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LEADERSHIP

Hospitalists as Disruptors
in Healthcare

By Flora Kisuule, MD, MPH,
SFHM

e are living in dis-

ruptive times. We

are amidst national

and global conflict,
we survived a pandemic that
changed many aspects of our
lives permanently, and many of
our health systems are working
through financial challenges with
unprecedented operating and net
losses. These disruptive forces
require equal and opposite forces
..remember high school physics
and Newton's third law? How do
we reclaim this word “disruptive”
as a force for good? According to
the Oxford Dictionary, disruptive
is, “causing radical change in an ex-
isting industry or market through
being innovative.” Healthcare
disruptors are hospitalists who
are shifting the healthcare indus-
try by making big changes that
significantly define the way care is
delivered. That means integrating
new technologies, streamlining
processes, and simply refusing to
do things the way they've always
been done!

Hospitalists are in the thick of
things, shaking things up. SHM's
mission and vision call for us to
be disruptive and advocate for
change—inside and outside the
hospital walls—and our members
are actively helping us do both.

Vision: To be the professional
home of hospitalists dedicated to
exceptional and equitable care for
acutely ill patients.

Mission: As the home for hospi-
talists, SHM activates and engages
our community to:

» Advocate for our specialty, our
members, and the diverse pa-
tients we serve

« Promote high-value care and
optimal outcomes for acutely ill
patients

» Meet the evolving educational
needs of a dynamic specialty

« Cultivate an inclusive communi-
ty for hospitalists and support
career growth and well-being

« Advance the research and inno-
vation of healthcare delivery;,
quality, safety, and experience
across the care continuum

Here are some examples of
how hospitalists are “disrupting”
healthcare and making meaning-
ful changes:

1. Hospitalists are developing new
models of care. From unique
partnerships with payors to
‘street medicine on the floors,”
hospitalists at Boston Medical
Center and Allegheny Health
Network in Western Pennsylva-
nia are developing innovative

Dr. Kisuule

Dr. Kisuule is director of the divi-
sion of hospital medicine at Johns
Hopkins Bayview Medical Center
in Baltimore and president of SHM.

models for providing care to
complex patients with exten-
sive healthcare needs. They are
creatively working to provide
person-centered care to those
patients who are more medically
and socially complex than the
average population.

2. Hospitalists are “shaking things
up’ in Washington, D.C,, lifting
our voices and advocating for
our field and diverse constitu-
ents. For example, we can now
provide comprehensive care
to our patients suffering from
addiction because of the hard
work of members of our public
policy committee. Are you wor-
ried about school safety? Well,
Dr. Ilan Alhadeff, who received
SHM's Award of Excellence for
Humanitarian Services in 2023, is
honoring his daughter’'s memory,
advocating all the way to the
White House for laws that can
make our schools safer.

3. Hospitalists have made it their
life's work to address structural
racism and eliminate unnec-
essary barriers to access to
healthcare. A notable example
is Dr. Lilia Cervantes, who is
recognized for spearheading the
change in the Medicaid payment
rule so undocumented patients
with kidney failure can access
life-saving maintenance dialysis.
Dr. Cervantes was the recipient
of SHM's Award of Excellence for
Diversity, Equity, and Inclusion
in 2021. She says, “I have learned
that every problem can be an op-
portunity. The fight is not always
won by the loudest voice. It is
won by those who do not give
up.” The Society of Hospital Med-
icine is working with industry
partners to invest monetarily in
a diverse and equitable culture
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through pipeline development
through the Hospital Medicine
Diversity, Equity, and Inclusion
Scholarship Fund.

4. Hospitalists are at the forefront
of leveraging technology, such as
generative artificial intelligence
(Al), to improve the provision of
care. Generative Al is about two
important simultaneous break-
throughs: a human-language
interface and a reasoning engine
beyond a database that recogniz-
es complex patterns to produce
accurate insights and predic-
tions. If you love ChatGPT, you
will love what hospitalists like
Dr. Subha Airan-Javia are doing,
working to build the technolog-
ical infrastructure to facilitate
interactions between hospital
clinicians and their smart tech-
nology. Hospitalists were using
telemedicine before COVID-19
made it mainstream, and hos-
pitalists like Dr. Nilam Soni, are
leading the way in point-of-care
ultrasound training, equipping
us to weave this technology into
the fabric of our daily practice.

5.Hospitalists are leading the way
in promoting humanism and
“personomics” in medicine. Sir
William Osler said, “The good
physician treats the disease;
the great physician treats the
patient who has the disease.”
Personomics, a term coined by
Dr. Roy Zielgelstein at Johns
Hopkins in Baltimore, is defined
as the influence of the unique
circumstances of the person—
the “personome’—on disease
susceptibility, how that disease
will reveal itself phenotypically,
and the way that the person
with the disease will respond
to treatment.! We are practicing

By Jeremy Gentile, DO,
FACP, FHM
an with a history

/ \ n of dementia was

admitted for worsening confusion
over the last two days. Her initial
workup in the emergency depart-
ment is unremarkable including

a normal urinalysis, basic meta-
bolic panel, complete blood count,
and CT of the head. On day two,
she is increasingly combative

and requires restraints. After a
discussion with her family about
the risks and benefits, quetiapine
is added nightly. You order an
electrocardiogram to check the
patient’s QT interval, magnesium
level, and another basic metabolic
panel. On day three, she continues
to require intermittent restraints
along with the addition of haloper-
idol as needed.

84-year-old wom-

medicine in an era of precision
medicine where biologic vari-
ability is being used to identify
treatments that are uniquely
tailored to the individual. How-
ever, individuals are not only
distinguished by their biologic
variability, but they also differ
in terms of how disease affects
their lives. People have different
personalities, resilience, and
resources that influence how
they adapt to disease. Hospi-
talists like Dr. Janet Record, at
Johns Hopkins, are re-writing
the medical training curriculum
at her institution so that there is
an emphasis on teaching resi-
dents to know their patients as
individuals. Other hospitalists
like Dr. Kimberly Manning, at
Emory in Atlanta, are using the
power of storytelling and social
media to explore the human side
of medicine.

6.Hospitalists are “disruptive” lead-
ers. Tom Ziglar, in his book, “10
Leadership Virtues for Disrup-
tive Times,” writes, “Those who
embrace change are the ones
who will create the future, serve
their people, and solve problems
in the best ways.” Disruptive
leaders are those who see the
future, opportunities disguised
as problems, the potential in
every person, and are those with
the ability to understand who
we need to become to create
the future we want.? Disruptive
leadership is a team sport that
involves engaging all stakehold-
ers and recognizing the power of
diversity. Key virtues of disrup-
tive leadership are: willingness
to challenge the status quo;
thinking outside the box; having
a positive mindset; embracing

Dazed and

What level of billing does this
qualify for?

This would qualify for level 3
(99233). This patient’s ongoing en-
cephalopathy can be documented
as an acute threat to life due to her
inability to maintain her activities
of daily living and personal safety.
Alternatively, it could be docu-
mented as a severe exacerbation
of a chronic disease (dementia)
requiring ongoing inpatient care.
If her level of confusion is signifi-
cant enough to justify restraints,
then it should be documented that
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failure; and thinking and dream-
ing big. Dr. Nasim Afsar, past
SHM president, is an example

of disruptive leadership. She

is leading in new spaces, as
Cerner’s (in Kansas City) first
chief health officer, promoting
“techquity” (using technology
and data insights to deliver more
equitable patient care).

7. Hospitalists are reaching beyond
borders to ensure access to care
and are spreading the ethos of
hospital medicine. From Dr. Lisa
Kaufmann, practicing in the
Blue Ridge Mountains of North
Carolina, to Dr. Khaalisha Ajala,
traveling to Thailand to ensure
access to care, hospitalists are
practicing global health. Fur-
thermore, hospitalists are also
reaching across borders to share
best practices for inpatient
care with partners in countries
such as Spain, Japan, Argentina,
and Brazil. As we build bridg-
es through global health and
extend a hand to like-minded
international colleagues, we
expand our community and
strengthen the big tent. These
connections build our collective
cultural intelligence, bridging
different values, norms, and
preferences, allowing us to focus
on the commonality of our love
for hospital medicine and turn
our differences into complemen-
tary strengths.

On a more personal note, pos-
itive disruption has been a part
of my life even before my time as
a hospitalist. It has been 33 years
since I arrived in the U.S, along
tortuous journey that got me from
a small Eastern African country to
ariveting meeting (Converge) with
a few thousand of my favorite

Confused

she remains a threat to herself or
others. Restraints are treatments
with a high risk of morbidity due
to the risk of increased delirium,
self-injury, loss of patient autono-
my;, electrolyte disturbances, and
rhabdomyolysis, which is why they
are generally used as a last resort.
The use of chemical restraints, such
as quetiapine or haloperidol, would
also be considered a treatment re-
quiring monitoring for medication
toxicity, especially if paired with
other QT-prolonging medications.
These would usually necessitate
some short-term electrolyte and
electrocardiogram evaluation,
especially while the patient was in
restraints. Thus, this patient meets
two of the three categories for
high-level medical decision making.

Tip
A patient with encephalopathy re-
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people. Along the way I have en-
countered remarkable disruptors
who have helped me break down
barriers, opened doors, and got me
to today: my mother, the origi-

nal disruptor, who believed, way
before her time, that an African
woman, a black woman, a woman,
could be anything she dreamt of
being, and raised me to dream big;
incredible philanthropists who
made scholarships available to a
foreign student and made medical
school feasible; and my peer and
senior mentors as well as sponsors
who, as disruptive leaders, saw
my potential and believed in me
even before I believed in myself.

I channel this energy, and that of
our collective community, when I
consider what being a healthcare
disruptor means in 2024.

I am so honored to serve you all,
our discipline, and our society as
president this year. I look for-
ward to meeting many of you and
brainstorming with you on how to
push the boundaries in care deliv-
ery both within and beyond our
borders. Disruptive times require
disruptive forces. Hospitalists are
shaking things up and expanding
their scope of practice. Innova-
tion in hospital medicine, and the
expanded roles of hospitalists, are
increasing value in healthcare and
benefiting humans, especially the
acutely ill, across the globe.

Are you a healthcare disruptor?
|
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quiring the use of restraints (phys-
ical or chemical) will usually meet
the criteria for high-level medical
decision making. Follow-up visits
that continue to require restraints
or medication adjustments can
usually be billed as a level 3 (99223)
with supporting documentation
of the patient’s severity of illness
and need for medication toxicity
monitoring or the use of a high
morbidity treatment. M

Dr. Gentile is an internal medi-
cine hospitalist, section chief for
acute care medicine and associate
program director for internal med-
icine at Corewell Health Western
Michigan, and assistant professor,
department of medicine, Michigan
State University College of Human
Medicine in Grand Rapids, Mich.
Disclosure: Dr. Gentile is on Gile-
ad'’s speakers bureau and consults
on the hospital management of
COVID-19.



COMMENTARY

4 Things Hospitalists Can Do to Reduce Nursing Turnover

By Weijen Chang, MD, FAAP,
SFHM

ospitalists and hospital

administrators know

the greatest challenge to

providing safe, high-qual-
ity healthcare day in and day out
in the U.S. is adequate nurse staff.
Already a problem before the
pandemic, the nursing shortage
continues to worsen. By 2025, less
than a year from now, the U.S.
will have a shortage of 200,000 to
450,000 nurses available for direct
patient care, equivalent to a gap of
10% to 20%.! There is some dispute
about the existence of an overall
shortage of nurses, but what is
clear is that nurses are leaving
direct patient care, especially med-
ical-surgical nurses, in droves.??

As hospitalists, we might shrug
our shoulders and say, “What can
I do about this?” It's hard for an
individual hospitalist to impact
macro trends in the healthcare
workforce. However, even within
an individual unit or hospital,
some steps can be taken by any
hospitalist to reduce nursing
turnover and thereby improve
staffing.

1. Respect and protect staff on
your unit. This sounds basic, but if
you receive safety reports regu-
larly, you'll realize that patients,
visitors, and practitioners regu-
larly abuse and disrespect nurses
and other staff. While workplace
violence is a constant risk for
healthcare workers, it's critical to
avoid normalizing it and to take
a zero-tolerance policy towards
these behaviors.* But even before
the violence occurs, hospitalists
can engage in training, preven-
tion, and rapid-response plans.®
Hospitalists can also ensure that
their group espouses practices
that promote psychological safety,
which are available from both the
Institute for Healthcare Improve-
ment and the Agency for Health-
care Research and Quality.®”

2. De-escalate monitoring and
avoid ordering unnecessary
interventions. As hospitalists, we
often focus on the direct costs of
unnecessary interventions, but
the indirect cost of administering
unnecessary interventions, while
hard to directly measure, is often
even more significant.? And it
doesn't take rocket scientists to
figure out that unnecessary vital
signs and monitoring increase the
staffing needs for a unit.’?°

3. Improve clinician-nursing
teamwork and communication.
Working in a high-stress environ-
ment without the support of a
team is a recipe for burnout and

transferring to a different position.

Not only is patient care improved
when hospitalists and nurses
work together as a team, but it
also improves job satisfaction.**

Improving teamwork can be an
elusive goal, but there are concrete
steps that can be taken, such as
clinicians contributing to huddles,
bedside rounding, and positively
reinforcing “good catches” through
recognitions during huddles or

in a hospital-based recognition
System'IS,llo,lS

4. Listen to your nurses. As an
intern, I was told this was the first
rule of surviving the year, and
this continues to ring true to me
as a “seasoned” hospitalist. This
applies not only to specific patient
concerns but also to unit-level
concerns. As hospitalists, we often
give a collective eye roll when
being told about the importance
of discharge by noon (DBN). The
data, I'll admit, is quite mixed.*®
But while DBN may not actually
reduce length-of-stay as has been
sometimes touted, it reduces the
overlapping burden for nurses try-
ing to discharge and admit at peak
admission times.”” Minimizing this
chaotic overlap can reduce nursing
stress and burnout.

As we continue to emerge from
the pandemic, as hospitalists, we
can take small but clearly helpful
measures each day to improve the
culture of teamwork and safety
on our units that promote nursing
and other staff retention. And,
as we celebrate National Nurses
Week this month (May 6-12), let’s
continue to build on our successes
with our nursing colleagues to
make our units and hospitals not
only great places to heal but also
great places to work. M
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Apixaban reduces risk of stroke or systemic embolism in subclinical AF
High frequency of AF recurrence in hospitalized patients with new-onset AF
SGLT-2 inhibitors may decrease recurrent gout flares in patients with type 2 diabe-

Semaglutide in patients with HFpEF and obesity
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By James R. Watson, MD, FACP

Apixaban reduces risk of stroke or
systemic embolism in subclinical AF

CLINICAL QUESTION: Does oral anti-coagula-
tion reduce stroke or
systemic embolism risk in
subclinical atrial fibrillation
(AE)?

BACKGROUND: Studies
have shown an increased
risk of stroke and systemic
embolism in subclinical
AF (short, asymptomat-

ic episodes detected by
permanent pacemakers and implantable cardiac
defibrillators). While oral anti-coagulation has a
well-recognized role in the treatment of clinical
AF, itsrole in subclinical AF is uncertain.

Dr. Watson

STUDY DESIGN: Randomized controlled trial

SETTING: 247 clinical sites in 16 European and
North American countries

SYNOPSIS: The study included 4,012 patients
with subclinical AF (asymptomatic episodes
lasting six minutes to 24 hours detected by
permanent devices) with a mean age of 76.8 +7.6
years and mean CHA2DS2-VASc score of 3.9 +1.1.
Women represented 36.1% of participants. The
mean follow-up was 3.5 +1.8 years. Patients were
randomized in a double-blind, double-dummy
fashion to receive apixaban 5 mg twice daily (or
2.5 mg twice daily when indicated) or aspirin

81 mg daily. The study showed a reduced risk

of stroke or systemic embolism with apixaban
compared to aspirin in the intention-to-treat
population (0.78% versus 1.27% per patient-year;
hazard ratio [HR], 0.63; confidence interval [CI],
0.45 to 0.88; P=0.007). In the on-treatment pop-
ulation, apixaban was associated with a higher
risk of major bleeding compared to aspirin (1.71%
versus 0.94% per patient-year; HR, 1.80; CI, 1.26 to
2.57; P=0.001). Most bleeding episodes reportedly
responded quickly to supportive care. Providers
should consider apixaban in elderly patients

with subclinical AF weighing the reduced risk
of stroke or systemic embolism against the
increased risk of major bleeding.

BOTTOM LINE: Apixaban lowered the risk of
stroke or systemic embolism compared to as-
pirin in patients with subclinical AF, but it was
associated with a higher risk of major bleeding.

CITATION: Healey JS, Lopes RD, et al. Apixaban
for stroke prevention in subclinical atrial fibril-
lation. N Engl J Med. 2024;390(2):107-17.

High frequency of AF recurrence
in hospitalized patients with new-
onset AF

CLINICAL QUESTION: What is the frequency
of atrial fibrillation (AF) recurrence in patients
with new-onset AF, detected while hospitalized
for a noncardiac medical illness or surgery, that
returns to sinus rhythm prior to discharge?

BACKGROUND: AF is frequently detected

for the first time in patients hospitalized for
anoncardiac medical illness or surgery and
may be considered a provoked and transient
phenomenon (rather than a paroxysmal one) in
these instances. The frequency of AF recurrence
and appropriate medical management in this
population is unclear.

STUDY DESIGN: Matched cohort study

SETTING: Three academic hospitals in Hamilton,
Ontario, Canada

SYNOPSIS: The study screened for hospital-
ized patients with a first episode of AF detect-
ed during a hospitalization for a noncardiac
medical illness or surgery who returned to sinus
rhythm (either spontaneously or via cardio-
version) prior to discharge. Each patient was
matched with a control patient of the same
sex and within 10 years of their age on their
ward. The study results evaluated 278 patients
(139 matched pairs) with a mean age of 71 years
(standard deviation, 10) and a mean CHA2DS2-
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VASc score of 3.0 (standard deviation, 1.5). Wom-
en represented 41% of participants. Patients
were followed for one year with three telephone
assessments at one, six, and 12 months, and with
14-day continuous ECG patch monitoring at

the one- and six-month assessments. The risk

of AF was approximately seven times higher in
the new-onset AF group at 33.1% (95% CI, 25.3%
t0 40.9%) compared to 5.0% (CI, 1.4% to 8.7%) in
the control group. While a small observational
study, the results suggest that these patients
may warrant follow-up and monitoring after
discharge to detect paroxysmal AF and treat it
appropriately.

BOTTOM LINE: In this small observational
study of patients who had transient AF detected
for the first time during a hospitalization for a
noncardiac medical illness or surgery and left
the hospital in sinus rhythm, approximately
one in three developed recurrent AF within one
year.

CITATION: McIntyre WE, Vadakken ME, et al.
Atrial fibrillation recurrence in patients with
transient new-onset atrial fibrillation detected
during hospitalization for noncardiac surgery
or medical illness: a matched cohort study. Ann
Intern Med. 2023;176(10):1299-1307.
Dr. Watson is a hospitalist at Duke University
Hospital and a medical instructor in the
department of medicine at Duke University School
of Medicine in Durham, N.C.

By Talia Bernal, MD

SGLT-2 inhibitors may decrease
recurrent gout flares in patients
with type 2 diabetes

CLINICAL QUESTION: Do SGLT-2 inhibitors
decrease gout flares in
patients with type 2
diabetes and a known histo-
ry of gout?

BACKGROUND: Sodium-
glucose cotransporter-2
inhibitors (SGLT-2 inhibi-
tors) are known to decrease
serum urate levels and the
risk of incident gout. How-
ever, their role in secondary prevention of gout
flares is unknown.

Dr. Bernal

STUDY DESIGN: Propensity score-matched,
new-user cohort study

SETTING: British Columbia, Canada

SYNOPSIS: Using a group of population-based,
linked, administrative databases, the population
of British Columbia was studied. 15,067 patients
with gout and type 2 diabetes had first-time dis-
pensing of SGLT-2 inhibitors or dipeptidyl pep-
tidase 4 inhibitors (DPP-4 inhibitors) between
January 2014 and June 2022. After propensity
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matching, the study population included 8,150
patients. The primary outcome was gout flare
counts as defined by emergency department
(ED) visits, hospitalization, or outpatient visits
for gout with appropriate medication dispensed
within one week. SGLT-2 inhibitor use was
associated with a 34% lower rate of recurrent
gout compared with initiation of DPP-4 inhib-
itors. The rate of flares requiring an ED visit or
hospitalization decreased by 48%. While SGLT-2
inhibitors were associated with higher rates of
urinary tract infections, patients using SGLT-2
inhibitors also had a significantly lower rate of
myocardial infarction. This was an observation-
al study, which has an inherent potential for
having an unmeasured confounder. As it was a
population-based study, it is likely generalizable.

BOTTOM LINE: In patients with gout and type
2 diabetes, SGLT-2 inhibitors may decrease gout
flares and offer cardioprotective effects com-
pared to DPP-4 inhibitors.

CITATION: McCormick N, Yokose C, et al.
Comparative effectiveness of sodium-glucose
cotransporter-2 inhibitors for recurrent gout
flares and gout-primary emergency department
visits and hospitalizations: a general population
cohort study. Ann Intern Med. 2023;176(8):1067-80.

Dr. Bernal is a hospitalist at Duke University
Hospital and a medical instructor in the
department of medicine at Duke University School
of Medicine in Durham, N.C.

By Diego Cepeda Mora, MD

Semaglutide in patients with HFpEF
and obesity

CLINICAL QUESTION: Is semaglutide an
effective heart failure
treatment in patients with
heart failure with pre-
served ejection fraction
(HFpEF) and obesity?

BACKGROUND: HFpEF
is becoming more preva-
lent and commonly found
in patients with obesity
(BMI 230 kg/m?). Evidence
suggests that obesity and adipose tissue may be
a contributor to the development and progres-
sion of HFpEE. GLP-1receptor agonists (GLP1RA)
are effective weight loss medications, though

it is unknown what clinical impact including
symptom improvement they have on patients
with HEpEEF.

Dr. Cepeda Mora

STUDY DESIGN: Randomized, double-blind,
placebo-controlled trial

SETTING: 96 sites in 13 countries in Asia, Europe,
and North and South America

SYNOPSIS: This study enrolled adult patients
with obesity (BMI 230 kg/m?), HEpEF (left ven-
tricular ejection fraction 245%; and New York
Heart Association functional class II, III, or IV),
a Kansas City Cardiomyopathy Questionnaire
clinical summary score (KCCQ-CSS) of less than
90 points, a six-minute walk distance of at least
100 m; and clinical or laboratory evidence of vol-
ume-overloaded HE. About 500 participants, me-
dian age of 69, were randomized to receive sema-
glutide 2.4 mg subcutaneously weekly, versus
placebo for 52 weeks. In patients randomized to
receive semaglutide, there was an improvement
in self-reported HF symptoms, with a mean
change in KCCQ-CSS of 16.6 (versus 8.7 points in
placebo) (95% CI, 4.8 to 10.9, P <0.001). There was
also a significant difference in mean percent
reduction in body weight with semaglutide
(-13.3%) versus placebo (-2.6%) (95% CI, -11.9 to

By Tara Spector, MD

This multicenter prospective cohort study
found that, among elderly patients, spend-

ing the night in the emergency department
awaiting an inpatient bed leads to higher rates
of mortality, more complications, and longer
length of stay.

A cohort study analyzing more than 40,000
emergency department visits by Medicare
patients found that geriatric patients are more
likely to be admitted to the hospital if they
have dementia, reduced ability to complete
activities of daily living, or low levels of social
support, regardless of their co-morbidities or
medical indication for admission.

CITATION: Smulowitz PB, Weinreb G, et al. As-

Overnight ED stay leads to worse outcomes

Cognition, functional status, and social support impact admission rate

CITATION: Roussel M, Teissandier D, Yordan-
ov Y, et al. Overnight stay in the emergency
department and mortality in older patients.
JAMA Intern Med. 2023;183(12):1378-85.

sociation of functional status, cognition, social
support, and geriatric syndrome with admis-
sion from the emergency department. JAMA
Intern Med. 2023;183(8):784-92.

Dr. Spector is the associate medical director of
clinical operations for Duke University Hospital
Medlicine and an assistant professor in the
department of medicine at Duke University
School of Medicine in Durham, N.C.

-9.4; P <0.001). Semaglutide participants also sig-
nificantly improved in six-minute walk distance,
21.5 m versus 1.2 m (95% CI, 8.6 to 32.1, P <0.001).
Limitations include that most participants were
white, the study did not compare semaglutide
with other interventions for weight loss, did

not assess patients with diabetes or HFrEF, and
long-term effects have not been studied.

BOTTOM LINE: Semaglutide therapy not

only results in significant weight loss but also
improves patient-related outcomes in heart fail-
ure-related symptoms and physical limitations
in patients with HFpEF and obesity.

CITATION: Kosiborod MN, Abildstrgm SZ, et al.

Semaglutide in patients with heart failure with
preserved ejection fraction and obesity. N Engl J

Med. 2023;389(12):1069-84.

Dr. Cepeda Mora is a hospitalist at Duke
University Hospital and a medical instructor in the
department of medicine at Duke University School
of Medicine in Durham, N.C.

By Mark W. Chandler, MD

Frailty assessment and
perioperative adverse
cardiovascular events after
noncardiac surgery

CLINICAL QUESTION: Can a frailty assessment
tool be used to identify
patients at higher risk for
major adverse cardiac
events (MACE) prior to
noncardiac surgery?

BACKGROUND: Studies
have outlined the risk of
increasing frailty on overall
health outcomes and hospi-
talizations and as a possible
risk factor for complications after noncardiac
surgery. The association between frailty scores
and perioperative MACE is limited.

Dr. Chandler

STUDY DESIGN: Retrospective cohort study

SETTING: Administrative data of patients aged
245 hospitalized for noncardiac surgeries be-
tween 2004 and 2014 in the U.S.

SYNOPSIS: Using the National Inpatient Sample
database, 55,349,978 hospitalizations for noncardi-
ac surgeries were identified. Patients were strat-
ified into frailty categories using the validated
Hospital Frailty Risk Score (HFRS). Perioperative
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MACE occurred in 2.5% of all hospitalizations.
However, in those with high and medium HERS
scores, there was a significantly higher risk of
MACE (9.1% and 6.9%, respectively) compared to
the low frailty cohort (1.3%, P <0.001). High HFRS
also carried a significantly increased risk for
discharge to skilled nursing facilities compared
to medium or low frailty scores (63.5%, 44.5%, and
17.6%, P <0.001). This retrospective review had
multiple limitations including lack of comparison
to validated cardiac risk calculators; however, the
study results mirror prior research that patients
with lower metabolic equivalents and more
comorbid conditions are at higher risk for MACE
following noncardiac surgery.

BOTTOM LINE: The HFRS could be used with
other cardiac risk calculators to help stratify pa-
tients at higher risk for MACE, inform risk and
benefit conversations around surgery, and help
plan the expected discharge destination.

CITATION: Siddiqui E, Banco D, et al. Frailty
assessment and perioperative major adverse
cardiovascular events after noncardiac surgery.
Am J Med. 2023;136(4):372-9.

Dr. Chandler is a med-peds hospitalist at Duke
University Hospital and assistant professor in the
departments of medicine and pediatrics at Duke

University School of Medicine in Durham, N.C.

By Colby Feeney, MD, FHM

Black patients more likely to
experience security emergency
responses

CLINICAL QUESTION: Do race and ethnicity
predict the use of security
emergency responses (SER)
in a non-psychiatric
inpatient setting?

BACKGROUND: Studies
have demonstrated in-
creased restraint use in
certain racial groups in the
emergency department
(ED) and inpatient psychi-
atry settings. While there is also literature to
suggest increased use of security for nonwhite
patients, there is little known about the asso-
ciation between race and ethnicity identifica-
tion and the use of SERs and restraints in the
non-psychiatric inpatient setting.

Dr. Feeney

STUDY DESIGN: Retrospective cohort study



SETTING: Single tertiary academic
hospital in the Northeastern U.S.

SYNOPSIS: Analyzing non-psy-
chiatric hospitalization data from
24,212 patients, researchers found
that patients self-identifying as
Black had increased odds of hav-
ing an SER compared to white pa-
tients (2.8% versus 1.6%, odds ratio
[OR],1.82[CI, 1.39 to 2.39], P < 0.01).
The effect was diminished but still
present even after controlling for
previously described predictors
of SERs (adjusted OR, 1.36 [CI, 1.02
to 1.81], P = 0.037). Hispanic pa-
tients did not have a significant
difference in odds of having a SER
compared to non-Hispanic pa-
tients, and there was not a signifi-
cant difference between groups for
the incidence of using restraints
during the SERs. Important
limitations of the study are its
generalizability as it included data
from only a single center and the
patient population was predom-
inantly white and non-Hispanic.
The researchers speculate that the
study was not powered to detect a
difference in the use of restraints
given the low frequency of SERs.
Although the methods of this
study do not reveal the cause, the
study team predicts that implicit
bias and racism may contribute to
the differential use of SERs.

BOTTOM LINE: Black patients
had higher odds of SERs during
non-psychiatric inpatient hos-
pitalization compared to white
patients, and Hispanic ethnicity
was not associated with increased
odds of SERs.

CITATION: Valtis YK, Stevenson
KE, et al. Race and ethnicity and
the utilization of security re-
sponses in a hospital setting. J Gen
Intern Med. 2023;38(1):30-5.

Dr. Feeney is a med-peds hospitalist
and the program director of the
combined internal mediicine-
pediatrics residency program

at Duke University Hospital

and assistant professor in the
departments of medicine and
pediatrics at Duke University School
of Medicine in Durham, N.C.

By Jesse Rhodes, MD, FAAP

Piperacillin-tazobactam
does not increase the
risk of AKI compared to
cefepime

CLINICAL QUESTION: Do pipera-
cillin-tazobac-
tam and
cefepime have
similar risks
of acute
kidney injury
(AKI)?

BACK-
GROUND:
Observational
studies have shown an association
between piperacillin-tazobactam
and AKI, especially when co-ad-

Dr. Rhodes

ministered with vancomycin. Thus,
cefepime has been widely thought
to have a lower nephrotoxicity risk
compared to piperacillin-tazobact-
am. However, no randomized con-
trolled trials have been performed
to compare the two drugs.

STUDY DESIGN: Randomized
clinical trial

SETTING: Single academic medical
center in the Southeastern U.S.

SYNOPSIS: This study randomized
2,511 patients who were ordered

an antipseudomonal antibiotic in
the emergency department (ED) or
intensive care unit (ICU) to receive
cefepime or piperacillin-tazobactam.
The primary outcome was stage 3
AKI (using the Kidney Disease: Im-
proving Global Outcomes [KDIGO]
definition) or death by day 14, and
there was no significant difference
in this outcome between the two
groups (OR, 0.95,95% CI, 0.8 to 1.13).
Coadministration rates of vanco-
mycin were practically equivalent
between both groups. The study also
prespecified a secondary outcome of
neurological dysfunction; patients
receiving cefepime had fewer
delirium- and coma-free days than
the piperacillin-tazobactam group
(OR, 0.79, 95% CI, 0.65 to 0.95). This
study does have several significant
limitations as it was only performed
at a single institution. Also, neither
patients nor clinicians were blinded
to group assignment. However, this
study does show that the wide-
spread belief of the nephrotoxicity
of piperacillin-tazobactam may not
be true. It may, in some situations,
be more favorable due to a lower
risk of neurotoxicity compared with
cefepime.

BOTTOM LINE: Piperacillin-ta-
zobactam and cefepime have
similar risks of AKI even when
co-administered with vancomycin.
Cefepime has a slightly higher risk
of neurotoxicity.

CITATION: Qian ET, Casey JD, et
al. Cefepime vs piperacillin-ta-
zobactam in adults hospitalized
with acute infection: the ACORN
randomized clinical trial. JAMA.
2023;330(16):1557-67.
Dr Rhodes is a med-peds hospitalist
at Duke University Hospital and
an assistant professor in the
department of medicine at Duke
University School of Medicine in
Durham, N.C.

By Suchita Shah Sata, MD,
FACP, SFHM

Back off the baclofen:
increased risk of
encephalopathy

CLINICAL QUESTION: Compared
to other muscle relaxants, does ba-
clofen increase the risk of enceph-
alopathy?

BACKGROUND: Baclofen is a
GABAergic muscle relaxant that is
useful for patients with neuro-
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muscular disorders including
spasticity. It is also prescribed for
low back pain,
similar to
cyclobenzap-
rine and tizan-
idine. It is
known that,
as baclofen is
primarily
renally
excreted, it Dr. Sata

should not be used in patients
with chronic kidney disease (CKD)
due to the risk of encephalopathy.
However, it is not known if this
risk is shared by all these medica-
tions or in patients without CKD.

STUDY DESIGN: Retrospective
cohort study

SETTING: Tertiary health system
administrative data over 13 years

SYNOPSIS: Over the study period
there were two active-comparator
cohorts created of adult patients:
Cohort 1,16,192 new baclofen users
versus 9,782 new tizanidine users,
and Cohort 2, 9,330 new baclofen
users versus 50,076 new cycloben-
zaprine users. To address potential
confounding, the authors applied
a logistic regression model using
demographics, comorbidities, and
medication interactions to achieve
inverse probability treatment
weighting (IPTW). The 30-day risk
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of encephalopathy was higher in
patients treated with baclofen
compared with tizanidine (IPTW
incidence rate per 1,000 per-
son-years, 64.7 versus 28.3, sub-
distribution HR, 2.29; 95% CI, 1.43
to 3.67) and compared with those
treated with cyclobenzaprine
(52.6 versus 22.3, subdistribution
HR, 2.35; 95% CI, 1.59 to 3.48). The
increased risk of encephalopathy
with the new use of baclofen over
cyclobenzaprine and tizanidine
persisted over the first year of
treatment. A limitation of the
study was the reliance on coding
data to quantify rates of enceph-
alopathy and the use of prescrip-
tion fill data as a surrogate for
medication use and adherence.

BOTTOM LINE: Baclofen initiation
is associated with a higher risk

of encephalopathy compared to
other common muscle relaxants,
and caution should be used when
selecting this medication over tiza-
nidine or cyclobenzaprine.

CITATION: Hwang YJ, Chang AR, et
al. Baclofen and the risk of enceph-
alopathy: a real-world, active-com-
parator cohort study. Mayo Clin
Proc. 2023;98(5):676-688.
Dr. Sata is a hospitalist at Duke
University Hospital and an associate
professor of medicine at Duke

University School of Medicine in
Durham, N.C. &
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Is 7 Really the Magic Number for RBC Transfusion?

Clinical update

By Dennis Chang, MD, FHM,
Carol Faulk, MD, Kieran
Patel, MD, and Anthony Dao,
MD

ver the past decade,

there has been wide-

spread adoption of

restrictive red blood cell
(RBC) transfusion guidelines.? As
aresult, RBC transfusions have
significantly decreased per hospi-
talization.? In Table 1, we summa-
rize the RBC transfusion thresh-
olds supported by current clinical
evidence and the most recent
Association for the Advancement
of Blood and Biotherapies (AABB)
guidelines, published in 2023.
However, there are important
nuances to the evidence support-
ing these guidelines, especially as
it relates to RBC transfusions in
the setting of acute myocardial
infarction.

Due to these nuances, adherence
to guidelines should not replace
our clinical judgment. Take the fol-
lowing case: A 72-year-old with hy-
pertension, diabetes mellitus type
2, and chronic obstructive pulmo-
nary disease (COPD) presents with
an acute on chronic diabetic foot
ulcer that began draining three
days ago, requiring initiation of an-
tibiotics. On day one of admission,
hemoglobin is found to be 7.2 g/dL
which is near the patient’s base-
line. A workup reveals this is likely
anemia of chronic disease. On day
two of admission, morning labs
reveal a hemoglobin of 6.8 g/dL,
and the overnight team transfuses
one unit of packed red blood cells,
resulting in a repeat hemoglobin
of 7.7 g/dL.

At first glance, this is a routine
transfusion that follows guide-
lines, but we must answer the
following clinical question: Did
this RBC transfusion benefit the
patient? We would argue that it
did not.

In examining the RBC transfu-
sion trials summarized in Table
1,it is important not to equate
non-inferiority with benefit. The
Table 1 RBC transfusion trials all
showed a significant decrease in
total RBC transfusions. All but one
showed non-inferiority in clinical
outcomes between a restrictive
transfusion strategy (transfusing
only for hemoglobin <7 to 8 g/dL)
versus a liberal transfusion strat-
egy (transfusing for hemoglobin
<10 g/dL). The only high-quality
study showing clinical outcome
benefit was in patients presenting
with acute upper gastrointestinal
bleeding.?

Further, it has not been stud-
ied in rigorous clinical trials, but
it is possible that patients could
tolerate a lower RBC transfusion

threshold. Consider a study done
in young healthy patients, where
they removed blood in aliquots of
500 to 900 mL and measured indi-
cators of oxygen delivery (arterial
and mixed venous oxygen content,
oxyhemoglobin saturation, or arte-
rial blood lactate) before and after
each blood aliquot removal.® At a
hemoglobin concentration of 5 g/
dL, there were no significant differ-
ences in any of the oxygen delivery
indicators and only two patients
had significant ST changes on

the Holter monitor; both resolved
spontaneously.

Coming back to the case above, a
transfusion was given reflexively
in response to a hemoglobin less
than 7 g/dL. Instead of using a
hemoglobin of 7 g/dL as a strict
rule to transfuse, the Association
for the Advancement of Blood &
Biotherapies (AABB) guidelines
and experts emphasize the use of
clinical judgment with the follow-
ing factors to be considered prior
to transfusion: patient symptoms,
clinical status, comorbidities, and
individual wishes of the patient.
This was not done in the case
above and there is no evidence
that the benefit of one RBC unit
outweighed the risks of transfu-
sion for this patient.

A common diagnosis that
deserves particular emphasis
when discussing RBC transfusion
thresholds is acute myocardial
infarction (AMI).

The largest trial included in
the AABB guidelines was the
REALITY trial.* In this trial, 668
patients with AMI with or without
ST-segment elevations and with a
hemoglobin between 7 and 10 g/dL
were randomized to a restrictive
transfusion strategy (transfusion
for hemoglobin concentration <8
g/dL) or a liberal transfusion strat-
egy (transfusion for hemoglobin
concentration <10 g/dL). The pri-
mary 30-day outcome was a com-
posite of all-cause death, stroke,
recurrent myocardial infarction, or
emergency revascularization, and
it occurred in 11% of the restrictive
group and 14% in the liberal group.
The difference was not significant.
This was true for all subgroups and
secondary outcomes. However, in
a one-year follow-up study, there
were significantly more major
adverse cardiovascular events

Table 2 MINT trial outcomes

Dr. Chang Dr. Faulk

Dr. Patel

Dr. Dao

Dr. Chang is an associate professor in the division of hospital medicine,
the interprofessional education MD thread director, and co-director of the
inpatient clinical immersion at Washington University School of Medicine
in St. Louis, Mo. Dr. Faulk is an assistant professor of medicine in the divi-
sion of hospital medicine, the director of resident well-being for the internal
medicine residency program, and co-director of the internal medicine-ad-
vanced clinical rotation for medical students at Washington University
School of Medicine in St. Louis, Mo. Dr. Patel is an instructor in medicine in
the division of hospital medicine and co-director of resident education on
hospitalist rotations at Washington University School of Medicine in St.
Louis, Mo. Dr. Dao is an assistant professor of medicine, a hospitalist, an
associate program director for the internal medicine residency program,
and the director of OUTmed, an LGBTQIA+ group dedicated to advancing
inclusion and education at Washington University School of Medicine in St.
Louis, Mo., and he serves on SHM's Diversity, Equity, and Inclusion commit-

tee.

Table 1 Summary of transfusion trials

HEMOGLOBIN THRESHOLD

ICU (hemodynamically stable)
Orthopedic Surgery
Cardiac Surgery
Gl Bleeding
History of Coronary Artery Disease

Acute M|

after five months (hazard ratio, 1.71
[95% confidence interval (CI), 1.00
to 2.94]) in the restrictive group
versus the liberal group.? Because
of this trial and other trials show-
ing mixed results, the 2023 AABB
guidelines did not make any rec-
ommendations for patients with
AMI but did mention that a larger
randomized trial, called MINT, was
nearing completion.

The MINT trial was subsequent-
ly published in the December 2023
issue of the New England Journal
of Medicine.® This was a well-done,
rigorous trial that included 3,504
patients with AMI with or with-
out ST-segment elevations and a
with hemoglobin less than 10 g/
dL. Patients were randomized to
arestrictive transfusion strate-

7 g/dL*
8 g/dL®
7.5 g/dLe”
7 g/dL®
7 g/dL*®

10 g/dL®

gy (transfusion for hemoglobin
concentration <8 g/dL) or a liberal
transfusion strategy (transfusion
for hemoglobin concentration <10
g/dL).

Patients were ineligible if they
had uncontrolled bleeding, were
receiving palliative treatment,
were scheduled for cardiac surgery,
or declined blood transfusion. The
primary outcome was a composite
of 30-day myocardial infarction
or death, and occurred in 16.9% of
patients in the restrictive-strategy
group and 14.5% of patients in the
liberal-strategy group, risk ratio of
1.15 (95% CI, 0.99-1.34; P=0.07). The
secondary outcome results are
shown in Table 2. For all secondary
outcomes, there were no signifi-
cant differences but there was a

RESTRICTIVE LIBERAL RISK RATIO
30 -DAY OUTCOME GROUP GROUP (95% Cl)

Death

Ml

Death, MI, coronary revascularization, readmission

Cardiac Death
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9.9%
8.5%
19.6%

5.5%
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8.3% 1.19 (0.96-1.47)
7.2% 1.19 (0.94-1.49)
17.4% 1.13(0.98-1.29)
3.2% 1.74 (1.26-2.40)



trend in all outcomes towards pos-
sible harm in the restrictive strate-
gy group. Moreover, cardiac death
was significantly more common in
the restrictive strategy group ver-
sus the liberal strategy group (5.5%
versus 3.2%; risk ratio 1.74 [95% CI,
1.26 to 2.40]). Given the MINT trial
results, the long-term outcomes

in the REALITY trial, and the
exclusion of patients with AMI in
previous RBC transfusion studies,
an editorial in the New England
Journal of Medicine written by a
member of the U.S. Food and Drug
Administration’s blood products
advisory committee recommended
a liberal RBC transfusion strategy
for patients with AMIL.3

Bottom line—RBC transfusion
remains a powerful tool in helping
our patients. Targeting a lower
hemoglobin transfusion threshold

By Vanessa Caceres

ith skilled nursing
facing thin margins
and high costs, many
hospitalists are also
struggling to transfer patients
for the care they need from these
types of facilities.

This becomes a big challenge
when 20% to 30% of patients are
transferred from hospitals into
skilled nursing.

At Jackson Hospital in Mont-
gomery, Ala.,
hospitalist
Sandeep Virk, P
MD, program ' ﬂ ,
director of a ,
Jackson ] %
Hospitalist '
Group, says
that about ;
30% of Dr. Virk
patients are transferred into
skilled nursing. His hospital sees a
large number of diabetes, kidney
disease, and hypertension patients
who require a transition to nurs-
ing homes, rehabilitation, and
long-term care facilities.

Jorge Santibanez, MD, MBA,
CPE, SFHM, a
hospitalist
with Utah
Regional
Hospitalists in
Salt Lake City
and president
and CEO of
PAC-Partners,
a multistate
post-acute care practice, says that
an average of 20% of patients
require some form of transitional
care, including skilled nursing,

(.

Dr. Santibanez

of 7 g/dL in most patients is sup-
ported by the evidence and is an
important improvement in reduc-
ing unnecessary transfusions and
conserving a valuable resource.
However, this transfusion thresh-
old should not replace our clinical
judgment and we must continue
to rely on the clinical context, risks
and benefits, and patient prefer-
ence when deciding to transfuse
patients. Lastly, in patients with
acute myocardial infarction, we
would support the use of a liberal
transfusion strategy targeting a
hemoglobin concentration of 10 g/
dL.m
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Tricky Transitions

Challenges for skilled nursing facilities create backlogs and questions for many patients managed by hospitalists

rehabilitation, and long-term care.
“The current inpatient demograph-
ic represents an older population
with more comorbidities that
come with increased life expectan-
cy and higher needs after dis-
charge,” he said.

Nationally, approximately 20%
of Medicare
beneficiaries
get discharged
from hospital
caretoa
skilled
nursing
facility, says
Robert Burke, ]
MD, associate Dr. Burke
professor of medicine with the
University of Pennsylvania
Perelman School of Medicine and a
senior fellow with the Leonard
Davis Institute of Health Econom-
ics at the University of Pennsylva-
nia, both in Philadelphia. Dr. Burke
does research related to skilled
nursing care.

Struggles within transitional
care

Despite an obvious need for transi-
tional care for a portion of patients
leaving hospitals, skilled nursing
facilities are struggling to keep up
for a few reasons:

« It's hard to stay financially
afloat. “Many skilled nursing
facilities operate on thin mar-
gins, heavily reliant on Medicare
reimbursements, which often do
not cover the full cost of care,”
Dr. Santibanez said. When the
reimbursements don't keep up
with rising costs, facilities have
trouble remaining financially
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viable. Added costs associated
with labor since the COVID-19
pandemic
also play a
large role in
these cost
challenges,
says Mark E.
Reagan, an
attorney
and manag-
ing partner
with the San Francisco and
Boston offices of Hooper Lundy
Bookman. Mr. Reagan is also
chair of the firm's post-acute and
long-term care practice.

« At the same time, skilled
nursing facilities may have to
meet numerical staffing require-
ments to adhere to certain state
requirements. These numbers
may change from time to time.
“Skilled nursing facilities need
more caregivers to serve pa-
tients and meet staffing require-
ments, and those caregivers
need to be paid more than they
have ever been,” Mr. Reagan
said.

« Because of financial and staffing
challenges, some areas of the
country are seeing a larger num-
ber of skilled nursing facilities
closing. This is something that
Mr. Reagan observes is more
common in rural areas as well
as in states with low reimburse-
ment and high cost of living.
Both financial and regulatory
constraints are forcing smaller
facilities to go out of business
or to consolidate with larger
organizations that can leverage
economies of scale, Dr. Santi-
banez says.

Mr. Reagan
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Dr. Virk points to what is hap-
pening in his own state. “Health-
care costs have skyrocketed since
COVID-19, with increased labor
and nursing costs. Regulations
have gone stricter with so many
checkboxes, so you need more
money and resources to do the
same work. Insurance companies
are delaying or denying claims
on a higher percentage of these
patients,” he said.

Dr. Burke says that national
statistics may not show that more
transitional facilities are actually
closing, as for many a new owner
will take over. Yet he does agree
that the skilled nursing facility
workforce has been hit hard by the
COVID-19 pandemic and that these
facilities are having an identity
crisis as they get sicker patients
from hospitals.

“All facilities in the post-
COVID-19 world are grappling
with how to deal with this new
reality. The conflict between the
payment—Medicare versus Medic-
aid—and the types of care pro-
vided—short-term rehab versus
long-term care—are different but
are co-located in the same facility”
Dr. Burke said.

Variable lengths of stay for epi-
sodes of care, placed on residents
by payors outside of Medicare Part
A, can also make it difficult for
transitional care facilities to oper-
ate efficiently, Mr. Reagan says.

Hospitalists have a critical role
in helping bridge these challenges
for patients. They work closely
with case managers, social work-
ers, and patients’ families to coor-
dinate care, Dr. Santibanez says.
This includes ensuring that the
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transfer of care is consistent with
treatment plans.

“If the transitions are done well,
[hospitalists] help with reducing
risks of rehospitalization and in-
creasing patient satisfaction,” Mr.
Reagan said.

How hospitals are coping with
changes in transitional care

Hospitals and the hospitalists
that work for them have had to
shift strategies to cope with fewer
skilled nursing beds.

At Jackson Hospital, patients
who need skilled nursing some-
times will stay at the hospital
longer as they wait for an available
bed. A long-term hospital that was
in the area closed a few years ago.
“It’s been difficult to get patients to
that level of care since its closed...
every hospital is fighting for the
same beds,” Dr. Virk said.

Dr. Burke and co-researchers
have begun to publish a series of
articles focused on what appear to
be longer lengths of stay for older
patients in hospitals.! He adds that
the same issue happened in Japan,
leading to overcrowding, until it
reformed its long-term care system
in 2000.

The Hospital of the University of
Pennsylvania is also seeing more

patients with long lengths of stay.
To help cope with transitional care
changes, there is now a transition-
al care unit within the hospital
where these patients are clustered,
Dr. Burke says. This allows some
specialized resources that can get
patients the care they need. “We
are also piloting a skilled-nurs-
ing-facility-at-home program, like
a hospital at home, but this isin
the very early stages,” he said.

The use of hospital-based tran-
sitional care units faces the same
challenges as traditional care facil-
ities, Dr. Santibanez says. Because
of this, he says it's hard to predict
if they represent a long-term sus-
tainable solution.

There is also more activity with

hospitals entering “bed reservation

agreements” with trusted skilled
nursing partners, to get access
when needed, Mr. Reagan says.

Tips for better transitional
care, even when it's a struggle

There may not be an easy way
around a smaller number of beds
available within transitional care.
However, there are still some
things that hospitalists can do to
help patients get the care they
need.

1. Get to know the clinical teams

at your local skilled nursing
facilities. Build up this relation-
ship so you can fill them in on
your patients and their needs. ‘A
chart or cover sheet can't possi-
bly come close to doing so,” Mr.
Reagan said. This could include
gaining a better understanding
of skilled nursing’s clinical roles
in assisting with transitions as
well as helping them understand
what hospitals and hospitalists
do, according to Dr. Burke's re-
search.? Dr. Burke gave a presen-
tation, “Post-Acute Care: What to
Know and How Hospitalists Can
Improve Care,” at SHM Converge
2024 in April.

2. Have a hospital transitional
team. At Jackson Hospital, a dai-
ly meeting among hospitalists,
case managers, a transitional
nurse, and a care coordinator
gives them time to go through
a transitional plan for each
patient. “This has improved the
process of care and identified
any roadblocks ahead,” Dr. Virk
said. Solid processes to improve
handoffs along with a detailed
treatment plan can help a lot, Dr.
Santibanez adds.

3. Communicate regularly with pa-
tients’' family members so they
know of any anticipated longer
stays or roadblocks.

4. Emphasize medication rec-

onciliation, the scheduling of
follow-up appointments, and
patient education prior to
discharge. “These play a critical
role during care transitions and
creating a feedback mechanism
to identify potential errors and
close the gap at each level of care
until the patient gets back to the
community,” Dr. Santibanez said.

More patients remaining within
the hospital for a longer time may
be the reality for now.

“I think many hospitalists, if
they are not already forced to
face it, will increasingly be forced
to face increased census on their
patient teams as we face the lim-
itations of our community-based
and institutional, long-term, care
options,” Dr. Burke said. “Making
these more readily available and
easier to pay for holds the most
promise for solving this problem
long term.” W

Vanessa Caceres is a medical
writer in Bradenton, Fla.
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2024 Masters in
Hospital Medicine

he Society of Hospital Medicine in-

ducted three new Masters in Hospital

Medicine (MHM) at SHM Converge 2024

in San Diego. This is considered the
Society’s highest professional honor. The three
inductees are Leonard S. Feldman, MD, FAAP,
FACP, MHM, Tara Lagu, MD, MPH, MHM, and
Jerome C. Siy, MD, MHA, MHM.

The MHM designation was first introduced
in 2010 by SHM to recognize hospitalists who
have made significant contributions to hospital
medicine and healthcare as a whole. Nomi-
nees for the honor are SHM members, and the
SHM Board of Directors carefully reviews the
qualifications of each potential inductee before
selecting the final members of each year’s
MHM class.

Leonard S.
Feldman, MD,
FAAP, FACP, MHM

Dr. Feldman has been
elected a Master in Hospital
Medicine in honor of his
remarkable educational
leadership, impressive academic portfolio, and
dedication to our specialty and society.

Following medicine-pediatrics training at
the University of North Carolina in Chapel
Hill, N.C,, and a year as internal medicine chief
resident as a PGY5, he joined the team at Johns
Hopkins in Baltimore in 2004, where Dr. Daniel
Brotman mentored him. He advanced to associ-
ate professor of medicine and pediatrics while
continuing as a practicing internal medicine
and pediatric hospitalist. Dr. Feldman also
serves as the program director for the med-
peds training program and the Urban Health
Internal Medicine Primary Care Track.

Dr. Feldman has been a leader in high-value
care. In 2015, he partnered with his mentee, Dr.
Amit Pahwa, to start the Department of Medi-
cine High-Value Care Committee, the success of
which led to an expansion of the entire Johns
Hopkins health system and the creation of the
High-Value Practice Alliance.

Additionally, Dr. Feldman has led in building
successful, externally funded clinical training
programs at Johns Hopkins that target the un-
derserved, while serving as PI on the associated
training program grants. Grants have totaled
more than $10 million.

Dr. Feldman has been instrumental in sup-
porting SHM's mission through many volun-
teer leadership positions, including as presi-
dent of SHM's Maryland chapter, co-creator of
the Med-Peds special interest group, a longtime
member of SHM's Education Committee, and
an extraordinary contributor to SHM's annual
conference as an Annual Conference Commit-
tee member, co-chair, and course director in
2017. He has been a regular presenter, including
directing the perioperative advanced learning
course.

Dr. Feldman

Dr. Feldman created a web-based education-

al platform in consultative and perioperative
medicine that is now known as “Consultative
and Perioperative Essentials for Hospitalists,”
SHM's flagship perioperative medicine curricu-
lum on the SHM Learning Portal. He continues
to co-edit the curriculum with Dr. Kurt Pfeifer.

Dr. Feldman founded the Things We Do For
No Reason Converge presentations and the
popular Journal of Hospital Medicine series by
the same name. He continues as a deputy edi-
tor for the column along with Drs. Tony Breu
and Elise Lu. He has also received SHM's Excel-
lence in Education and Teamwork in Quality
Improvement Awards.

The innovations he has created and part-
nered with others to develop, within SHM and
the field of hospital medicine, will have lasting
impacts.

Tara Lagu, MD,

MPH, MHM = =Y

] ..,f‘_-:}u.
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Dr. Lagu

Dr. Lagu has been elected a
Master in Hospital Medi-
cine in recognition of her
leadership, service, and
innovations to advance the
field of hospital medicine.

Dr. Lagu earned her medical degree and
master’s in public health from Yale University
School of Medicine in New Haven, Conn., in
2002 and completed residency training in gen-
eral internal medicine at Warren Alpert Brown
Medical School in Providence, R.I. Following
residency, she completed the Robert Wood
Johnson Clinical Scholars Program at the
University of Pennsylvania in Philadelphia and
became an academic hospitalist and researcher
at Baystate Medical Center in Springfield, Mass.

Dr. Lagu is now a full professor in the depart-
ment of medicine at Northwestern University
Feinberg School of Medicine in Chicago, where
she serves as director of the Northwestern
University Center for Health Services and Out-
comes Research.

She recently published a qualitative study
showing that physicians often feel over-
whelmed by the demands of practicing med-
icine and struggle to accommodate patients
with disabilities. This study was published in
Health Affairs and featured in The New York
Times, The Atlantic, National Public Radio’s
Science Friday, and several podcasts.

Dr. Lagu is among hospital medicine’s most
impactful hospitalist researchers and has pub-
lished more than 150 peer-reviewed papers in
high-impact journals. She is also an exceptional
teacher, providing mentorship to numerous
students, residents, and fellows throughout her
career, earning numerous awards and acco-
lades from trainees and colleagues alike.

Dr. Lagu has a legacy of service to SHM.
Notably, she was a senior deputy editor for the
Journal of Hospital Medicine for five years,
during which time she played an important
role in helping to edit numerous personal
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essays from frontline hospitalists about their
experiences during the pandemic. These essays
had the power to help us learn, empathize, and
survive the pandemic in its earliest and darkest
days.

Dr. Lagu has also presented at SHM's Aca-
demic Leadership Summit at SHM Converge
and earned the Excellence in Research Award
from the Society in 2019. Her inspirational
leadership, willingness to push boundaries, and
trailblazing research make Dr. Lagu a model for
academic hospitalist leaders.

Jerome C. Siy,
MD, MHA, MHM

Dr. Siy has been elected a
Master in Hospital Medi-
cine in honor of his consis-
tent, long-standing service
to patients, colleagues,
SHM, and the field of hospital medicine.

Dr. Siy earned his medical degree from Mayo
Clinic College of Medicine and Science in Roch-
ester, Minn., and completed his internal medi-
cine residency at the University of Minnesota
in Minneapolis, where he also earned his Master
of Healthcare Administration degree. He then
joined HealthPartners in Bloomington, Minn.,,
where he has remained since.

Dr. Siy is now the associate senior medical
director of Value-Based Care, where he oversees
the home and community services division, pop-
ulation health, payor relations, and more. He is
also an adjunct assistant professor of medicine
at the University of Minnesota Medical School.

He has served in numerous impactful leader-
ship roles at HealthPartners, including on the
Boards of Directors for HealthPartners, Regions
Hospital, and Hudson Hospital.

Dr. Siy has also served as hospital medicine
and hospital medicine specialty services divi-
sion director and department chair of hospital
medicine.

Dr. Siy has been a longtime leader at SHM,
beginning with co-founding the Minnesota
chapter in 2012. He served as chapter president
until 2015. Dr. Siy has held leadership roles in
numerous SHM committees, including Practice
Management, Awards, and Education.

Perhaps Dr. Siy’'s most significant contribution
to SHM was his leadership on the Board of Di-
rectors, including as president from 2021-2022—
during the COVID-19 pandemic. This was a pivot-
al time for the world and SHM. He helped guide
the organization and navigate unchartered
territory as SHM leadership and staff worked
with our members to ensure our response and
resources accurately reflected their evolving
needs, including SHM’s first virtual annual
conference.

Dr. Siy's leadership has benefited SHM, our
profession, and patient care. We are honored to
induct him as a Master in Hospital Medicine.

Congratulations to SHM's new Masters in
Hospital Medicine. H

Dr. Siy
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Humanity at the Crossroads

Ethical implications of Al technologies in medicine

By Gagandeep Dhillon, MD, MBA,
Harpreet Grewal, MD, Venkata
Buddhavarapu, MD, Ankit Virmani, Salim
Surani, MD, and Rahul Kashyap, MD,
MBA

ith the breakthrough of artificial

intelligence (AI) systems in mod-

ern life, there has been increas-

ing pressure to incorporate this
technology into medicine and healthcare.! Fields
such as radiology, emergency medicine, and
telehealth have made significant strides toward
implementing Al into diagnostic modalities and
treatment algorithms, but often at the cost of
medical ethics.2 An automated self-intelligent
system cannot understand important concepts
such as patient consent, data privacy, and im-
plicit bias associated with the healthcare field.
In this article, we explore these sensitive issues
that will become more prevalent as the health-
care industry continues to adopt Al-based
modalities.

Unraveling the bias in algorithms

Al has been employed in multiple studies in
medicine to uncover hidden disease patterns
within highly diverse clinical datasets. Al
models can be used to identify, characterize,

and predict diseases, which could potentially
alter the path of severe illnesses.? All Al systems
rely heavily on the historical data fed into the
initial algorithm to generate new protocols and
methodologies.* As a result, inherent biases in
this data can become more pronounced, leading
to flawed results.

For example, historical data suggests that
in the healthcare system, patients from the
LGBTQIA+ community, as well as patients
from certain ethnic and racial communities,
experience a high rate of disparity.5¢ Implicit
issues such as racial profiling, gender dispari-
ties, etc., have often permeated the healthcare
community. Incorporating this data may lead
to the Al system exaggerating these biases and
worsening medical outcomes. If these biases are
considered during the initial implementation, Al
can improve outcomes much quicker than tra-
ditional methods. Disparities in healthcare have
garnered increasing attention in the last few
years, and the use of Al can have broad implica-
tions for the overall quality of care.

Al algorithm biases are not reported well in
peer-reviewed literature. A study published by
du Toit et al. has noted that out of 63 articles
reviewed on hypertension and evaluated against
the Harmonious Understanding of Machine
Learning Analytics Network (HUMANE) check-
list, none of them addressed the algorithm'’s
bias, and a mere 10% mentioned it as a risk.” The
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current Al and machine-learning literature has
also not addressed this gap in other special-
ties. Therefore, healthcare and Al professionals
must develop strict measures to recognize and
rectify such algorithm biases. Ensuring that AI
provides non-discriminatory and fair results
across a diverse set of patients requires contin-
ued monitoring and validation. As the number
of practicing physicians older than age 65 has
grown in the last few decades, it is vital to en-
sure transparency and simplicity in algorithm
decision-making to ensure improved uptake
among this demographic.® Also, implementing
checklists like HUMANE fosters a culture of
critical thinking and proactively mitigates bias.
This increases the quality of academic papers
and ensures the responsible development of Al
that benefits everyone.

Empowering patients through informed
consent

Patient autonomy is the cornerstone of med-
ical ethics, and has become even more critical

in the age of Al° Older patients with multiple
chronic health conditions face unique chal-
lenges.®* Many of these patients are skeptical of
computer and Al-based modalities and reject
them outright." An ethical system ensures that
these patients are educated about the benefits
of implementing Al tools before initiation. There

A
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should also be an option to opt out of these mo-
dalities if patients choose. Such a transparent
process increases trust as patients have options
when deciding on their healthcare needs. Many
patients are concerned about the security and
privacy of their healthcare information, and
any educational material must address this vital
issue to assuage potential concerns.

Responsible deployment of Al
technologies

Regulatory bodies like the U.S. Food and Drug
Administration (FDA) are crucial in the reg-
ulatory framework for Al applications.”? The
regulatory landscape for Al is dynamic, and it
is essential to implement safeguards, establish
guidelines for ethical Al development, and
prevent misuse. A comprehensive framework
must be used to evaluate the overall impact on
healthcare systems and our society. As patient
welfare is always a priority, clear guidelines are
necessary to ensure that Al applications meet
strict ethical criteria. Various organizations use
different data-gathering systems, which might
also create roadblocks in operational activity
and standardization.® Additionally, frequent
assessments and audits of Al systems can help
maintain transparency and accountability.

Liability concerns

Liability concerns, particularly in adverse out-
comes, present a complex challenge. While the
primary responsibility for due diligence in the
selection and application of Al technologies falls
upon physicians and healthcare practitioners,
the manufacturers and developers of these Al
systems must also acknowledge and embrace
their role in ensuring the safety and efficacy

of their products. The emergence of Al-specif-
ic liability insurance offers a novel solution

to manage malpractice claims that may arise
from integrating Al in healthcare, reflecting
the evolving landscape of medical legalities and
responsibilities in the era of advanced technol-

ogy.X

Hallucinations

Additionally, the implementation of Al in
healthcare must address the issue of Al hal-
lucination or Al misinformation, which can
further complicate effective deployment. Al
misinformation refers to Al-generated content
that is not based on real data but is produced
by extrapolating existing training data by the
algorithm.’s Healthcare providers need to be
mindful of this problem and exercise caution
while acknowledging that AI cannot replace

the individualized and personalized care that
healthcare practitioners deliver.

Lastly, clinicians must be equipped with the
skill sets required to navigate the ethical chal-
lenges that may arise with Al use. Training pro-
grams in medical schools, residency programs,
and CME sessions should emphasize the respon-
sible use of AI and ethical decision making while
developing a culture of ethical awareness in the
healthcare community.

Emotions and the ethical use of Al in
healthcare

The use of Al in healthcare is not merely a tech-
nological shift but one that deeply intertwines
with the realm of human emotions. Ethical Al
implementation is crucial to mitigate potential
harm and uphold patient trust. One significant
area of concern is the impact AI may have on
patient anxiety or fear. The introduction of
Al-powered diagnostic tools, for instance, could
lead to increased patient distress if not commu-
nicated with sensitivity and empathy.® The de-
sign of these systems must account for emotion-
al nuances, providing explanations that patients
can comprehend and addressing anxieties in a
supportive manner.”

Moreover, ensuring equity and fairness in Al
algorithms is an ethical imperative that direct-
ly influences emotional well-being. If these
systems perpetuate biases along racial, gender,
or socioeconomic lines, the consequences can
be profound. Marginalized patients may expe-
rience heightened stress, mistrust, and a sense
of dehumanization if they perceive the health-
care system as biased against them.” Rigorous
testing for bias and continuous monitoring of
Al performance is crucial, along with fostering
practitioner awareness of potential algorithm
shortcomings.”

Preserving the empathetic human connec-
tion in an Al-driven healthcare landscape is
paramount. It is essential to maintain a clear
distinction between the capabilities of Al and
the irreplaceable role of human healthcare
practitioners in addressing emotional needs.®
Al can be leveraged to streamline tasks, allow-
ing providers to establish deeper therapeutic
relationships with their patients.*® By fostering
collaboration between human empathy and Al
efficiency, healthcare can not only become more
efficient but also more emotionally resonant—
creating a system that attends to the whole
person rather than just their medical data

As Al continues to transform the healthcare
landscape, it is vital to navigate this phase with
a keen focus on ethics. Addressing biases in
algorithms, obtaining informed consent from
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patients, and deploying Al technologies respon-
sibly are crucial steps toward ensuring that the
benefits of Al in healthcare are realized without
compromising fundamental ethical principles.
The healthcare industry can use the full poten-
tial of Al to improve patient outcomes while
protecting the values of medicine by actively
engaging in ethical considerations. ®
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Demystifying Performance Measures

By Thomas Miller, MD, FHM,
Patricia Dharapak, MD, Kevin
Smith, MD, and Anunta
Virapongse, MD, MPH

he Hospital Consumer
Assessment of Healthcare
Providers and Systems
(HCAHPS) survey was first
implemented by the Centers for
Medicare and Medicaid Services
(CMS) to assess and compare per-
formance on patient experience
across hospitals, including metrics
on communication with doctors
and an overall hospital rating. This
overall rating accounts for 30% of
each hospital's value-based pur-
chasing score, potentially affecting
millions of dollars per year.

As originally envisioned, the
HCAHPS survey was intended to
improve transparency through
public reporting and fair compari-
sons of hospitals, however ques-
tions persist around survey re-
sponse rates, attribution, relation
to quality outcomes, and more.
Despite these questions, 48.7%
of adult-only hospitalist groups
include patient experience in their
performance-incentive mea-
sures-compensation plans.' The
authors acknowledge that certain
vendors may offer additional data
analysis to improve upon some of
these factors, but HCAHPS as the
key driver of patient experience
metrics, and specifically its appli-
cation as a performance metric for
hospitalist programs, will be our

focus for this measure review.

Attribution is problematic. For
each patient, one score incorpo-
rates all physician interactions
during a hospitalization, largely
negating its value as a reliable
metric for individual hospitalists
and groups, since multiple hospi-
talists and non-hospitalists affect
responses. Novel approaches such
as “provider day weighted” scores
which share attribution based on
billing data, may improve this.?
Two recent Journal of Hospital
Medicine studies found no cor-
relation between attendings’
assessed communication skills
and the patient experience scores
attributed to them.?* CMS officials
have also cautioned that HCAHPS
is “not suitable for evaluating
or incentivizing individuals or
groups” and that doing so is
“contrary to the survey’s design
and policy aim.” We agree that
HCAHPS scores cannot reliably be
used to gauge individual or group
performance.

With collection and reporting
of HCAHPS scores already man-
dated by CMS, it does not require
additional resources to measure.
However, beyond the attribution
issues outlined above, the mea-
sures’ value is also affected by
significant lag time in receiving
response data, in addition to many
hospital-related and demograph-
ic factors beyond hospitalists’
control. The American Hospital
Association raised concerns
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around falling response rates
(from 33% in 2008 to 26% in 2017)
and inadequate capture of patients
with lower health-literacy levels,
suggesting that factoring in social
determinants may help control for
these confounders when compar-
ing hospitals.* “HCAHPS 2.0" will
be implemented January 2025 with
the intent of addressing some of
these survey concerns. Despite the
convenience of established data
collection, these factors markedly
limit the reliability and actionabil-
ity of HCAHPS scores for hospital-
ists.
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“Does it lead to better patient
safety or outcomes?” is a pivotal
guestion for any hospital medicine
metric. Studies to date have shown
mixed results as to whether there
are even associations between
patient experience and other tra-
ditional markers of quality of care;
however, none provide evidence
to support causation between
improved HCAHPS scores and
better clinical outcomes™° Overall,
the authors agree with the as-
sessment as stated in one of these
studies: “Patient satisfaction is not
a surrogate of patient safety and
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effectiveness” and “does not reflect
the safety of care delivered by a
hospital.”

Even without affecting oth-
er outcomes, improved patient
experience itself is still a worthy
goal. Communication training is a
common consideration, however,
studies of interventions such as
didactic sessions, individualized
feedback, and incentives show
only mixed results in improving
physician communication do-
mains, though not in the critical
overall “rate the hospital” score.
While hospitalists can affect their
patients’ experience, whether they
can significantly impact HCAHPS
scores is a different question. Our
review of the available literature
does not substantiate the exis-
tence of readily actionable plans
demonstrated to improve scores
that would support the use of
HCAHPS as a hospitalist perfor-
mance metric. Furthermore, in
any initiative of a hospitalist team
to improve communication, the
success (or failure) in affecting
HCAHPS scores would still be
confounded by the inclusion of
non-hospitalists in the scoring,
potentially falsely elevating or
lowering scores.

The potential unintended
consequences of striving to
improve HCAHPS must be con-
sidered, because it could diminish
resources available for targets
more clearly tied to quality and
safety outcomes. The authors have
significant concern that initiatives
aimed at raising patient-experi-
ence scores could lead to increased
expenditures, increased length
of stay, and even patient harm
through testing, treatments, or
firing of hospitalists in acquies-
cence to unreasonable demands,
or through diverting hospitalists’
time and attention from other
critical issues. This concern is
highlighted in an outpatient study
where respondents in the highest
patient experience quartile went
on to have higher total expendi-
tures and most notably higher
mortality rates.’® Those authors
cite the potential role of physi-
cians complying with patients’
requests for discretionary services
that are of little or no medical ben-
efit, noting this association may
be compounded when physician
compensation is strongly linked
to patient experience. A recent
Journal of Hospital Medicine study
found that “patients in higher
resource intensity groups were
more likely to assign a top decile
raw satisfaction rating,” with the
potential outcome that “hospitals
with high resource utilization
could appear more attractive to
healthcare consumers.™® This find-
ing further supports our concerns
that incentivizing HCAHPS could
lead to higher resource usage
without adding clinical value, and
potentially induce harm.

Physician burnout is another

pressing concern. A 2021 survey
found that 3.5% of physicians
were planning to leave medicine
altogether, a strong predictor of
actual departure, up from 0.6% in
2011 and 1.3% in 2014.” Among the
“7 Drivers of Burnout” published
by Journal of Hospital Medicine
is “Being Held Accountable for
Measures Beyond Their Control,”
with patient experience specifi-
cally cited among those.®* There

is evidence that physician burn-
out correlates with diminished
patient experience and that higher
physician satisfaction correlates
with improved patient experience
and higher quality outcomes.®%
Programs aimed at improving
hospitalists’ HCAHPS scores may
be not only unsuccessful but

also counterproductive given the
risk of contributing to physician
burnout. It is worth considering
that improved physician job sat-
isfaction may be one of the keys
to successfully improving patient
experience.

Conclusion

Emphasis on patient experience
has grown as healthcare has be-
come a consumer-driven business.
A metric that truly reflected the
quality of communication would
be valuable in patient safety,
adherence to treatment, and as a
means for patients to select high-
er-quality healthcare based on the
experiences of others. However, as
shared in this review, translating
theory to the real world is plagued
with pitfalls. While HCAHPS may
have value in evaluating a hospital,
its applicability to evaluating hos-
pitalists at the group, and more so
at the individual, level is severely
limited and possibly counterpro-
ductive. Based on our review of
the literature we strongly recom-
mend against using HCAHPS as a
performance measure for hospital-
ist programs.

This does not mean principles
that may contribute to higher
hospital HCAHPS scores should be
wholly disregarded. At the heart
of patient-experience assessment
are the worthwhile goals that the
patient feels included in health-re-
lated decisions, heard with com-
passion and courtesy by their
healthcare team, and that their
medical team is working well to-
gether. Communication skills can
still be enhanced for physicians
with good self-awareness and a
desire to improve, though effective
interventions to accomplish these
goals have not yet been clearly
demonstrated. Therefore, if select-
ing a patient-experience metric is
still desired, we recommend pro-
cess measures aimed at improving
coordination and communication
among team members, improving
conflict resolution, potentially
improving nurse and physician
staffing ratios, and reducing physi-
cian burnout.
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PEDIATRICS

New ACGME Peds Program Requirements
Present Challenges and Opportunities

What does this mean for your hospital?

By Ruth Jessen Hickman, MD

Ithough updates to the

Accreditation Council

for Graduate Medical

Education (ACGME)
program requirements for pedi-
atric graduate medical education
will present financial challenges to
some hospitals and planning chal-
lenges for some resident programs,
the changes may provide a more
balanced and tailored education. It
may also impact long-term train-
ing needs for residents planning to
become pediatric hospitalists.

ACGME requirement changes

The ACGME is a private non-profit
institution responsible for accred-
iting all graduate medical training
programs for U.S. physicians. The
goal is to provide national stan-
dards for residency programs so
that all graduates from accredited
ACGME programs achieve similar
levels of basic competencies by
completion.

The ACGME periodically revises
its program requirements. When
they first released proposed up-
dated requirements for residents
beginning programs in 2024, they
received much initial pushback
and concern from hospitalists, hos-
pital administrators, and pediatri-
cians, partly concerning potential
financial impacts.

Christine Hrach, MD, pediatric
hospitalist ——
and associate
pediatric
residency
program
director at St.
Louis Chil-
dren’s Hospi-
tal, shared -
that when the ~ Dr Hrach
program-requirement revisions
were first released, many worried
about the changes and how they
might be put into place.

The ACGME opened a second
comment period on the proposed
requirement revisions and even-
tually pushed back the timeline,
to give programs more time to
plan. In February 2024, the slightly
modified revisions were formally
approved, and they are slated to go
into effect for residents entering
July 1,2025.

One area of concern was the
potential impact on the number of
weeks that residents would spend
on inpatient care. Earlier require-
ments were worded in terms
of “educational units,” (usually
equivalent to four weeks or one
month). Previously, residents had

to achieve a minimum of 10 educa-
tional units (i.e., 10 months) before
leaving the program, but the up-
dated minimums are for 40 weeks,
(with a minimum of 16 weeks of
general pediatrics or pediatric
hospital medicine service).

Thus, minimum inpatient re-
quirements are quite similar for
the 2025 revision. However, the
revised requirements do make
some changes in terms of specialty
services, which limit the number
of weeks residents can spend here.
For example, residents may spend
no more than four weeks on a given
subspecialty service (in contrast to
no more than five education units
or five months previously).

Similarly, former requirements
specified two educational units
(two months) each of both pe-
diatric and neonatal intensive
care units. The new requirements
mandate 12 weeks total in inten-
sive care units (with a minimum
of four weeks in both PICU and
NICU), a change which some criti-
cized as insufficient time.

Heather L. Toth, MD, SFHM, a
hospitalist PP
and director of
the internal
medicine-pedi-
atrics residen-
cy program at
the Medical
College of
Wisconsin in
Milwaukee,
pointed out that programs have lee-
way in how they structure their
specific requirements, as long as
they follow overarching require-

the-hospitalist.org

16

ments from the ACGME. For
example, specific programs can set
additional requirements above
ACGME minimums.

However, Dr. Toth also explained
that some programs, including
their pediatric residency program,
had previously been using resi-
dents for more than their required
number of weeks on inpatient
pediatric services. But because of
other changes in other areas, they
need to reduce residents num-
ber of scheduled weeks covering
inpatient services to block time
for them to meet the new ACGME
program requirements.

For example, in the revised
requirements, primary ambula-
tory-care requirements increased
to a minimum of 40 weeks (from
a minimum of five units or five
months). As a component of this,
residents must receive four weeks
each of developmental-behavioral
pediatrics and mental health ser-
vices, not previously mandated.

“I think it's great that they've
made the formal mental health ro-
tation,” said Dr. Hrach. “No matter
what specialty you go into these
days, mental health is such a huge
component.”

Additionally, residents must
achieve 40 weeks of an individual-
ized curriculum distributed across
their training, designed to meet
their individual needs. Residency
programs can help provide guid-
ance on electives that will comple-
ment and supplement their career
aims. Thus, while some residents
might choose to pursue additional
inpatient hospital experiences
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as part of these individualized
requirements, others may not.

Balancing needs for inpatient
training, outpatient training,
and individualization

The impetus for this increased
emphasis on ambulatory care and
individualized curriculum comes
at least partly from feedback from
residents.

Rachel J. Peterson, (@MPAcad-
Hosp), MD, a medicine-pediatric
hospitalist at Cincinnati Children’s
Hospital and
one of the
leaders of
SHM's med-
peds special
interest
group, noted,
“From their
training,
many resi-
dents felt very prepared from an
inpatient standpoint, but not as
well prepared to be general
outpatient pediatricians.”

As residents can be paid consid-
erably less than other medical
professionals, they are a financial-
ly attractive way for hospitals to
help cover inpatient services, even
if extra inpatient time doesn't
ideally match
residents’
educational
needs and
goals.

Richard
Wardrop III,
(@Mud_Fud),
MD, PhD,

Dr. Peterson

Dr. Wardrop
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FAAP, FACP, SFHM, is a med-peds-
trained hospitalist and the current
program director of the internal
medicine residency program at the
Cleveland Clinic. He shared that
these requirement changes are in
line with general trends in other
areas of medicine that have been
reprioritizing residents’ educa-
tional experiences over potential
service needs, such as decreases in
required ICU coverage for inter-
nal-medicine residents.

Dr. Hrach said, “During residen-
cy, we should train good general
pediatricians who can go out and
practice primary care. Over the
years, residency may have gotten a
little inpatient-heavy, so I think it's
important to have more focus on
outpatient medicine.”

But it's a balance. Dr. Toth added
that it’s also extremely important
for trainees planning to be prima-
ry care physicians to get enough
inpatient experience, e.g., to be
able to recognize very sick children
and how to triage them. However,
she thinks that residents should
be able to obtain adequate hours
of pediatric inpatient training
under the new requirements with
the option of additional inpatient
pediatric time as part of the indi-
vidualized curriculum.

Dr. Peterson pointed out that the
requirements will place more onus
on individuals to recognize where
they need additional learning;
some should plan to get additional
experience on inpatient services.
She pointed out, for example, that
individuals who want to go into
more rural pediatric hospital pro-
grams may benefit from schedul-
ing additional NICU training time.

The same applies to procedural
requirements, which were elimi-
nated in the recent update. Pro-
grams may still make individual
choices to teach or evaluate resi-
dents on certain procedures, but
individual residents may need to
take the lead in making sure they
are proficient in the skills that
most apply to their future careers.

Financial impacts and
scheduling changes

Some pediatric hospital divisions
will need to increase the hiring of
advanced practice practitioners
and hospitalists for 2025 due to
decreased numbers of residents
on wards and subspecialty teams.
However, this will vary by insti-
tution, partly depending on their
previous residency and staffing
arrangements. Dr. Peterson pointed
out that academic pediatric hospi-
tals in particular often rely signifi-
cantly on their resident workforce.

Pediatric hospitals have faced
staffing shortages and higher labor
costs, partly driven by the greater
need for contract labor, and they
also face challenges from compara-
tively decreased reimbursement of
pediatrics compared to adult med-
icine (i.e., Medicaid reimbursement

levels versus Medicare). Navigating
the changes may be more challeng-
ing for institutions already operat-
ing at very thin financial margins.

As an additional potential finan-
cial impact, the revised require-
ments mandate that programs
supply core faculty members
with 0.1 FTE (full-time equivalent)
for their time supporting the
program that does not involve
direct patient care. This provides
faculty with some protected time
in which to do more educational
work with residents, especially
helpful as the amount of individu-
alization in the pediatrics require-
ments has been so clearly defined.

Dr. Wardrop added, “Having
well-run and well-supported GME
programs is aligned with better
patient outcomes. But some places
may see the FTE requirements as
an unfunded mandate.”

Dr. Toth explained that at her
institution, they have already been
planning for and making changes
to account for the 2025 require-
ments. For example, they are elim-
inating a previously resident-led,
inpatient, winter, hospital team
in favor of teams buffered with
additional hospitalist physicians
and advanced practice practi-
tioners. They are also eliminating
an admitting-resident role to allow
residents to choose from other
residency experiences.

Dr. Toth noted that, partially
because of these changes, her
program is movingtoan X +Y
+ Z scheduling program on the
pediatric side. Such a schedule al-
lows distinct blocks of outpatient
versus inpatient versus clinic time,
as opposed to a program design in
which inpatient and outpatient
exposure is more mixed (e.g., with
hospital coverage in the morning
and clinic in the afternoon).

Dr. Peterson pointed out that
the requirement changes may
affect how residency programs
handle some nocturnal coverage,
as resident teams are not permit-
ted to cover teams at night that
they have not covered during the
day. “Some hospitals just have not
prepared for that,” she added.

Dr. Wardrop also explained
that institutions may reorganize
patient-care services to deal with
limits on residents’ availability to
provide specialty team coverage.
For example, patients might be
reorganized from a subspecialty
team to a general-medicine team,
which would allow for greater flex-
ibility in residents reaching their
subspecialty limits.

Approaching fellowship
and specialization

The requirement changes will en-
large existing differences between
training for future pediatric versus
adult hospitalists, as adult inter-
nal-medicine training currently
puts greater emphasis on inpatient
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medicine. In contrast, pediatric
hospitalist medicine is becoming
viewed more as a specialty within
pediatrics. Because the outpatient
management of many conditions
has improved, the inpatient care
of children who truly need to be
hospitalized has become more
complex.

The introduction of pediatric
hospitalist fellowships has been
a controversial area, as a similar
equivalent doesn't exist for adult
medicine. The shift to more of an
outpatient emphasis for general
pediatric training may be in line
with this approach, as some grad-
uates leaving pediatric residency
may not need all the same training
as someone planning to be a pedi-
atric hospitalist.

Dr. Peterson noted that the
change in requirements might
increase the usefulness and appeal
of the pediatric-hospitalist fellow-
ship, as it provides additional inpa-
tient clinical exposure. However,
some physicians will still choose to
enter pediatric hospital medicine
right out of residency. Some may
opt for individualized curriculum
choices during residency to help
them prepare well for such a set-
ting, but others may not.

“Will these changes decrease
individuals' comfort in being a pe-
diatric hospitalist straight out of
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residency?” said Dr. Peterson. “I'm
not sure. We will have to watch

to see if these changes in training
impact the competence of recently
graduated pediatric residents.”

Every approach to training
requirements has inherent lim-
its, but the more individualized
approach is designed to ensure
residents are more prepared for
their chosen path after residency,
whether for work as a prima-
ry-care physician, a pediatric spe-
cialist, or a pediatric hospitalist.

Dr. Wardrop does not believe the
new approach is too focused on out-
patient medicine. He added, “With
40 weeks of inpatient medicine, 40
weeks of outpatient medicine, and
40 weeks of individualized curricu-
lum, you're creating a very sophisti-
cated, well-rounded trainee.”

Dr. Hrach reported much of
the initial concern about the
requirement changes seems to
have dissipated, at least at many
institutions, as it became clearer
what exactly the changes entailed
and how they might be practically
implemented. “Overall, I now think
the changes are good for pediatric
programs,” she said. M

Ruth Jessen Hickman, MD, is a
graduate of the Indiana Univer-
sity School of Medicine. She is a
freelance medical writer living in
Bloomington, Ind.
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Spark Edition 3:
Position Yourself
for Success

Whether you are choosing to enroll

in the IM Inpatient Longitudinal
Knowledge Assessment (LKA®) or the
10-year exam, practicing with Spark
helps you gain immediate benefits
for your exam and position yourself
for success.
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By Richard Quinn

11 SHM chapters talk
about getting early-ca-
reer hospitalists more
involved.

The Kansas chapter puts its
money where its mouth is.

Its president, Ali Rafig, MD,
FACP, first got
involved in
the second
half of 2020,
just a year out
of residency
and just a
year or so
after the
chapter itself
launched. His medical director, Dr.
Chady Sarraf, gauged his interest
in becoming a chapter leader and,
well, he didn't say no.

“Ididn't really know what I was
getting into,” said Dr. Rafig, now a
hospitalist with Sound Physicians
at Ascension Via Christi St. Francis
in Wichita, Kan. “The first year was
kind of slow. I started off as secre-
tary and director of academia. And
COVID-19 was going on, as well,
so we were all busy taking care of
patients, which took up a lot of
our time. But then the following
year I took the position of presi-
dent-elect and then president, and
things started moving smoothly.
Our immediate past president Dr.
Alyssa Stephany ensured we kept
the ball moving forward by setting

Dr. Rafiq

Chapter Spotlight: Kansas

There's power in numbers

up monthly virtual meetings.”

Smoothly is an understatement.
Dr. Rafig won the Most Engaged
Chapter Leader Award for 2023—
and the overall chapter won a Plat-
inum Excellence award for 2023.

“I do hope that we are creating
some kind of value for our mem-
bers and the hospitalist commu-
nity, in general,” Dr. Rafiq said.
“It's a rapidly evolving healthcare
landscape, and hospitalists are
really at the center of it. What we
hope, from a chapter standpoint, is
to provide that professional home
that SHM aspires to be for hospi-
talists. To be the voice on the na-
tional stage that brings up issues
from Kansas. And then, hopefully,
work for the betterment of our
patients, because that's what it all
comes down to.

“The recognition on a national
stage is just the icing on the cake.”

Running a new chapter could be
daunting, as processes have not
yet been established, but Dr. Rafiq
sees only opportunity.

“When you have a blank canvas,
you can paint any way you want,”
he said.

Dr. Rafiq says he pays a lot of
attention to trying to serve Kansas
hospitalists in all settings, be it
rural institutions or academic cen-
ters in the state’s largest cities.

“Were around just over 160 mem-
bers here in the Kansas chapter,”
he said. “Most of our members
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are based around the Kansas City
metro center, understandably;,
because that's the big urban center.
The second largest member nest is
around the Wichita area. And then
we have a few members scattered
around in the rural settings, as
well. We have one member who is
all the way out in western Kan-
sas, in Garden City, Dr. Julie King,
shout out to her!”

Dr. Rafiq says the chapter start-
ed an outreach program last year,
which held three presentations, in
Wichita and Hays.

“We'll probably do that again this
year, as well,” he said. “We'll reach
out to the members and see if we
can physically come over there
and talk to them—and talk to all
the other hospitalists who are not
members and show them the value
of membership. We like to be the
voice of all the hospitalists in the
state, and hopefully, the hospital-
ists who are not members will see
value in joining SHM just because
of the education, networking
opportunities, and professional
development. I sound like a broken
record, but there is power in num-
bers.”

That may never have been as ap-
parent as during the most recent
advocacy day for SHM, when he
represented Kansas, along with
other chapter leaders and mem-
bers of SHM's public policy com-
mittee, to lobby for hospitalists on
Capitol Hill.
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“When you go together as a
group when you have representa-
tion from all over the nation, there
is power in numbers,” Dr. Rafiq
said. “Our voices are louder. That
was a big plus of advocacy day. We
did see the fruits come by, to a cer-
tain extent. We hope to continue
doing that on a larger scale.

“Perhaps we need to organize
a little bit more at the local level,
with the local legislature. Like I
said, the chapter is pretty young,
so that is something we can aim
toward moving forward, to have a
more prominent voice in the local
legislature, as well.”

Dr. Rafiq preaches the value of
chapter membership for all hospi-
talists, whether they get involved
early like him, or even if they're
getting ready to retire.

“When we started, we basically
had just four leadership posi-
tions,” he said. “Now we have an
advisory board for some of our
more seasoned hospitalists. We
have an advanced practice practi-
tioner director, Kira Bruce, and an
opening for a resident champion
position (any resident going into
hospital medicine can apply). The
good thing about SHM is that it's
an umbrella for all kinds of people
involved in hospital medicine. It
really does serve as a professional
home for hospitalists involved in
the care of acutely ill patients.” H

Richard Quinn is a freelance
writer in New Jersey.



By Richard Quinn

eing a new kid on the block
can be daunting, even in
the world of SHM's Special
Interest Groups (SIGs).

Longer-standing SIGs have
board protocols, event schedules,
and a history to rely on when try-
ing to do best by their members.

Newer groups have none of that.

That said, veteran SIG leaders
can grow weary of entrenched
issues, less engagement than
they might like, or the struggle to
recruit new members.

Newer groups have none of that.

And that yin-and-yang is how
Joel Phelps,
DO, FAAFP,
views the
Hospital
Medicine
Fellowships
SIG he
vice-chairs. ;
The group £
startedin2021  DF Phelps
and Dr. Phelps feels like he’s laying
the groundwork for the future.

“We keep asking ourselves,
‘What's the five-year plan? What's
the 10-year plan?” said Dr. Phelps,
a hospitalist with Deaconess
Health System in Evansville, Ind.
“From the discussions I've had
with people, I'd like to see us lay a
foundation for a hospital fellow-
ship curriculum. I would like to
see the SHM hospitalist fellowship
website program up to date and
easily connectable in that way.

N, N
SIG Spotlight: Hospital Med

Laying the groundwork for the future

“I hope the SIG continues to
grow in membership. And I hope
we continue to have more collabo-
ration among people with a variety
of backgrounds, including internal
medicine, family medicine (and
advanced practice practitioners.)”

Dr. Phelps sees the SIG as being
able to push the value of fellow-
ship programs.

“On a basic, collective level, it's
bringing together interested par-
ties, trying to raise awareness for
hospitalist fellowships as they're
growing and developing,” he said.
“And connecting with like-minded
people across the nation. Really
just trying to grow this platform
so we can have more of a collective
effort as hospitalist fellowships
move forward. There are some
things many of the programs have
in common, but there’s also a lot of
variety among programs still.”

For example, despite the differ-
ences between given fellowship
programs, the discussion of future
accreditation for hospitals focused
on adult patients is a big topic.

“Looking farther down the
road, there are many interested
people already discussing what
accreditation might look like, at
least for adult hospitalist fellow-
ship programs,” Dr. Phelps said.
“They're not yet accredited like our
pediatric colleagues are. So, part of
that is creating a platform that we
can have in common as we grow
towards that goal. But also allow-
ing programs to maintain their
individuality.”

Dr. Phelps is cognizant of tailor-
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ing the SIG’s efforts to its mem-
bers. Not all program directors—or
fellows—want accreditation, so
the SIG tries to hear all sides of the
discussion.

“I think there are pros and cons,”
Dr. Phelps said. “Accreditation
offers unification that can be
understood, as far as what a hos-
pitalist fellowship means across
the nation. And that comes with
getting everybody on the same
page, agreeing on what that would
look like.

“On the other hand, one of
the advantages of our focusing
on those individual program
needs, they may be able to have a
half-clinical, half-research qual-
ity improvement, while another
program is all clinical. I think
some people would believe, of
course, that having accreditation
could add some legitimacy as we
move forward. But, currently, with
those freedoms, I think people can
develop the way they see fit at the
moment.”

Among the biggest challenges
for folks looking to start a fel-
lowship program is the lack of a
nationalized curriculum.

“There’s not necessarily a defin-
itive curriculum or educational
platform that you can jumpstart
from,” Dr. Phelps said. “I think
when people think of hospital
medicine, there are a lot of core
competencies for anyone who has
practiced. But not having that
uniform curriculum in writing is
going to be a big barrier.

‘And then also, how do you justi-
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icine Fellowships

fy it? That's a question for every-
thing in medicine: financially, how
do we make this work? And how
are we covering the cost of fellows
when they have, more times than
not, at least a somewhat protected
patient census while focusing on
these academic activities?”

Dr. Phelps, who works alongside
SIG chair Dr. Pedro Ramos, says
that working with the SIG's mem-
bers to chart the path of fellow-
ships is key.

“Like anything in medicine, the
best outcomes are going to come
from collaboration with people,”
he said. “So, asking others who are
currently doing it, ‘What does your
curriculum look like? What are
ways you are giving and receiv-
ing feedback with fellows? What
kind of core competencies are you
focusing on?’ A lot of programs,
rightfully so, are relying on this
collaboration with existing pro-
grams while they develop.”

And while all SIGs rely on SHM's
Converge as a touchstone during
the year, when you're the newest
SIG on the block, that in-person
introduction is even more import-
ant.

“We really rely on the opportuni-
ty with SHM Converge,” Dr. Phelps
said. It allows us “to have an open
discussion. We rely more and more
on Zoom meetings, which are fine,
but it will be really nice to have
some face-to-face time on such a
big platform with people from all
over the place.” ®

Richard Quinn is a freelance
writer in New Jersey.
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Key Clinical Question

Can Pentoxifylline Improve Healing
of Lower Extremity Ulcers?

Case

By Kyle Lehenbauer, MD, FACP

The patient, Mr. D, has been experiencing swelling in his
legs for several years, and seven months prior, he noticed
that his skin had started to develop ulcers. He has class

3 obesity, type 2 diabetes mellitus, and smokes a pack of

cigarettes daily. Despite receiving home healthcare and
outpatient wound-care clinic treatments, the venous
stasis wounds continued to worsen and began to leak
fluid. Recently, the wound dressings had become painful,
and he was hospitalized due to his inability to care for the
wounds himself.

wo common types of
lower-leg wounds that
hospitalists frequently
encounter are venous in-
sufficiency ulcers and diabetic foot
wounds. For venous ulcers, doctors
typically recommend reducing
the venous pressure in the legs,
which can be achieved through
compression, elevation, and in rare
cases, procedural intervention. For
diabetic foot ulcers, doctors often
recommend reducing pressure by
avoiding weight-bearing, and may
sometimes recommend revascular-
ization, debridement, and clear-
ing of any infection in the ulcer.
Additionally, the use of pentoxi-
fylline has been shown to improve
healing in venous stasis ulcers.

Pentoxifylline is approved for
intermittent claudication. It im-
proves tissue oxygenation by low-
ering blood viscosity, increasing
erythrocyte flexibility, increasing
leukocyte deformability, and de-
creasing neutrophil adhesion and
activation.! It has also been found
to decrease histologic evidence
of wound inflammation, reduce
wound metalloproteinases, and
increase TIMP-1 expression in rats
with streptozotocin-induced, dia-
betic, foot wounds.? These effects
could improve wound healing, es-
pecially in areas where oxygenated
blood flow is reduced.

Cochrane Reviews has been
updating reviews on pentoxifyl-
line in venous leg ulcers, with the
latest update completed in 2012.
They found that pentoxifylline
improved the healing of venous
leg ulcers by 21% (95% confidence
interval [CI], 8% to 34%). It was
even more effective in patients
who didn't tolerate compression
(Relative Risk [RR], 2.25; 95% CI, 1.49
to 3.39).3

A more recent meta-analysis
found 13 randomized controlled
trials meeting inclusion criteria,

with 481 in the intervention group
and 440 in the control group. All
trials compared 400 mg of pentox-
ifylline three times a day versus
placebo. One trial also had an arm
of 800 mg three times a day. Pent-
oxifylline was found to increase
ulcer healing rates (RR,1.59; 95% CI,
1.22.t0 2.07; P<.001) and decrease
the amount of time to improve-
ment (RR,2.36; 95% CI, 1.31 to 4.24).4
In the Cochrane Review, adverse
effects of pentoxifylline were high-
er than placebo
(RR,1.56; 95% CI,
1.10 to 2.22) and
72% of the side

“High-quality

on the affected foot, and they often
require multiple visits to medical
professionals over an extended
period to properly heal.

Two-thirds of nontraumatic
lower limb amputations are due
to diabetic foot ulcers.s Infected
or ischemic diabetic foot ulcers
are the cause of 25% of hospital
stays for patients with diabetes.
Mortality rates vary depending
on the level of amputation, but
for trans-tibial amputations, rates
were 22% at 30 days, 44% at one
year, and 77% at five years. Median
survival was 20.3 months.®

To help heal wounds patients are
asked to avoid putting pressure on
the wound, which usually impairs
weight bearing and ambulation.
Besides pressure, other factors
that can impair healing include in-
fection, poor blood flow, and rarely,
cancer in the wound.

In one study with 12 diabetic
foot wounds and no comparator
group, nine patients continued
taking pentoxifylline for three
months and eight had healing of
the ulcers with
one additional
person having

. improvement
effects. were. evidence s ugges ts in the ulcer?
gastrointestinal pentoxifylline can Astudy in

including nau-
sea, vomiting,
and abdominal
pain. Pentox-

improve wound
healing in venous

India enrolled
30 patients
in standard

pain. . care plus
lfyllmeuwas ; stasis ulcers, but there  pentoxifylline
generally we . .
tolerated with is weak evidence to :;g ;trlfrtl{’:r
IOfW ntl_lmlzefs support the idea that to standard
of patlents . . care without
s;oppmg th; it can also improve pentoxifylline.
therapy and the healing of diabetic ~ At3odaysof
only 30% citing follow-up, they
side effects as foot ulcers and reduce ¢ und out that
areason they . 0

the risk of or dela 26 (86.66%) of
stgpped t.he f . ” Y the patients on
trial. Lexicomp amputations. pentoxifylline
cites gastroin- showed signs
testinal adverse of ulcer recov-
effects to be

between 1% and 10% with nausea
being 2% and vomiting 1%. Other
side effects were less than 1%.!

The same mechanism by which
pentoxifylline helps with ve-
nous-stasis ulcer healing could
lead to better healing for diabetic
foot ulcers.

Approximately 15% of individu-
als with diabetes will experience a
foot wound at some point in their
lifetime. These wounds can greatly
impact their quality of life as they
may need to avoid bearing weight
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ery while 20 (62.5%) in the control
group showed signs of recovery:?

Another study in India enrolled
40 patients admitted to the hos-
pital for diabetic foot wounds;
half were placed on pentoxifylline
and half were a control group. 10
of 20 (50%) of the control group
healed, while 16 of 20 (80%) of
the pentoxifylline group healed.
There were more toe amputations
in the pentoxifylline group (10
versus 8) but fewer below-the-knee
amputations (3 versus 0), and one
above-the-knee amputation in the
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Dr. Lehenbauer

Dr. Lehenbauer is a staff phy-
sician in the division of hospital
medicine at the Minneapolis Vet-
erans Affairs Medical Center and
an assistant professor, department
of medicine, at the University of
Minnesota in Minneapolis.

control group with none in the
pentoxifylline group. There were
three deaths in the control group
and none in the pentoxifylline
group. These are small numbers,
but the overall risk of amputation
was about 20% lower in pentoxifyl-
line versus control.?

In a study presented as a post-
er, K Landry, et al. compared 70
consecutive patients referred
to an advanced wound healing
center, where 16 were prescribed
pentoxifylline and 54 patients got
standard of care without pent-
oxifylline. The patients chosen
for pentoxifylline were based on
patient and prescriber discussions.
They were given 400 mg three
times a day.

Using the Society for Vascular
Surgery Lower Extremity Threat-
ened Limb Classification System,
or WIfI, to grade the severity of
ulcers, patients on pentoxifylline
had faster wound healing (mean of
64 days +/- 37 days versus 117 days
+/- 84 days) and a higher probabili-
ty of complete healing.*®

There is also some evidence that
pentoxifylline improves insulin
resistance, diabetic neuropathy,
diabetic nephropathy, and diabetic
retinopathy, and improves liver
steatosis while lowering elevat-
ed AST and ALT values, so there
may be other beneficial effects for
patients with diabetes treated for
their venous stasis ulcers or foot
ulcers.t



Back to the case

Long-term-care admission was
recommended by wound care and
occupational therapy to assist Mr.
D with wound care. This involved
dressing changes three times a
day due to the weeping fluid. Mr.
D was started on pentoxifylline
400 mg three times a day and was
discharged from the hospital. After
amonth he was discharged back
home, as his wounds had healed.

Bottom line

High-quality evidence suggests
that pentoxifylline can improve
wound healing in venous stasis
ulcers. There is weak evidence to
support the idea that pentoxifyl-
line can also improve the healing
of diabetic foot ulcers and reduce
the risk of or delay amputations.
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CAREER CENTER

Come join our team
of Hospitalists!

(day and night, teaching and non-teaching opportunities)

Harvard Medical Faculty Physicians at
Beth Israel Deaconess Medical Center - Boston, MA

The Hospital Medicine team at Beth Israel Deaconess is seeking Physicians
and Advanced Practice Professionals (APPs) for day and night, teach-
ing and non-teaching opportunities at its Harvard-affiliated teaching hospital
in Boston and at community hospitals in Milton, Needham and Plymouth. We
are also seeking an Associate Site Director at our hospital in Plymouth.
A medical school faculty appointment may also be possible. To learn more
or apply, please contact Dr. Li and Dr. Phillips below.

Joseph Li, MD - Chief of Hospital Medicine
JLi2@bidmc.harvard.edu
and
Rusty Phillips, MD - Director of Recruitment
wphillip@bidmc.harvard.edu

Scan this QR Code to learn more about our group and our professional
development opportunities.

We are an equal opportunity employer and all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex, na-
tional origin, disability status, protected veteran status, gender identity, sexual
orientation, pregnancy and pregnancy-related conditions or any other charac-
teristic protected by law.

= Harvard Medical Faculty Physicians

@ HARVARD MEDICAL SCHOOL
‘ at Beth Israel Deaconess Medical Center eI HOEEITAL

and at our affiliates

Beth Israel Lahey Health =%

Prisma Health, is seeking a board-certified/board-eligible Internal Medicine or Family Medicine Nocturnist to practice in beautiful

Columbia, South Carolina.

This is an employed opportunity for a nocturnist to join a well-established medicine service that is seeking additional staff due to
increasing volume and practice coverage. The group provides hospitalist coverage at Prisma Health Richland and Prisma Health
Baptist Parkridge; Joint Commission-accredited medical centers, that offers state-of-the-art medicine.

Competitive Compensation Package:

. $391K base salary with $15K incentive bonus
o Professional Expense Allowance

o Flexible Scheduling

o Sign-on bonus

° Relocation Expenses

o APP Night Support

Prisma Health is a not-for-profit health company and the largest healthcare system in South Carolina. With nearly 30,000 team
members, 18 acute and specialty hospitals, 2,947 beds and more than 300 outpatient sites with nearly 2,000 physicians, Prisma
Health serves more than 1.2 million unique patients annually in its 21-county market area that covers 50% of South Carolina.
Prisma Health’s goal is to improve the health of all South Carolinians by enhancing clinical quality, the patient experience and
access to affordable care, as well as conducting clinical research and training the next generation of medical professionals. For
more information, visit PrismaHealth.org.

Columbia, SC is the state capitol with a thriving economy and downtown revitalization. We are home to the University of
South Carolina which affords rich cultural and sports entertainment options. Columbia is ideally located approximately 2 hours

from the beaches of South Carolina and the Blue Ridge mountains.

**We are a Public Service Loan Forgiveness (PSLF) Program Qualified Employer!**

Please submit a letter of interest and CV to: Natasha Durham, Physician Recruiter
Natasha.Durham@PrismaHealth.org
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Get Published!

If youre an SHM member interested in
contributing to The Hospitalist, there
are lots of opportunities.

We publish articles about the news,

Scan the QR code for more informa-
tion about clinical options (In the Liter-
ature, Key Clinical Questions, Interpret-
ing Diagnostic Tests), and HM Voices.

trends, and issues that affect hospital
medicine. Topics include everything
from clinical and practice management
to quality, career, leadership, pediatrics,
and more.

And, if you want to express yourself
creatively, there's HM Voices, our online
area showcasing poetry, creative writ-
ing, or creative visuals.

OF:0

J OIN IND USTRY-LEADIN G BANNER HEALTH!

We’re expandmg our Hospitalists’ footprint in Phoenix, Tucson, and Northern Colorado! ||
‘v I - T— | T— 1 T T T—— |

Banner Medical Group (BMG) & Banner University Medical Group (BUMG) are
actively recruiting experienced & new grad HOSPITALISTS' for our our growing

teams in Phoenix, Tucson, and Northern Colorado.

We offer a generous salary, sign-on and recruitment incentives, along with
an industry leading benefits package that provides security for you and your family!

Banner Health is one of the largest non-profit healthcare
systems in the nation with 30 hospitals (15 in Arizona),
including University of Arizona academic campusesin

Phoenix and Tucson, six long term care centers and and
hundreds of primary care and multi-specialist clinics in six
Western States. Banner Health promotes collaborative
team-oriented workplaces and clinical settings that focus
on providing excellent patient care. We are physician-led,
and value the voice of our providers. We take pride in
being integrated and innovative, developing ways to
make Health Care Made Easier, Life Made Better.

i
é% 2 Banner Health.
K;EE T SUBMIT YOUR CV FORIMMEDIATE CONSIDERATION

Join our Talent Community: PracticewithUs.Bannerhealth.com
"‘r‘#-iﬂdl‘ ;]

- Comprehensive medical, dental, vision & pharmacy

plans | eligible for benefits within 30 days

. ATO & CME days, with reimbursement

- Paid malpractice, licensure & DEA registration fees
« 401K 4% match after one year of service

- Financial savings resources & mortgage assistance
- Leadership & career advancement with optimal

work/life balance
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Make your next smart move. Visit shmcareercenter.org.

PRASMA

HEALTH.

Inspire health. Serve with compassion. Be the difference.

Hospitalist Opportunities
Gorgeous Lakes, Ideal Climate, Award-winning Downtown

Prisma Health is a not-for-profit health company and the largest healthcare system in South Carolina. With nearly 30,000
team members, 18 acute and specialty hospitals, 2,947 beds and more than 300 outpatient sites with nearly 2,000
physicians, Prisma Health serves more than 1.2 million unique patients annually in its 21-county market area that covers
50% of South Carolina. Prisma Health’s goal is to improve the health of all South Carolinians by enhancing clinical quality,
the patient experience and access to affordable care, as well as conducting clinical research and training the next
generation of medical professionals.

Greenville, South Carolina is a beautiful place to live and work and is located on the I-85 corridor between Atlanta and
Charlotte and is one of the fastest growing areas in the country. Ideally situated near beautiful mountain ranges, beaches
and lakes, we enjoy a diverse and thriving economy, excellent quality of life and wonderful cultural and educational
opportunities. Check out all that Greenville, SC has to offer! #yeahTHATgreenville

Ideal candidates:

° BC/BE Internal Medicine Physicians

° IM procedures highly desired, but not required. Simulation center training & bedside training available if
needed.

° Comfort managing ICU patients with critical care consultation

Details Include:

° Group comprised of career hospitalists with low turnover
o Relocation allowance available

° EPIC Electronic Medical Record system

o 7 on/7 off schedule with 1 week of time off per year

e Additional shifts paid at a premium

Available Opportunities:

Hospitalist Daytime Rounder, Laurens County Hospital
o $301K base salary with S30K incentive bonus and CME stipend
° Academic appointment and student supervision opportunity
Full subspecialist back up in house or by phone
Comfortable with IM procedures preferred

Nocturnist, Greenville Memorial Hospital

° S360K base salary with S10K incentive bonus and CME allowance

o Academic appointment and resident/student supervision opportunity
Full subspecialist back up
Comfortable with IM procedures preferred, but not required

Nocturnist, Oconee Memorial Hospital

° $360K base salary with S10K incentive bonus and CME allowance
o elCU coverage at night
o Nurse practitioner covering floor calls

Hospitalist, Baptist Easley Hospital

° $295K base salary with $30K incentive bonus and CME stipend
° Academic appointment and resident supervision opportunity
o Full subspecialist back up in house or by phone

o Comfortable with IM procedures preferred

Please submit a letter of interest and CV to: Natasha.Durham@PrismaHealth.org
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| work for Envision Physician Services
because | have access to leaders who
understand my career goals and support
me personally and professionally.

+ Mohamed M. Bakr, MD, MBA, FACP
Regional Medical Director, Hospital Medicine
Envision Physician Services

Hospital Medicine Virtual Career Fair

Thursday, May 16, 6:30-8:30 p.m. ET

Join us for a Hospital Medicine Virtual Career Fair via Zoom to connect directly
with our clinical leaders and recruiters. Learn about our practice sites and exciting
opportunities nationwide.

Featured Positions

HOSPITALIST HOSPITALIST

Methodist Hospital of San Antonio TriStar Southern Hills

San Antonio, Texas Nashville, Tennessee
HOSPITALIST HOSPITALIST

HCA Florida Lawnwood Hospital HCA Florida St. Lucie Hospital
Fort Pierce, Florida Port St. Lucie, Florida

SITE MEDICAL DIRECTOR SITE MEDICAL DIRECTOR
Piedmont Newton Hospital Research Regional Medical Center
Covington, Georgia Kansas City, Missouri

SITE MEDICAL DIRECTOR SITE MEDICAL DIRECTOR
Portsmouth Regional Hospital Parkridge Medical Center
Teaching opportunity with academic Chattanooga, Tennessee

appointment to Tufts University

School Of Medicine
Portsmouth, New Hampshire

Reach out to our experienced recruiters to learn more about these
featured opportunities.

855.953.4430 B EENQhvision

Envision.Health/TheHospitalist B B pHYSICIAN SERVICES




