-1.30; P = .93).

Secondary outcome of survival 

was also the same at 90 days. No sig-

nificant difference was seen in the 

delirium incidence, delirium- and 

coma-free days, and the delirium-re-

lated outcome measures. 

Patients were already undergoing 

nonpharmacologic interventions for 

delirium prevention, and this likely 

attenuated the effects of haloperi-

dol. The dose and duration of halo-

peridol used might have also been 

too low and short to have an effect 

on the outcomes considering the se-

verity of patient illness. 

BOTTOM LINE: Haloperidol has no 

role in prophylactic use to increase 

survival among critically ill patients 

with a high risk of delirium.

CITATION: van den Boogaard M et 

al. Effect of haloperidol on survival 

among critically ill adults with a 

high risk of delirium: The REDUCE 

randomized clinical trial. JAMA. 2018 

Feb 20;319(7):680-90. 

Dr. Chikkanna is an assistant professor 
in the division of hospital medicine at 
the University of Kentucky, Lexington.

By Hassan Hasanein, MD

5
Nonpharmacologic strategies
for acute pain

  CLINICAL QUESTION: Are non-

pharmacologic pain interventions 

effective at reducing pain in adult 

patients visiting the emergency de-

partment?

BACKGROUND: Pain is a very 

common cause for emergency room 

visits. Nonpharmacologic pain 

management is not well studied for 

adult patients visiting the ED. 

STUDY DESIGN: Systematic review 

and meta-analysis.

SETTING: Duke University, Durham, 

N.C.

SYNOPSIS: Among the studies 

considered, 56 met inclusion crite-

ria for summary analysis. Multiple 

interventions were used, mostly 

acupuncture and physical therapy. 

Of the 56 studies, 23 reported signifi-

cantly reduced pain, compared with 

control; 24 showed no difference, 

compared with control; and 9 had 

no control group. Meta-analysis 

included 22 qualifying randomized, 

controlled trials and had a global 

standardized mean difference of 

–0.46 (95% confidence interval, –0.66

to –0.27) in favor of nonpharma-

cologic interventions for reducing

pain.

BOTTOM LINE: Nonpharmacologic

pain control approaches may be

helpful for adult patients visiting

the emergency 

room. Larger 

studies are need-

ed to confirm 

efficacy.

CITATION: JT 

Sakamoto et al. 

Are nonpharma-

cologic pain inter-

ventions effective 

at reducing pain 

in adult patients visiting the emer-

gency department? A systematic 

review and meta�analysis. Acad 

Emerg Med. 2018 Mar 15. doi: 10.1111/

acem.13411.

Dr. Hasanein is an assistant professor 
in the division of hospital medicine at 
the University of Kentucky, Lexington.

By Saurabh Parasramka, MD

6
Balanced crystalloid solution
improves efficacy outcomes 

in critically sick adults

  CLINICAL QUESTION: Does a bal-

anced crystalloid solution lead to 

better outcomes than does normal 

saline when used in critically sick 

adults?

BACKGROUND: Balanced crystal-

loids are considered more physio-

logical, with a composition closer 

to plasma. Observational studies 

have shown lower rates of hyper-

chloremic acidosis, renal failure, 

and death with use of balanced 

crystalloids. In spite of this, normal 

saline has been the most commonly 

used fluid. Differences in effects on 

important patient-related outcomes 

of safety and efficacy between these 

two interventions remain unknown.

STUDY DESIGN: Pragmatic, un-

blinded, cluster-randomized, multi-

ple-crossover trial.

SETTING: Vanderbilt University 

Health Center, Nashville, Tenn.

SYNOPSIS: This study comprised 

15,802 adults with mean age of 58 ad-

mitted to ICU who were cluster ran-

domized to receive either balanced 

crystalloid or normal saline. Primary 

outcome was a composite of death 

from any cause, renal replacement 

therapy, or persistent renal dysfunc-

tion at 30 days and was observed 

less frequently in the balanced crys-

talloid group (adjusted odds ratio, 

0.90; 95% confidence interval, 0.82-

0.99; P = .04). 

Since the trial was cluster random-

ized, prognostic imbalance between 

the groups caused 

by confounding 

factors was a big 

risk. Results could 

not be generalized 

because the study 

was done in a 

university health 

center. Mean fluid 

amount received 

was modest in 

both groups. Questions still remain 

about the efficacy and safety of bal-

anced fluids, and hospitalists should 

weigh their decisions in light of this 

new information.  

BOTTOM LINE: Balanced crystalloid 

solution decreased 30-day composite 

outcome of death, renal replacement 

therapy, or persistent renal dysfunc-

tion.

CITATION: Semler MW et al. Bal-

anced crystalloids versus saline in 

critically ill adults. N Engl J Med. 

2018 Mar 1;378(9):829-39.

Dr. Parasramka is an assistant profes-
sor in the division of hospital med-
icine at the University of Kentucky, 

Lexington.

By Mohsin Salih, MD

7
Hydrocortisone plus
fludrocortisone for adults 

with septic shock

CLINICAL QUESTION: Does hy-

drocortisone plus fludrocortisone 

improve the clinical outcomes of 

patients with septic shock?

BACKGROUND: Septic shock is a se-

rious and common health problem, 

associated with a more than 50% 

mortality rate. It is characterized by 

a dysregulated patient response to 

infection, resulting in life-threaten-

ing circulatory, cellular, and meta-

bolic abnormalities. The benefit of 

corticosteroid use in septic shock is 

still controversial. 

STUDY DESIGN: Double-blinded, 

randomized, placebo-controlled trial.

SETTING: The study was conducted 

in 34 centers in France.

SYNOPSIS: All 1,241 septic shock 

patients received usual care. Of 

these patients, 614 patients received 

hydrocortisone and fludrocortisone 

(HF), while 627 patients received pla-

cebo. HF patients had a lower rate 

of 90-day mortality (43.0% vs. 49.1%; 

P = .03), mortality at ICU discharge 

(35.4% vs. 41.0%; P = .04), mortality at 

hospital discharge (39.0% vs. 45.3%; 

P = .02), and mortality at day 180 

(46.6% vs. 52.5%; P = .04). There was 

no significant difference between 

mortality at day 28 (33.7% in the HF 

group versus 38.9% in the placebo 

group; P = .06), ventilator-free days 

(11 vs. 10 days; P = .07), and rate of 

serious adverse events (53.1% vs. 

58.0%; P = .08). The number of vaso-

pressor-free days to day 28 was sig-

nificantly higher in the HF group (17 

vs. 15 days; P less than .001), as were 

the number of organ failure–free 

days (14 vs. 12 days; P = .003). There 

was more hyperglycemia in the HF 

group (89.1% vs. 83.1%; P = .002). 

BOTTOM LINE: Patients with septic 

shock who received hydrocortisone 

plus fludrocortisone have a lower 

rate of 90-day all-cause mortality, 

compared with placebo.

CITATION: Annane D et al. Hydro-

cortisone plus fludrocortisone for 

adults with septic shock. N Engl J 

Med. 2018 Mar 1. 378(9):809-18.

Dr. Salih is a hospitalist and instructor 
in the division of hospital medicine at 
the University of Kentucky, Lexington.

By Anne E. Sayers MD, FHM

8
A new
antiemetic

  CLINICAL QUESTION: Can aroma-

therapy with isopropyl alcohol con-

fer an adjunctive and lasting benefit 

as an antiemetic in ED patients who 

do not otherwise need IV access?

BACKGROUND: Prior studies have 

shown a benefit of aromatherapy 

with isopropyl alcohol for postoper-

ative nausea and vomiting, and it is 

both widely available and safe. Only 

one randomized, controlled study 

exists documenting use of aroma-

therapy with isopropyl alcohol in the 

ED, but this monitored for effects for 

Digoxin and mortality in 
atrial fibrillation
Using propensity score–matched 
controls, post hoc subgroup 
analysis of the ARISTOTLE 
trial showed an independent 
dose-dependent association 
between serum digoxin levels 
and mortality in those receiv-
ing digoxin, with a 19% higher 
adjusted hazard of death for each 
increase of 0.5 ng/mL (P = .001). 
For those initiating digoxin there 
was an independent association 
with higher mortality, regardless 
of heart failure (adjusted hazard 
ratio, 1.78; 95% confidence inter-
val, 1.37-2.31; P less than .0001). 
CITATION: Lopes RD et al. Digox-
in and mortality in patients with 
atrial fibrillation. J Am Coll Cardi-
ol. 2018 Mar 13;71(10):1063-74.
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CLINICAL  |  In the Literature

only 10 minutes and did not compare 

it with other antiemetic therapies 

used in the emergency department.  

STUDY DESIGN: Randomized, dou-

ble-blinded, placebo-controlled trial.

SETTING: Single urban tertiary care 

center emergency department.

SYNOPSIS: The study separated 120 

patients with nausea who did not 

otherwise need intravenous access 

into three treatment groups. They 

were assessed for improvement in 

nausea using a visual analog scale 

30 minutes after administration of 

either oral ondansetron 4 mg and 

inhaled isopropyl alcohol, oral place-

bo and inhaled isopropyl alcohol, or 

oral ondansetron and inhaled saline. 

The mean decrease in nausea visual 

analog scale score was 30 mm (95% 

confidence interval, 22-37 mm), 32 mm 

(95% CI, 25-39 mm), and 9 mm (95% 

CI, 5-14 mm), respectively. The need 

for rescue antiemetics was 27.5%, 

25%, and 45%, respectively. This study 

is limited by its small size, its relative-

ly healthy population with a predom-

inant diagnosis of gastroenteritis, 

and that patients who required IV 

catheters were excluded; therefore, it 

may not be generalizable to sicker pa-

tients with alternative etiologies for 

nausea. Furthermore, many patients 

were able to distinguish isopropyl al-

cohol from placebo inhalant by smell 

so the blinding was possibly ineffec-

tive. However, since isopropyl alcohol 

is low risk, inexpensive, and readily 

available, it may be reasonable to 

consider this as 

a therapeutic 

option for some 

patients.  

BOTTOM LINE: In 

ED patients who 

did not otherwise 

need intravenous 

access, aroma-

therapy with 

inhaled isopropyl 

alcohol alone or with ondansetron 

was superior for nausea relief when 

compared with ondansetron alone. 

CITATION: April MD et al. Aroma-

therapy versus oral ondansetron 

for antiemetic therapy among adult 

emergency department patients: A 

randomized controlled trial. Ann 

Emerg Med. 2018 Feb 17. doi: 10.1016/j.

annemergmed.2018.01.016. 

Dr. Sayers is an assistant professor in 
the division of hospital medicine at 

the University of Kentucky, Lexington.

By Janeesh Veedu, MD

9
Factor Xa inhibitors versus
vitamin K antagonists for 

preventing embolism in AF 
patients

  CLINICAL QUESTION: Do factor 

Xa inhibitors reduce the incidence 

of strokes and systemic embolic 

events, compared with warfarin, in 

people with atrial fibrillation?

BACKGROUND: Factor Xa inhib-

itors, called DOACs or direct-act-

ing anticoagulants, and vitamin 

K antagonists (VKAs) are part of 

treatment guidelines for preventing 

stroke and systemic embolic events 

in people with atrial fibrillation 

(AF). This study assessed the effec-

tiveness and safety of treatment 

with factor Xa inhibitors versus 

VKAs for preventing cerebral or sys-

temic embolic events in AF.

STUDY DESIGN: Cochrane Review 

update.

SETTING: Data obtained from trial 

registers of the Cochrane Central 

Register of Controlled Trials (August 

2017), the Cochrane Heart Group 

and the Cochrane Stroke Group 

(September 2016),  Embase (1980 to 

April 2017), and MEDLINE (1950 to 

April 2017). Authors also screened 

reference lists and contacted phar-

maceutical companies, authors, 

and sponsors of relevant published 

trials.

SYNOPSIS: The study included 

42,084 participants from 10 trials 

with a diagnosis of AF who were el-

igible for long-term anticoagulation 

with warfarin (target INR 2-3).

The trials directly compared 

dose-adjusted warfarin with factor 

Xa inhibitors. Median follow-up 

ranged from 12 weeks to 1.9 years, 

and composite primary endpoint 

was all strokes (both ischemic and 

hemorrhagic) and non–central 

nervous systemic embolic events. 

Factor Xa inhibitor significantly de-

creased the number of strokes and 

systemic embolic events, compared 

with dose-adjusted warfarin (odds 

ratio, 0.81; 95% confidence interval, 

0.72-0.91), reduced the number of 

major bleeding events (OR, 0.92; 95% 

CI, 0.63-1.34), and significantly re-

duced the risk of intracranial hem-

orrhage (OR, 0.56; 95% CI, 0.45-0.70). 

They also significantly reduced the 

number of all-cause deaths (OR, 0.88; 

95% CI, 0.81-0.97). One limitation of 

this study is the heterogeneity and 

hence lower quality of evidence. 

This study shows a small net clinical 

benefit of using 

factor Xa inhibi-

tors in AF because 

of a reduction 

in strokes and 

systemic embolic 

events and also 

a lower risk of 

bleeding (includ-

ing intracranial 

hemorrhages), 

compared with using warfarin.

BOTTOM LINE: Patients with AF 

have a lower incidence of strokes 

and systemic embolic events when 

treated with factor Xa inhibitors, 

compared with those treated with 

warfarin.

CITATION: Bruins Slot KM et al. Fac-

tor Xa inhibitors versus vitamin K 

antagonists for preventing cerebral 

or systemic embolism in patients 

with atrial fibrillation. Cochrane 

Database Syst Rev. 2018 Mar 6. doi: 

10.1002/14651858.CD008980.pub3.

Dr. Veedu is a hospitalist and instructor 
in the division of hospital medicine at 
the University of Kentucky, Lexington.

ED opioid overdoses
Prior studies have shown a recent 
increase in opioid overdose–relat-
ed deaths, and this analysis of 
136 million ED visits in 45 states 
showed a continued upward trend 
from July 2016 to September 
2017 with average increases of 
5.6% per quarter in all regions and 
across all demographic groups, 
but this increase was especially 
pronounced in urban areas. The 
authors of this analysis called for 
the medical community to use 
these data to educate providers 
and organize resources for the 
rapidly evolving opioid epidemic.   
CITATION: Vivolo-Kantor AM et 
al. Vital signs: Trends in emergen-
cy department visits for suspect-
ed opioid overdoses – United 
States, July 2016–September 
2017. MMWR Morb Mortal Wkly 
Rep. 2018;67:279-85. 

Routine oxygen therapy in 
patients with acute MI with 
normal oxygen saturation 
levels has no benefit
A large meta-analysis showed no 
decrease in all-cause mortality, 
recurrent ischemia, or myocar-
dial infarction, heart failure, and 
arrhythmia from using routine 
oxygen therapy in patients with 
acute myocardial infarction with 
normal oxygen saturation levels. 
This meta-analysis confirmed prior 
studies and supported the chang-
ing trend in recommendations 
to avoid supplemental oxygen in 
patients with peripheral oxygen 
saturations greater than 90%.
CITATION: Abuzaid A et al. Oxygen 
therapy in patients with acute 
myocardial infarction: A systemic 
review and meta-analysis. Am J 
Med. 2018 Jun;131(6):693-701.
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 Key Clinical Question 

Does supplemental oxygen help COPD patients 
who have chronic stable moderate hypoxemia?

New study a departure from previous research

By Poonam Sharma, MD, FHM ; Suchita Shah Sata, MD; Adam Wachter, MD; and Faye Farber, MD

Duke University Health System, Durham, N.C.

CLINICAL

Background
  Patients with COPD and severe rest-

ing hypoxemia – arterial oxygen par-

tial pressure less than or equal to 55 

mm Hg or peripheral capillary oxygen 

saturation (SpO2) less than or equal

to 88% – commonly are prescribed 

supplemental oxygen. The evidence 

supporting this practice is limited to 

two small trials from the 1970s that 

showed a survival benefit of long-

term oxygen therapy (LTOT) in this 

population,1,2 but these trials may not 

be generalizable to patients today.

For patients with COPD and mild 

to moderate resting hypoxemia (SpO2,

89%-93%) or patients with exercise-in-

duced hypoxemia, LTOT has not been 

shown to improve survival, although 

it may improve symptoms of dys-

pnea, exercise tolerance, and other 

patient-reported outcomes. Given the 

costs, risks, and burdens associated 

with LTOT, a high-quality clinical trial 

assessing the effects of LTOT on clin-

ically meaningful outcomes, such as 

survival or hospitalization, in patients 

with COPD and moderate hypoxemia 

has been long overdue.

Overview of the data
The utility of long-term treatment 

with supplemental oxygen in pa-

tients with stable COPD and mod-

erate resting or exercise-induced 

desaturation was examined by the 

Long-Term Oxygen Treatment Trial 

(LOTT) Research Group. Results 

were published in the New England 

Journal of Medicine in October 2016 

in the article, “A randomized trial of 

long-term oxygen for COPD with 

moderate desaturation.”3

  The study was initially designed 

to test whether the use of supple-

mental oxygen would lead to longer 

time until death as compared with 

no supplemental oxygen in the sub-

group of COPD patients with stable 

disease and moderate resting desat-

uration (defined as resting SpO2 of

89%-93%). However, because of an 

enrollment of only 34 patients after 

7 months, the trial was redesigned 

to include exercise-induced desat-

uration (defined as SpO2 of greater

than or equal to 80% for at least 5 

minutes, and less than 90% for at 

least 10 seconds, on a 6-minute walk 

test) and the secondary outcome of 

all-cause hospitalization. Hospital-

ization for any cause was combined 

with mortality into a new composite 

primary outcome. 

This study was a randomized, 

controlled trial which enrolled 

patients at a total of 14 regional 

clinical centers and their associated 

sites for a total of 42 centers in the 

United States. 

The experimental 

arm consisted of 

a long-term sup-

plemental oxygen 

group, and the 

control group 

did not receive 

long-term supple-

mental oxygen. 

Patients were as-

signed to groups 

in a 1:1 ratio, and 

the study was not 

blinded. Patients 

with moderate 

resting desatu-

ration were pre-

scribed 24-hour 

oxygen at 2 L/min, 

and patients with 

moderate exercise-induced desatura-

tion were prescribed oxygen at 2 L/

min during exercise and sleep only. 

The primary outcome was a com-

posite outcome of time until death 

or time until first hospitalization 

for any cause. There were multiple 

secondary outcomes, including in-

cidence of COPD exacerbation, inci-

dence of severe resting desaturation 

and severe exercise-induced desat-

uration, quality of life, sleep quality, 

depression and anxiety, adherence 

to regimen, 6-minute walk distance, 

spirometric measurements, risk of 

cardiovascular disease, and neuro-

cognitive function.

Data were gathered via yearly vis-

its, biannual telephone interviews, 

and questionnaires mailed at 4 

months and 16 months. Adherence 

was assessed by inquiring about oxy-

gen use every 4 months. If patients in 

the supplemental oxygen group used 

stationary oxygen concentrators, 

logs of meter readings were kept as 

well. The necessary final sample size 

was calculated using a time to com-

posite–event survival model with the 

use of the log-rank test statistic. 

A total of 738 patients were en-

rolled in the trial between January 

2009 and September 2015 and were 

followed for 1-6 years. A total of 

97% of participants had at least 1 

year of follow-up. Out of the 738 

randomized pa-

tients, 133 (18%) 

had only resting 

desaturations, 319 

(43%) had only 

exercise-induced 

desaturations, 

and 286 (39%) had 

both resting and 

exercise-induced 

desaturations. 

Baseline charac-

teristics including 

age, sex, race, 

smoking status, 

quality of life 

scores, resting 

SpO2, and nadir

SpO2 during the

6-minute walk

test were similar

between the two groups. The only 

significant difference noted by the 

authors between the two groups 

was a lower BODE (body mass index, 

airflow obstruction, dyspnea, and 

exercise) index, which was lower 

in the group with no supplemental 

oxygen. 

  In the time-to-event analysis, 

there was no significant difference 

between the two groups in the time 

to death or first hospitalization 

(hazard ratio, 0.94; 95% confidence 

interval, 0.79-1.12; P = .52). There were 

no significant differences in the 

rates of all hospitalizations (rate ra-

tio, 1.01; 95% CI, 0.91-1.13), COPD exac-

erbations (RR, 1.08; 95% CI, 0.98-1.19), 

and COPD-related hospitalizations 

(RR, 0.99; 95% CI, 0.83-1.17). There 

were also no differences between 

the experimental and control groups 
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Clinical Case
An 85-year-old man with 

long-standing chronic obstruc-

tive pulmonary disease (COPD) 

has a witnessed aspiration 

event while undergoing an 

outpatient procedure requir-

ing conscious sedation. He is 

admitted to the hospital for ob-

servation overnight. The next 

morning, he feels well, but his 

oxygen saturation dips to 85% 

with ambulation. He reports 

this is not new for him, but he 

vehemently does not want sup-

plemental oxygen.

Key Points

•  Long-term oxygen therapy
(LTOT) is beneficial in patients
with COPD and severe resting
hypoxemia (arterial oxygen
partial pressure ≤ 55 mm Hg
or SpO2 ≤ 88%) and should be
prescribed to improve survival
in this population.

•  Patients with COPD and mild
to moderate resting hypox-
emia or exercised-induced
hypoxemia should not be
routinely prescribed LTOT given
the associated costs, risks,
and burdens and the lack of
evidence of benefit.

Dr. Sharma Dr. Sata

Dr. Wachter Dr. Farber
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in quality of life, lung function, and 

6-minute walk distance. There were

no significant differences in the

subgroups classified by desaturation

profile, sex, race, nadir SpO2 during

the 6-minute walk test, and forced

expiratory volume in 1 second.

The findings in this study show 

that, in the subgroup of chronic ob-

structive pulmonary disease patients 

with stable COPD and moderate 

resting or exercise-induced desat-

uration, supplemental oxygen did 

not affect the time to death or first 

hospitalization, time to death, time 

to first hospitalization, time to first 

COPD exacerbation, time to first hos-

pitalization for a COPD exacerbation, 

rate of all hospitalizations, rate of all 

COPD exacerbations, or changes in 

metrics surrounding quality of life, 

anxiety/depression, or functional 

status. This supports earlier studies 

that demonstrated that long-term 

treatment with oxygen does not 

result in longer survival than does 

no long-term treatment with oxygen 

in patients with COPD and resting 

SpO2 of more than 88%.

The results of this study are a 

departure from previous studies 

that had shown improved mortality 

in patients with COPD and severe 

desaturation who were treated with 

LTOT. The authors hypothesized that 

this may have been caused by physi-

ological effects of oxygen saturation 

on pulmonary vasoconstriction, 

release of mediators, and ventilator 

drive, which occur at an O2 satura-

tion of 88% or less and may be more 

significant in patients with chronic 

hypoxemia. This trial also contrasted 

previous studies that had shown 

that oxygen therapy may reduce 

dyspnea in COPD patients with mild 

or no hypoxia because the LTOT trial 

showed no improvement in quality 

of life, anxiety, and depression mea-

sures in patients treated with long-

term oxygen as compared with those 

treated with no oxygen. 

Some limitations of the study 

included the absence of highly symp-

tomatic patients or patients who 

the providers believed were too ill to 

participate, the effect of the unblind-

ed nature of the study on outcomes 

•  Stoller JK et al. Oxygen ther-
apy for patients with COPD:
Current evidence and the Long-
term Oxygen Treatment Trial.
Chest. 2010 July;138:179-87.

•  Qaseem A et al. Diagnosis and
management of stable chronic
obstructive pulmonary disease:
A clinical practice guideline
update from the American
College of Physicians, American
College of Chest Physicians,
American Thoracic Society, and
European Respiratory Socie-
ty. Ann Intern Med. 2011 Aug
2;155(3):179-91.

•  Ameer F et al. Ambulatory
oxygen for people with chronic
obstructive pulmonary disease
who are not hypoxaemic at rest.
Cochrane Database Syst Rev.
2014 Jun 24;(6):CD000238.

•  Vestbo J et al. Global strategy
for the diagnosis, management,
and prevention of chronic
obstructive pulmonary disease:
GOLD executive summary. Am
J Respir Crit Care Med. 2013
Feb 15;187(4):347-65.

Additional Reading

Quiz

Does this patient need oxygen?
You are caring for a 72-year-old man with stable COPD who was admit-
ted for cellulitis. He is improving clinically on appropriate antibiotics, and 
he has been stable on room air every time you examine him. The nurse 
pages you on the day of discharge – a Sunday – informing you that his 
oxygen saturation dropped to 88% while he was walking the halls this 
morning. She asks whether he needs to stay in the hospital so you can 
arrange home supplemental oxygen therapy. What should you do?

A.  Keep him in the hospital until you can arrange home oxygen therapy.
B. Discharge him home Sunday but have the oxygen company go out
to his house first thing on Monday.
C. Discharge him home without supplemental oxygen therapy.
D. Check an arterial blood gas to help decide if you should set up
oxygen therapy.

The answer is C. He meets the description of stable COPD with mild 
to moderate exercise-induced desaturation. The LTOT trial supports 
our clinical decision that he would not benefit from supplemental 
oxygen therapy at this point. 

Continued on following page
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2018 State of Hospital 
Medicine Report

According to the 2016 SoHM Report, 

median compensation for hospitalists 

serving adults rose 10%.  

What will 2018 SoHM  
Report indicate? 

that were patient reported, the lack 

of assessment of immediate effects 

of oxygen on exercise performance 

or symptoms, possible variability 

in amount of oxygen delivered, and 

the fact that patients may have 

overestimated their oxygen use.

In patients with stable COPD and 

moderate resting or exercise-in-

duced desaturation, long-term sup-

plemental oxygen did not provide 

any benefit in regard to time until 

death or first hospitalization or any 

of the other measured outcomes.

Application of data to the case
  Our patient has stable COPD and 

had only moderate exercise-in-

duced desaturation. Long-term 

supplemental oxygen would not 

produce a benefit for him.

This study shows us that it would 

not increase his survival at this 

point; however, if he were to have 

worsening exercise-induced or new 

resting desaturation at some point 

in the future, supplemental oxygen 

would then be beneficial. At this 

point supplemental oxygen would 

not even affect his rate of hospital-

ization for COPD- or non-COPD–

related reasons. Perhaps most 

importantly, adding oxygen therapy 

would not affect his overall quality 

of life, including his functional sta-

tus and mood. 

Bottom line
The addition of supplemental oxy-

gen is not helpful for patients with 

COPD who have chronic stable 

moderate hypoxia.

Dr. Sharma is associate medical direc-
tor for clinical education in hospital 
medicine at Duke Regional Hospital 
and an assistant professor of medi-
cine at Duke University. Dr. Sata is a 
medical instructor in the Duke Uni-
versity Hospital. Dr. Wachter is an as-
sistant professor of medicine at Duke 
University. Dr. Farber is a medical in-
structor in the Duke University Health 
System in Durham, N.C.   
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Continued from previous page In-hospital mortality 
predictors for 

pneumonia patients
BY Doug Brunk
MDedge News

AT ATS 2018 / SAN DIEGO /

About one in four intubated or 

mechanically ventilated patients 

with gram-negative pneumonia die 

during hospitalization , results from 

a large retrospective cohort study 

found.

In a poster abstract presented 

at an international conference of 

the American Thoracic Society, re-

searchers led by Thomas P. Lodise Jr., 

PharmD, noted that ventilator-asso-

ciated pneumonia is one of the most 

common hospital-acquired infections 

in intensive care units and affected 

an estimated 9%-27% of all intubat-

ed patients. “While data are readily 

available surrounding mortality 

associated with VAP, scant data are 

available on outcomes associated 

with any type of pneumonia requir-

ing intubation and mechanical venti-

lation (MV) caused by gram-negative 

organisms,” they wrote.

  In an effort to describe mortality 

rates and associated risk factors 

for intubated and MV patients 

diagnosed with gram-negative 

pneumonia, Dr. Lodise of the Alba-

ny (N.Y.) College of Pharmacy and 

Health Sciences and his associates 

conducted a retrospective cohort 

study of data from the Healthcare 

Cost and Utilization Project (HCUP) 

National Readmission Database 

(NRD). HCUP is the largest source 

of hospital care data in the Unit-

ed States, accounting for 49.3% of 

the total U.S. resident population 

and 49.1% of U.S. hospitalizations. 

The researchers included patients 

at least 18 years of age who were 

hospitalized with a primary or sec-

ondary diagnosis of gram-negative 

pneumonia between Feb. 1, 2013, and 

Nov. 30, 2013. They excluded index 

hospitalizations with a primary or 

secondary diagnosis of viral pneu-

monia, fungal pneumonia, atypical 

organisms, gram-positive bacterial 

pneumonia, or pneumonia occurring 

secondary to an infectious disease. 

They examined mortality rates 

descriptively and modeled them 

via adjusted multivariate logistic 

regression to evaluate the impact of 

baseline characteristics and comor-

bidities on risk of mortality. All anal-

yses incorporated sample weights to 

increase generalizability and allow 

for extrapolation to the entire U.S. 

population.

A total of 32,683 patients met all 

study criteria. Of these, 2,323 (7.1%) 

had a primary diagnosis and 30,360 

(92.9%) had a secondary diagno-

sis for gram-negative pneumonia. 

Their mean age was 64 years, and 

61.1% were male. In all, 7,928 patients 

(24.3%) died during hospitalization. 

Multivariate analysis revealed that 

patients with concomitant sepsis 

had the highest risk of mortality 

(odds ratio, 2.60), followed by pa-

tients aged 65 years and older (OR, 

1.88) and those with any prior hospi-

talization within 30 days (OR, 1.34). 

Comorbidities upon admission with 

highest risk of mortality included 

cancer (OR, 2.45), liver disease (OR, 

1.91), AIDS/HIV (OR, 1.59), renal dis-

ease (OR, 1.33), and congestive heart 

failure (OR, 1.15). Diabetes was found 

to have a decreased risk of mortal-

ity, with an OR of 0.80. “However, a 

majority of patients with diabetes 

had no complications; thus, these 

patients may be representative of a 

less severe patient population,” Dr. 

Lodise and his associates noted in 

the poster.

They acknowledged certain lim-

itations of the study, including the 

potential for coding errors. They 

also pointed out the HCUP NRD 

does not contain treatment-specific 

information, drugs administered or 

treatment patterns during hospital-

ization, the number of days patients 

spent in the ICU, or the number 

of days on ventilation, “which can 

influence outcomes in pneumonia 

patients.” In addition, the study did 

not attempt to determine cause of 

death. “Death may have been due 

to combinations of factors separate 

from pneumonia,” they wrote.

Bayer Healthcare Pharmaceuticals 

funded the study. Dr. Lodise report-

ed having no financial disclosures.

Ventilator-associated 

pneumonia is one of the 

most common hospital-

acquired infections in 

intensive care units.
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 HOSPITALISTS & NOCTURNISTS

Johnston Memorial Hospital, located in Historic Abingdon, Virginia, 

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

Nocturnists to join their team. These are Full Time positions with 

the following incentives: 

Please view our online job tour:  

www.mshajobtour.com/jmh 

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

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

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

● Competitive Annual Salary 

● Performance Bonus & Production Bonus 

● Excellent Benefits 

● Generous Sign On Bonus 

● Relocation Assistance 

● Teaching and Faculty opportunities with the JMH FM/IM 

Residency Training Programs 

● Critical Care Physician Coverage in CCU/PCU

ABINGDON, VIRGINIA

Please Contact:

Tina McLaughlin, CMSR, Johnston Memorial Hospital

Office (276) 258-4580, tina.mclaughlin@balladhealth.com

Hospitalist/Nocturnist Opportunities

Cambridge Health Alliance (CHA), a well respected, 

nationally recognized and award-winning public healthcare system, 

is recruiting for part time and full time hospitalists and nocturnists. 

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

and Tufts University School of Medicine. Our system is comprised 

of three campuses and an integrated network of both primary and 

specialty outpatient care practices in Cambridge, Somerville and 

Boston’s Metro North Region.  

•	 Full time and part time opportunities available

•	 Schedule will consist of daytime and nighttime shifts,

nocturnist positions are available

•	 Academic Appointment at Harvard Medical School

•	 Opportunity to teach medical students and residents

•	 Two coverage locations approximately 5 miles apart

•	 Physician assistant support at both locations

•	 CHA’s hospitalist department consists of 25+ clinicians

Ideal candidates will be Board Certified, patient centered and 

demonstrate a strong commitment to work with a multicultural, 

underserved patient population. Experience and interest in 

performing procedures and community ICU coverage preferred. 

At CHA we offer a supportive and collegial environment, a 

strong infrastructure, a fully integrated electronic medical 

record system (EPIC) and competitive salary/benefits package.  

www.chaproviders.org 

Qualified applicants may submit CVs to Lauren Anastasia, 

Provider Recruiter at lanastasia@challiance.org or via fax 

at (617) 665-3553. Cambridge Health Alliance Department of 

Provider Recruitment may be contacted at (617) 665-3555 or 

1493 Cambridge Street Cambridge, MA 02139. We are an equal 

opportunity employer and all qualified applicants will receive 

consideration for employment without regard to race, color, religion, 

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

status, protected veteran status, or any other characteristic protected 

by law.

Employment Opportunity in the Beautiful 

Adirondack Mountains of Northern New York

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

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

Adirondacks have to offer! 

Come live where others vacation!

• Convenient schedules

• Competitive salary & benefits

• Unparalleled quality of life

• Family friendly community

• Excellent schools

• Nearby Whiteface

Mountain ski resort

• Home of the 1932 & 1980

Winter Olympics and current

Olympic Training Center

• Annual lronman Competition

• World Cup Bobsled and

Ski Events

• Abundant arts community

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

and take in the beauty and serenity of  

the Adirondack Mountains 

Contact: Joanne Johnson 

518-897-2706

jjohnson@adirondackhealth.org

www.adirondackhealth.org

Hospitalist Regional Medical Director  
Opportunities in Eastern PA

– Starting Bonus and Loan Repayment –

St. Luke’s University Health Network (SLUHN) is interviewing for Hospitalist Regional Medical Director 

Candidates for our growing 10-hospital network. This is an opportunity to lead a dynamic group of 

physicians at several campuses, engage them as a team and work to assure consistent high quality. 

All campuses have a closed ICU, strong advanced 

practitioner assistance and all specialty back up, 

in addition to an opportunity for upward mobility 

within the Network. 

SLUHN is a non-profit network comprised of 

physicians and 10 hospitals, providing care in eastern 

Pennsylvania and western NJ. We employ more 

than 800 physician and 200 advanced practitioners. 

St. Luke’s currently has more than 220 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 

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, CME

• Moonlighting Opportunities

within the Network

To advertise in  

The Hospitalist or the

Journal of Hospital Medicine

Contact: 

Heather Gonroski 

973.290.8259 

hgonroski@mdedge.com

or

Linda Wilson

973.290.8243 

lwilson@mdedge.com
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Washington Permanente Medical Group (WPMG) is among the largest and most honored 
multi-specialty group practices in the Pacific Northwest. We are nearly 1,100 physicians, PAs, 
midwives, mental health specialists, osteopaths and optometrists focused on prevention,  
evidence-based practices, and patient-centered care.

We are dedicated to building lifetime relationships with peers and patients in Washington state’s 
richly diverse communities. Many know the Pacific Northwest as an attractive tourist destination 
with beautiful scenery, friendly people, and a host of cultural and recreational opportunities. 
These elements, and others, make Washington an excellent place to live.

FULL TIME HOSPITALIST PHYSICIAN OPPORTUNITIES
Washington State: Spokane

As a Kaiser Permanente clinician, you will have the ability to become a shareholder in our 
practice and enjoy the following benefits:

For consideration or to apply, please visit: wpmgcareers.org 

For questions or additional information please contact: 
Aggie Swanson, Senior Physician Recruiter - Agnieszka.X.Swanson@kp.org

Equal Employment Opportunity
As part of our commitment to our employees and the members and patients we serve, we integrate diversity into 
all aspects of our operations. Maintaining a workforce with industry-leading levels of diversity through deliberate 
planning, development, and outreach is critical to fulfilling our mission, sustaining our business objectives, and 
providing the best level of care to our members and patients. All qualified applicants will receive consideration 
for employment without regard to race, color, religion, sex, national origin, sexual orientation, gender identity, 
protected veteran, or disability status. 

• Full malpractice idemification
• Medical/dental/vision benefits
• Paid vacation

• 401(k) & employer-paid contribution
• Continueing medical education
• Long term disability, long-term care benefits
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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 
c/o Heather Peffley, PHR FASPR — Physician Recruiter 
Penn State Health
hpeffley@pennstatehealth.psu.edu

Penn State Health is committed to affirmative action, equal 
opportunity and the diversity of its workforce. Equal Opportunity 

Employer – Minorities/Women/Protected Veterans/Disabled.

ACADEMIC NOCTURNIST HOSPITALIST

 

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 gen-

eration of physicians.

Preferred candidates are BC/BE in Internal Medicine or Internal Medicine-

Pediatrics, have work experience or residency training at an academic med-

ical 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�

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

Join our Team in Ohio! 

Lake Erie Shores!�

www.theMHG.com�

Send CV : jobs@theMHG.com�

440�542�5000 

Firelands Regional  �

Mercy Regional 

Hospitalists� Ci

Transitional Care Specialists�

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.

Find your 

next job today!
 visit WWW.SHMCAREERS.ORG
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TOGETHER, 
WE IMPACT 

CARE

www.AdfinitasHealth.com 

Elevating Care  |  Driving Quality  |  Building Partnerships

As a physician-owned and managed healthcare 

practice, Adfinitas Health develops and delivers 

team-supported programs that are customized to 

the individual needs of our partners.

Growing nationally, we now partner with more 

than 60 hospitals and post-acute facilities to 

elevate care and drive quality.

Hospital Medicine

Post-Acute Services

Advisory Services
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Med/Peds Hospitalist
Opportuniti es Available
Join the Healthcare Team at 
Berkshire Health Systems

Berkshire Health Systems is currently seeking BC/BE Med/Peds 

physicians to join our comprehensive Hospitalist Department

• Day and Nocturnist positions

• Previous Med/Peds Hospitalist experience is preferred

• Leadership opportunities available

Located in Western Massachusetts Berkshire Medical Center is the 

region’s leading provider of comprehensive health care services

• Comprehensive care for all newborns and pediatric inpatients including:

o Level Ib nursery

o 7 bed pediatrics unit

o Care for pediatric patients admitted to the hospital

• Comprehensive adult medicine service including:

o 302-bed community teaching hospital with residency programs

o Geographic rounding model

o A closed ICU/CCU

o A full spectrum of Specialties to support the team

o  A major teaching affi liate of the University of Massachusetts Medical 

School and University of New England College of Osteopathic Medicine

• 7 on/7 off 12 hour shift schedule

We understand the importance of balancing work with a healthy 

personal lifestyle

• Located just 2½ hours from Boston and New York City

• Small town New England charm

• Excellent public and private schools

• World renowned music, art, theater, and museums

• Year round recreational activities from skiing to kayaking, this is an ideal 

family location.

Berkshire Health Systems offers a competitive 

salary and benefi ts package, including relocation.

Interested candidates are invited to contact: 

Liz Mahan, Physician Recruitment Specialist, Berkshire Health Systems

725 North St.  •  Pittsfield, MA 01201  •  (413) 395-7866.

Applications accepted online at www.berkshirehealthsystems.org

Hospitalists 
& Nocturnists
Greater St. Louis Area

Mercy Clinic is seeking Hospitalists and Nocturnists to join 

established Hospitalist teams at various hospital locations 

throughout the Greater St. Louis area.

Positions Off er:
• Competitive base salary, quarterly bonus and incentives
• Attractive block schedule
• System-wide EPIC EMR
• Comprehensive benefi ts including health, dental, vacation

and CME
• Relocation assistance and professional liability coverage
• Closed ICU
• No procedures
• No restrictive covenant

For more information, please contact:

Joan Humphries 

Director, Physician Recruitment

p 314.364.3821 | f 314.364.2597 

Joan.Humphries@mercy.net 

AA/EEO/Minorities/Females/Disabled/Veterans

Your life is our life’s work.

• Must have 5+ yrs Hospitalist experience
and active ED involvement

• Requires strong diagnostic skills
• 7 on-7 off Schedule
• Competitive compensation and Benefits

Join Advocate Medical Group and our 
established Hospitalist program with 100+ 
physicians, strong clinical and operational 
support with internal management by medical 
group leadership. Advocate Medical Group is 
a non profit, multi specialty group with 1500 
Physicians, 500 Advanced Practice Clinicians, 
and part of Advocate Aurora Health serving 
Illinois and Wisconsin.

Chicago is a vibrant city!  With an international 
airport and the travel hub of the Midwest, 
Chicago offers major sports teams, theater, 
museums, dynamic city life, family friendly 
suburbs and excellent educational opportunities.

Forward CV and Cover letter to 
rebecca.bork@advocatehealth.com 

for more information regarding 
AMG’s respected Hospitalist program.

Advocate Medical Group

Chicago-Seasoned Hospitalists 
with ED Experience Needed 

for New Initiative

Dallas, Texas — Oncology and Hematologic Hospitalist Opportunities

The University of Texas Southwestern Medical Center, Department of Internal Medicine, Division of Hematology/Oncology, 

is seeking physicians to join a thriving oncology and hematologic malignancies 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; individuals who have completed training in hematology and/or oncology are preferred and encouraged to 

apply as well. Level of appointment will be commensurate with experience. Candidate must be eligible for Texas medical 

licensure and be board certified in Internal Medicine.

Onco-Hospitalists will play a vital role in managing internal medicine issues in oncology and hematologic malignancies 

patients, as part of a multidisciplinary team providing comprehensive, cutting-edge therapy. Our goal is to grow the onco-

hospitalist program into a true academic program, with meaningful collaborative clinical research between our Cancer 

Center physicians, fellows, and hospitalist team, and education of housestaff, students, and APPs.

Highlights of the position include:

• Salaries which are competitive with private oncology 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) references, and a summary of professional 

goals to:

Thomas Froehlich, M.D.

C/O Shawn Balusek, Division Administrator 

UT Southwestern Medical Center

5323 Harry Hines Blvd.

Dallas, TX  75390-8852

or email Shawn.Balusek@UTSouthwestern.edu

UTSW is an Affirmative Action/Equal Opportunity Employer. Women, 

minorities, veterans and individuals with disabilities are encouraged 

to apply.

To advertise in 
The Hospitalist or the

Journal of Hospital Medicine

CONTACT: 

Heather Gonroski

973.290.8259
hgonroski@mdedge.com

or

Linda Wilson

973.290.8243
lwilson@mdedge.com
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At US Acute Care Solutions,
we align hospitalists, emergency medicine 

physicians and advanced practice providers in 

one group where every physician is a vested 

owner. The result is an unbeatable, collaborative  

culture with united operation practices that 

benefit the bottom line of our hospital partners, 

and just as importantly, the bottom line for our 

patients. At USACS it’s all about better care  

and better outcomes. Discover the difference. 

Visit USACS.com/IAC and learn how the largest 
physician-owned, integrated acute care group 
can transform your hospital system, or hospitalist  
career. At USACS, we’re 200 locations strong, 
and growing.

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

 When HM and EM come together,
 patients feel the difference. 

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

contact  

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

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

YOU
belong at 
the TOP!

2

0

1

7

BSA Health System ranks
among the nation’s best 

for clinical excellence, 
employee culture and 
patient experience.

Seeking board certified/
eligible physicians.

Amarillo enjoys some of the Southwest’s 
finest medical facilities, schools and 
cultural centers. BSA’s Hospitalist 

Program offers a strong compensation 
package and excellent benefits. 

Texas does not have a state income tax.

To apply or for more information: 
Contact Eileen Harpole

 806-212-6965 
Eileen.Harpole@bsahs.org

Palo Duro 
State Park
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Penn State Health is a multi-hospital health system serving patients across central Pennsylvania seeking 
exceptional physicians to join our Penn State Health family to provide patient care as a Hospitalist.

What we’re offering:

•	 Faculty positions as well as non-teaching hospitalist positions within our multi-hospital system as well as our outpatient

practices;

•	 Network with experienced hospitalist colleagues and

collaborative leadership;

•	 Ability to develop quality improvement projects in transition

of care and other scholarly pursuits of interest;

•	 Commitment to patient safety in a team approach model;

•	 Potential for growth into leadership roles;

•	 Competitive salary, comprehensive benefit package,

relocation, and so much more!

What we’re seeking:

•	 Collaborative individual to work with diverse population

and staff;

•	 Medical degree - MD, DO, or foreign equivalent;

•	 Completion of an accredited Internal Medicine or

Family Medicine program;

•	 BC/BE in Internal or Family Medicine;

•	 Must have or be able to acquire a license to practice in the Commonwealth of Pennsylvania;

•	 No J1 visa waiver sponsorships available.

What the area offers:

Located in a safe family-friendly setting in central Pennsylvania, our local neighborhoods boast a reasonable cost of living whether 

you prefer a more suburban setting or thriving city rich in theater, arts, and culture. Our communities are rich in history and offers 

an abundant range of outdoor activities, arts, and diverse experiences. We’re conveniently located within a short distance to major 

cities such as Philadelphia, Pittsburgh, NYC, Baltimore, and Washington DC. 

For more information please contact: Heather Peffley, Physician Recruiter at: hpeffley@pennstatehealth.psu.edu

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

Sweet Hospitalist Opportunity with  
Penn State Health

An EOE m/f/d/v

DAYTIME & NIGHTIME 
HOSPITALISTS

the best.
DRIVEN TO BE

Interested candidates, please 
email CV and cover letter to: 
dchenouda@nyuwinthrop.org

Or fax to: (516) 663-8964
Attn: Division Chief, Winthrop Hospitalist Associates

NYU Winthrop Hospital was named the 
18th best employer in the country by Forbes in 2017.

Long Island, NY. NYU Winthrop Hospital, a 591-bed,  

university-affiliated medical center and an American College 

of Surgeons (ACS) Level 1 Trauma Center based in Western 

Nassau County, NY is seeking BC/BE internists for academic  

Hospitalist positions. 

Ideal candidates will have exemplary clinical skills, a  

strong interest in teaching house staff and a long term  

commitment to inpatient medicine. Interest in research and  

administration a plus. Salaried position with incentive, competi-

tive benefits package including paid CME, malpractice insurance  

and vacation.

NYU Winthrop Hospital is located in the heart of Nassau 
County in suburban Long Island, 30 miles from NYC and 
just minutes from LI’s beautiful beaches.

Live a Balanced Life
Focus on caring for your patients, while enjoying the best that life has to offer 

with the help of our loan forgiveness program for hospitalists.

For more information please visit, 
www.flhealth.org/careers or call (315) 787-4056.

Loan
Forgiveness
Program
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We proudly sponsor visa candidates!

California 
• Fresno
• Modesto
• Redding
• Sacramento
• San Diego

Illinois 
• Alton

Interested in travel?  
Check out our Reserves Program. 

Future leader?  
Apply for our Administrative Fellowship.

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

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

New Jersey
• Passaic

Oregon
• Roseburg

CEP America has a new name.

Meet Vituity. 
Now more than ever, we’re bringing joy 
to the practice of medicine. 

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

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. 

Schedule is a combination of 10 and 12 hour shifts. The 

contracted obligation is for 12 shifts per month with 

opportunities/ incentives for additional shifts if desired. 

The position is supported by daytime partners covering 

“swing shifts” and additional cross-cover support with 

a mid-level provider. There is also 24hr Critical Care 

Services.

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 @ evansb7@ucmail.uc.edu 

Director, UC Health Hospitalist Group; 513-298-7325

We have day positions at our Miners Campus in beautiful Schuylkill County and at our newest 

hospital in Monroe County set in the Pocono Mountains.  Both campuses offer you an opportunity 

to make a difference in a Rural Health Community yet live in your choice of family friendly, thriving 

suburban areas. In addition, you’ll have access to our network’s state of the art technology and 

Network Specialty Support Resources.  We also have opportunities at our Quakertown campus, 

where a replacement hospital will open in 2019. 

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, CME

• Moonlighting Opportunities within the Network

SLUHN is a non-profit network comprised of physicians and 10 hospitals, providing care in eastern 

Pennsylvania and western NJ. We employ more than 800 physician and 200 advanced practitioners. 

St. Luke’s currently has more than 220 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 Opportunities in Eastern PA
– Starting Bonus and Loan Repayment –
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Berkshire Health Systems is currently seeking 

BC/BE Internal Medicine physicians to join our 

comprehensive Hospitalist Department

• Day, Evening and Nocturnist positions

• Previous Hospitalist experience is preferred

Located in Western Massachusetts Berkshire 

Medical Center is the region’s leading provider of 

comprehensive health care services

• 302-bed community teaching hospital with

residency programs

• A major teaching affiliate of the University of

Massachusetts Medical School and UNECOM

• Geographic rounding model

• A closed ICU/CCU

• A full spectrum of Specialties to support the team

• 7 on/7 off 10 hour shift schedule

We understand the importance of balancing work with a 

healthy personal lifestyle

• Located just 2½ hours from Boston and New York City

• Small town New England charm

• Excellent public and private schools

• World renowned music, art, theater, and museums

• Year round recreational activities from skiing to kayaking,

this is an ideal family location.

Berkshire Health Systems offers a competitive salary and benefits 

package, including relocation.

Hospitalist Opportunity Available 

Join the Healthcare Team at

Berkshire Health Systems!

Interested candidates are invited to contact: 

Liz Mahan, Physician Recruitment Specialist, Berkshire Health Systems

725 North St.  •  Pittsfield, MA 01201  •  (413) 395-7866.

Applications accepted online at www.berkshirehealthsystems.org

Hospitalist 

Opportunity

- Loan Forgiveness and Sign On Bonus -

UHS Medical Group i s a progressive multi-specialty 
group with a large primary care base, consisting of 
200+ physicians providing care in over 20 medical 
and surgical specialties in multiple locations. The 
group is affiliated with United Health Services 
Hospitals, the regional leader in healthcare. We 
have an affiliation with Upstate Medical Center 
in Syracuse. The group has an opportunity for a 
residency trained Internal Medicine physician to 
practice as an Academic Hospitalist in a Regional 
Level II Trauma Center. Our team of physicians enjoy 
a work schedule of 7 on / 7 off for 10 hours each 
day. Primary role will be overseeing and teaching a 
resident service 12 months a year. A full compilation 
of subspecialty support is available including a closed 
ICU that is managed by the critical care team and we 
have a state of the art EMR. We offer a Competitive 
starting salary, Loan Forgiveness, Sign-On bonus, 
paid moving, CME, health and malpractice insurance 
provided and much more. UHS Hospitals are found 
in the tri-city area of Binghamton, NY which is home 
to Binghamton University. There are nearby locations 
for hiking, camping, fishing, and skiing as well as 
professional hockey and baseball. 

Please contact 

Lori Walling (607) 763-6392, lori_walling@uhs.org 
to discuss this opportunity further.

ACHIEVE
extraordinary outcomes
When you're part of Mercy Medical Group, a service of Dignity 

Health Medical Foundation, you'll be able to do more than just 

care for your patients. You’ll have the opportunity to develop and 

participate in health, education and wellness programs that will 

help improve the lives of people throughout your community… 

and beyond. If you want to achieve extraordinary outcomes, join 

us today.

HOSPITALISTS - Sacramento, CA

Full-time openings are available, as are opportunities for 

Nocturnists. At our large multi-specialty practice with 

approximately 450 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.

Find your next job today!
 visit SHMCAREERCENTER.ORG 
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Editor’s Desk

The rapidly disappearing 
community pediatric inpatient unit

By Weijen Chang, MD, FACP, 
SFHM

G
reed kills babies. Chil-

dren’s lives matter. Chil-

dren over profit. 

These were the slogans 

proclaimed by signs carried by pro-

testers outside of MedStar Franklin 

Square Medical Center in Baltimore 

in early May of 2018 to protest the 

closure of the dedicated pediatric 

emergency department and inpa-

tient pediatric unit.

But administrators at Franklin 

Square Medical Center had made 

their decision long before the glue 

had dried on the signs. Eight doctors 

and 30 other staff had already lost 

their jobs, including the chair of pe-

diatrics, Scott Krugman, MD.1

  And this was just another drop in 

a slow ooze of pediatric inpatient 

units based in community hospitals 

that have seen the ax fall on what 

was thought to be a vital medical 

resource for their communities – yet 

not vital enough to survive its lack 

of profitability. Pediatric inpatient 

units in community hospitals have 

failed to even flirt with breaking 

even, let alone show profitability. 

Many of these units are saddled 

with rock-bottom reimbursements 

offered by state Medicaid programs, 

the overwhelmingly prevalent payer 

for pediatric hospitalizations, which 

is compounded by the seasonality 

and unpredictability of pediatric in-

patient volumes.

What does this mean for pediat-

ric health in underserved and rural 

communities? The closure of the 

pediatric inpatient unit at MedStar 

Franklin Square Medical Center 

meant the loss of physicians and 

nurses staffing the child protection 

team helping the local district attor-

ney in child abuse cases. Sometimes 

described as “secondary care,” com-

munity pediatric hospitalists also 

serve as a link between primary care 

providers and tertiary care subspe-

cialists; they can serve as pediatric 

generalists throughout a hospital 

and provide newborn nursery care, 

delivery room resuscitations, ED 

consultations, procedural sedations, 

psychiatric unit support, surgical co-

management, and informal or formal 

outpatient consultations.2 Losing 

even a small inpatient pediatric unit 

can have a ripple effect on inpatient 

and outpatient pediatric services in 

a health system and community.

For patients and their caregivers, 

the loss of pediatric inpatient ser-

vices in their community hospital 

can erect additional hurdles to 

appropriate health care. The need 

to travel longer distances can be 

challenging.3 For patients suffering 

from longer hospitalizations caused 

by medical complexity or chronic ill-

nesses, traveling long distances can 

exacerbate the caregiver stress from 

attempting to care for a family at 

home while participating in the care 

of a hospitalized child. Longer travel 

times can also worsen family stress 

by increasing a caregiver’s absence 

from home and increased nonmed-

ical expenses and loss of wages.4

Comfort levels with inpatient pro-

viders can also suffer because most 

pediatric units in community hospi-

tals are staffed by either community 

general pediatricians or very small 

pediatric hospitalist groups, which 

breeds familiarity with frequently 

admitted patients and their caregiv-

ers. This familiarity can be lacking 

in large academic centers.5

What is driving pediatric inpatient 

unit closures? On a macroeconomic 

scale, pediatric hospitalizations have 

been dropping yearly, driven down 

by immunizations, antibiotic stew-

ardship, and improved access to out-

patient care. In 2006, there were 6.6 

million hospitalizations for children 

aged 17 years and younger,6 but by 

2012 this had dropped to 5.9 million 

hospitalizations.7 In the same age 

group, the rate of hospitalization 

from the ED dropped from 4.4% in 

2006 to 3.2% in 2015.8

On a hospital level, the presence 

of multiple small pediatric units in 

a region may not make sense from 

a cost standpoint, and a larger, 

merged unit may provide higher 

quality because of its higher vol-

umes. On a state and local level, 

alternative payment models have 

been implemented with the best of 

intentions but have led administra-

tors at community general hospitals 

to look at pediatric units as the low-

est-hanging money-losing fruit in 

their efforts to survive a brave new 

world of hospital payment.

The most extreme model is in 

Maryland: Since 2014, acute care 

hospitals have been able to receive 

only a fixed amount of revenue 

from all payers, including Medicare, 

Medicaid, and commercial insurers.9

Known as an all-payer global budget, 

it incentivizes lowering unnecessary 

costs of care, such as readmissions, 

but also encourages cauterization 

of cost centers hemorrhaging mon-

ey – such as inpatient pediatrics. 

Even the venerable Johns Hopkins 

Children’s Center has seen its profit-

ability pale in comparison to Johns 

Hopkins All Children’s Hospital in 

St. Petersburg, Fla., which is the sec-

ond most–profitable hospital in the 

Hopkins system, edged out only by 

Sibley Memorial Hospital – which 

also sports an out-of-state location 

in the District of Columbia.10

But all hope is not lost for your 

local pediatric inpatient unit. In 

regions where a more favorable (to 

hospitals) payer mix exists, large pe-

diatric hospitals are still engaged in 

turf battles with local competitors to 

grab market share. In these regions, 

community pediatric units have 

survived by partnering with large 

pediatric institutions, either through 

affiliations or wholesale transplan-

tation of the larger pediatric insti-

tution’s providers, nurses, and EHRs 

into essentially what is a leased 

floor. In addition, large pediatric 

institutions that participate in cap-

itated models such as accountable 

care organizations have paradoxical-

ly found it financially favorable to 

direct “bread-and-butter” pediatric 

hospitalizations to community pedi-

atric units, which often provide the 

same care at a lower cost.

Utilizing community inpatient 

pediatric units was “initially a means 

of expanding their market share and 

‘downstream’ revenue from transfers, 

but more commonly now [is] a way of 

alleviating the costs associated with 

admitting low to moderate acuity 

patients to the main tertiary sites,” 

said Francisco Alvarez, MD, associate 

chief of Regional Pediatric Hospital 

Medicine Programs at Lucile Packard 

Children’s Hospital in Palo Alto, Calif. 

“The cost of care provided by pediat-

ric hospitals has always been higher 

than the average cost for nonpediat-

ric hospitals in regard to caring for 

pediatric patients due to their highly 

skilled specialties and services. These 

have become more scrutinized by 

private and government insurance 

plans and, in some cases, have led to 

lower reimbursements and a lower 

or deficient net revenue for certain 

patient populations.”

For community pediatric hospital-

ists, the shifting sands of reimburse-

ment on which pediatric inpatient 

care is built can be a motion illness–

inducing experience. In addition to 

concerns over community health 

care, job security, and population 

health, care provided in community 

hospitals can often be subtly under-

cut by tertiary and quaternary care 

pediatric hospitals.

“The focus of pediatric residency 

programs in freestanding children’s 

hospitals has created a situation 

where new pediatricians have less 

opportunity to develop respect for 

community pediatric hospital med-

icine,” said Beth Natt, MD, director 

of pediatric hospital medicine in the 

Regional Programs at Connecticut 

Children’s Medical Center, Hartford. 

“We are the nameless ‘OSH,’ the 

place that gets ‘Monday-morning 

quarterbacked’ in resident morn-

ing reports without having a voice 

at the table. Add this to residents 

learning ‘only’ protocolized care as 

opposed to a spectrum of appropri-

ate care, and we create a culture of 

‘wrong and right’ with the backward 

nonprotocol-driven community docs 

looking like they are practicing med-

icine in the Wild West.”

What’s a community pediatric 

hospitalist to do, faced with an 

uncertain future and diminishing 

Dr. Chang is a pediatric hospitalist 
at Baystate Children’s Hospital in 
Springfield, Mass., and is the 
pediatric editor of The Hospitalist.
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“Goals valued by hospital 

administrators are 

pursued on a daily basis 

by community pediatric 

hospitalists.”
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respect? Continuing to partner with 

local pediatric providers, community 

leaders, and local health care ad-

vocacy groups will help to enmesh 

inpatient providers in the fabric 

of a community’s health care. But 

making the value case to hospital 

administrators is critical for commu-

nity pediatric hospitalists, as adult 

hospitalists realized soon after the 

inception of the hospitalist field.

Goals valued by hospital admin-

istrators are pursued on a daily 

basis by community pediatric hos-

pitalists, and these successes need 

to be brought to light. Achieving 

value and quality metrics, pursuing 

high-value care, reducing readmis-

sion rates, championing EHRs, and 

improving documentation are goals 

that community pediatric hospital-

ists and hospital administrators can 

work toward together.11

“What are we going to do to take 

care of kids in their own communi-

ties?” Dr. Krugman asked. “It’s going 

to be an increasing challenge over 

the next decade due to the consol-

idation of children’s hospitals and 

low payments, especially for hospi-

tals that are adult focused. Unless 

we find a way to pay for pediatric 

care as a country.”
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SHM: My home as a pediatric hospitalist
By Kris Rehm, MD, SFHM 

A
s I began my career in pe-

diatric hospital medicine 

at the Monroe Carell Jr. 

Children’s Hospital at Van-

derbilt in Nashville, Tenn., I knew 

that I wanted a way to continue 

my education and to network with 

other hospitalists with interests in 

academics and pediatrics.

In 2010, I decided to attend a pre-

course to the Society of Hospital 

Medicine’s annual conference that 

focused on academic hospital med-

icine, and my career has never been 

the same! I am thrilled to say I have 

found my professional home in SHM.

Here’s a quick list of the reasons 

SHM has been such a warm, wel-

coming home for me. I’ve highlight-

ed the few options that stood out 

to me, but rest assured there is so 

much more from which to choose:

• Leadership opportunities in our

Pediatrics Special Interest Group.

• Representation on the Annual

Conference Committee to select

pediatric-specific content as well

as workshops on leadership, ed-

ucation, patient experience, and

quality improvement.

• The Academic Hospitalist Acade-

my, first as a pre-course before the

SHM annual conference, and now

as its own amazing meeting for ac-

ademic pediatric hospital medicine

providers.

• SHM’s Leadership Academy, a

wonderful opportunity to learn

leadership skills and network with

other leaders. This year, it is in

Vancouver!

• Participation in quality improve-

ment initiatives like Pedi-BOOST, a

care transitions program that spe-

cializes in pediatric patients.

• Travel to Abu Dhabi and the Middle

East Update in Hospital Medicine

this March – being able to spread

the latest trends in hospital med-

icine in the USA is one of the best

experiences I have had with SHM!

Another reason SHM truly made

me feel welcomed was the opportu-

nity to attend the Pediatric Hospital 

Medicine (PHM) meeting. Each July, 

SHM helps to put on the largest 

gathering of pediatric hospital med-

icine providers. This year, it will be 

held in Atlanta from July 19 to 22.

This meeting is organized and 

supported by SHM, the American 

Academy of Pediatrics (AAP), and 

the Academic Pediatric Associa-

tion (APA), and offers spectacular 

content in many tracks, including 

quality improvement, education, 

research, and the incredibly popular 

“Top Articles” presentation at lunch 

on Saturday. This session provides 

teaching materials that can span the 

year for Journal Clubs and resident 

and student education. The ab-

stracts and poster sessions are top-

notch and provide an opportunity 

for young and experienced provid-

ers to share their work.

The fourth annual Knowledge 

Café will be a highlight for me as 

well, as it allows collaboration and 

networking experiences in hot top-

ics for early career hospitalists. How 

to strive for work/life balance, how 

to get the most out of your first 

meeting, and techniques for talking 

with your boss about difficult issues 

are some of the topics we plan to 

cover this year.

On top of this, networking and 

participation on various committees 

and work groups afforded me the op-

portunity to join the SHM Board of 

Directors in May of 2017. Having com-

pleted my first year on the Board, I 

have an even deeper appreciation for 

the progressive thinking of our lead-

ership team and the amazing work 

that the staff of SHM does behind 

the scenes to help us maximize our 

memberships. I love the continuous 

process improvement that is happen-

ing with every Board meeting. 

As a member of the Board, it’s 

important to keep tabs on the pulse 

of SHM members and their evolv-

ing needs. One way I have really 

enjoyed getting to learn about our 

membership is by attending local 

chapter meetings. I recently traveled 

to West Virginia and Connecticut, 

both of which have active, engaged 

chapters working to improve care 

in their local communities – it was 

so inspiring to have the opportunity 

to represent the organization, and 

I look forward to more meetings 

just like this. For our local chapter 

in Nashville, I have the honor of 

picking the venue for our meetings, 

which keeps me on my toes as I look 

for the latest hot spots in an incredi-

bly happening city!

Last summer, the benefits of 

membership in SHM and my career 

choice of hospital medicine took on 

a whole new meaning. In July, just 

before PHM 2017, a meeting that 

I was lucky enough to chair, my 

husband started to feel the pain of 

a recurrent kidney stone as he was 

traveling with our four sons and 

their three friends. Can you imagine 

being on an airplane with seven ele-

mentary school–age boys when the 

worst pain EVER strikes?

I was home in Nashville thinking, 

“Who can I call to help him in Min-

neapolis?” My first thought was of 

fellow members of SHM with whom 

I’ve developed friendships over the 

years – other hospitalists like you and 

me. Many people came to mind, all of 

whom practice hospital medicine! A 

huge thank-you to our friend Shaun 

Frost, MD, SFHM, FACP,  who rescued 

my husband, drove him to a local 

ED, AND took the seven boys out 

for lunch. I truly have never been so 

grateful!

My task for you is simple: En-

gage with the Society of Hospital 

Medicine! Come to a meeting, join a 

special interest group, connect with 

your local chapter, and make friends 

who can support you through your 

career – and, as evidenced by my 

husband’s experience – even in your 

personal life. It’s truly a special or-

ganization, and I can’t wait to share 

some experiences just like these 

with you.

Dr. Rehm is associate professor, 
pediatrics, and director, division 
of pediatric outreach medicine at 
Vanderbilt University and Monroe 
Carell Jr. Children’s Hospital at 
Vanderbilt, both in Nashville, Tenn. 
She is also a member of the SHM 
board of directors.



HOSP_31.indd   1 6/11/2018   4:36:15 PM



HOSP_32.indd   1 6/11/2018   4:34:04 PM




