
PRACTICE MANAGEMENT
Documenting acute 
respiratory failure

CLINICAL
Improving time data for 
in-hospital resuscitations

KEY CLINICAL QUESTION
Treating recurrent 
C. dif� cilep14 p16 p18

November 2019

Volume 23     No. 11Volume 23     No. 11

CEO CORNER

Larry Wellikson, 
MD, MHM

Was the success of 
hospital medicine 
inevitable? 

EDITOR’S DESK

Anika Kumar, MD, 
FAAP

Gender bias and 
pediatric hospital 
medicine.

p34 p35

the-hospitalist.org

Presorted Standard 
U.S. Postage

PAID
Permit No. 384
Lebanon Jct. KY

THE HOSPITALIST CHANGE SERVICE REQUESTED
P.O. Box 3000,
Denville, NJ 07834-3000

®

Hospitalists 
finding their 

role in hospital 
quality ratings

CMS considers how to assess 
socioeconomic factors

By Larry Beresford

S
ince 2005 the government website Hos-
pital Compare has publicly reported 
quality data on hospitals, with periodic 
updates of their performance, including 

specific measures of quality. But how accu-
rately do the ratings reflect a hospital’s actual 
quality of care, and what do the ratings 
mean for hospitalists? 

  Hospital Compare provides search-
able, comparable information to 
consumers on reported quality of 
care data submitted by more than 
4,000 Medicare-certified hospitals, 
along with Veterans Administra-
tion and military health sys-
tem hospitals. It is designed 
to allow consumers to select 
hospitals and directly compare 
their mortality, complication, 
infection, and other performance 
measures on conditions such as 
heart attacks, heart failure, pneu-
monia, and surgical outcomes. 

The Overall Hospital Quality Star Ratings, 
which began in 2016, combine data from 
more than 50 quality measures publicly re-
ported on Hospital Compare into an overall 
rating of one to five stars for each hospital.

Continued on page 12
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FROM THE SOCIETY

The SHM Fellow designation: Class of 2020
Society invites applicants in multiple membership categories

By Caitlin Cowan

I n an industry brimming with opportunity and 
ongoing transformation, it is easy to feel inde-
cisive about your next professional step when 
ample career paths exist in hospital medicine. 

Yingkei Hui, MD, FHM, is an academic hospitalist 
at St. Vincent Indianapolis, and a Society of Hospi-
tal Medicine member since 2015. Seeking to set her-
self apart as an aspiring patient safety and quality 
improvement leader while continuing her profes-
sional development, she looked to SHM’s Fellows 
designation as the next piece of her career puzzle. 

With more than 14 years of experience in the 
health care industry, Dr. Hui fell in love with 
the specialty because of its flexibility and pa-
tient-centric focus.

“I have a broad interest in medicine and want 
to learn everything under the larger umbrella of 
medicine,” she said. “I also find myself deeply in 
love with hospital medicine because it provides me 
with the opportunity to participate in various hos-
pital committees and allows me to enjoy my prac-
tice from a macroscopic view of U.S. health care 
transformation – especially given the popular val-
ue-based patient care approach from recent years.” 

Dr. Hui’s breadth of experience has allowed her to 
gain a unique set of perspectives and experiences 
from international and domestic standpoints. From 
attending medical school at the Chinese University 
of Hong Kong to completing her residency on the 
East Coast at Pennsylvania Hospital – part of the 
University of Pennsylvania Health System – Dr. Hui 
has held active medical licenses in New Jersey and, 
currently, Indiana.

“SHM’s Fellows designation allows me to chal-

lenge myself in setting my career goal as a patient 
safety and quality improvement leader in my 
program,” she said. “It means a lot to me as it is a 

stand-out recognition of my par-
ticipation in and contribution to 
patient care in my institution.”

When asked about the most 
rewarding aspect of being a part 
of the hospital medicine com-
munity, Dr. Hui identified “satis-
faction in the teaching role.” She 
said she is “motivated by the ho-
listic care for the patients, the in-
tegration of medical knowledge 

and coordination of care, and also the opportunity 
to conduct quality improvement projects.” 

Motivated by her colleagues, Dr. Hui credits 
SHM with providing her with the inspiration and 
tools to push herself and advance her career in 
hospital medicine.

“I enjoy immersing myself in SHM’s patient safety 
and quality improvement resources; they are per-
fect for frontline hospitalists and also provide CME 
[continuing medical education],” she noted. “My 
previous medical directors were all Senior Fellows; 
they are my role models and continue to inspire me 
throughout my career.”

Dr. Hui also said that networking within the 
SHM community has been encouraging. “I’ve 
met talented Fellows at a number of hospital 
medicine annual conferences who have inspired 
me in the areas of patient care, education, and 
health promotion,” she explained. “Some of 
them have extensive publications; they are truly 
amazing physicians. SHM’s annual conference 
provides great opportunities for networking.”

As Dr. Hui continues to progress her career in 
hospital medicine, she believes that communica-
tion is a key pillar in her success. “Be a true listen-
er and fill your heart with compassion, empathy, 
and courage,” she said. “Recognize your role as the 
enabler for the patients to improve their health.”

Completing her Master’s degree in Population 
Health Management at Johns Hopkins Medi-
cine and expecting to graduate in May 2020, Dr. 
Hui is the designer of system safety (comprised 
of patient safety, second victim safety, quality 
improvement, and just culture) in the academic 
setting of her residency program. She is also 
chairing a pioneer project for the St. Vincent IM 
residency program.

Dr. Hui plans to apply for a Senior Fellow desig-
nation with SHM in the future.

If you would like to join Dr. Hui and other 
like-minded hospital medicine leaders in taking 
your career to the next level, SHM is currently 
recruiting for the Fellows and Senior Fellows: 
Class of 2020. Applications are open until Nov. 
29 of this year. These designations are available 
across a variety of membership categories, in-
cluding physicians, nurse practitioners, physician 
assistants, and qualified practice administrators. 
Dedicated to promoting excellence, innovating, 
and improving the quality of patient care, Fellows 
designations provide members with a distin-
guishing credential as established pioneers in the 
industry.

For more information and to review your eligi-
bility, visit hospitalmedicine.org/fellows.

Ms. Cowan is a marketing communications 
specialist at the Society of Hospital Medicine.

Dr. Hui

Glycemic Control eQUIPS yields success at  
Dignity Health Sequoia Hospital

Glucometrics database aids tracking, trending

In honor of Diabetes Awareness 
Month, The Hospitalist spoke 
with Stephanie Dizon, PharmD, 

BCPS, director of pharmacy at 
Dignity Health Sequoia Hospital in 
Redwood City, Calif. Dr. Dizon was 
the project lead for Dignity Health 
Sequoia’s participation in SHM’s 
Glycemic Control eQUIPS program. 
The hospital was recognized as a 
top performer in the program. 

The eQUIPS program offers a 
virtual library of resources, in-
cluding a step-by-step implemen-
tation guide that addresses issues 
that ranging from subcutaneous 
insulin protocols to care coordi-
nation and good hypoglycemia 
management. The program also 

offers access to a data center for 
performance tracking and bench-
marking.

What inspired your institution 
to enroll in the GC eQUIPS 
program?
Sequoia Hospital started in this 
journey to improve overall glyce-
mic control in a collaborative with 
eight other Dignity Health hospi-
tals in 2011. At the time, Dignity 
Health saw variations in insulin 
management and adverse events, 
and it inspired this group to re-
view their practices and try to find 
a better way to standardize them.

Enrollment in the GC eQUIPS 
program helped Sequoia Hospital 

efficiently analyze data that would 
otherwise be too large to manage. 
By tracking and trending these large 
data sets, it helped us not only to see 
where the hospital’s greatest chal-
lenges are in glycemic control but 
also to observe what the impact is 
when making changes.

We were part of a nine-site study 
that proved the effectiveness of 
GC eQUIPS and highlighted the 
collective success across the sys-
tem.

What did you find most useful 
in the suite of resources 
included in eQUIPS?  
The benchmarking webinars pro-
vided by Greg Maynard, MD, have 

been especially helpful. The glu-
cometrics database is helpful for 
tracking and trending – we share 
these reports on a monthly basis 
with nursing and provider leader-
ship. Being able to benchmark our-
selves with other hospitals pushes 
us to improve. Having access to the 
program tools is very powerful for 
data analysis and benchmarking. It 
allows people at an institution to 
focus on day-to-day tasks, clinical 
initiatives, and building a culture 
that can make a program success-
ful instead of focusing on data 
collection. 

For more information, or to enroll 
in eQUIPS, visit hospitalmedicine.
org/gc. 
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The 2018 SoHM Report: 
Takeaways for pediatric hospitalists

Increased complexity in workforce staffing

By Sandra Gage, MD, PhD, 
SFHM

In November 2019, more than 1,500 
pediatric hospitalists will be first 
to take the subspecialty exam 
approved by the American Board 

of Pediatrics (ABP) for certifica-
tion in pediatric hospital medicine 
(PHM). This landmark signifies the 
recognition of hospital medicine 
as an essential component of the 
health care landscape and further 
acknowledges the importance of our 
expanding field.

  But recent controversy over the 
requirements set by the ABP to sit 
for the exam has highlighted the 
new considerations for practice 
management that will be associated 
with this change. The need to ana-
lyze and understand how PHM pro-
grams function has never been more 
important for hospital medicine 
groups that care for children. This 
information is essential if they are 
to remain nimble in their approach 
to the changes that will occur in the 
years ahead.

To understand the impact that 
the new subspecialty board exam 
will have on groups that care for 
children, we need to first under-
stand the criteria for eligibility. As 
for all ABP subspecialty boards, 
applicants must be Pediatric Board 
certified. The ABP has established 
three pathways by which practi-
tioners can attain eligibility to sit 
for the PHM exam.1 Most currently 
practicing hospitalists have ap-
plied to take the exam under the 
“practice pathway,” which will be 
available temporarily to allow can-
didates to apply for the certifying 
exam based on experience rather 
than fellowship training. This tem-
porary period will span the first 
three examination cycles (2019, 
2021, 2023). The requirements for 
inclusion via this pathway, recent-
ly modified by the ABP in response 
to concerns voiced by the PHM 
community at large,2 consist of the 
following:
• Practice period of 4 years (with a

start date of July 2015) to be eligible
for the November 2019 exam.

• Work hours for all PHM profes-
sional activities of more than 900-
1,000 hours/year.

• Patient care hours in PHM of more

than 450-500 hours per year, every 
year for the preceding 4 years.

• Scope of practice covering the
full range of hospitalized chil-
dren.

• Practice experience and hours
acquired in the United States or
Canada.

This set of criteria raises several 
questions about the eligibility of 
the physicians currently caring for 
children in the hospital setting. 
The State of Hospital Medicine 
Report is an excellent source of in-
formation about hospital medicine 
trends in staffing and much more. 
While the response to the survey 
is more robust from practices that 
care for adults only, important in-
formation can be gleaned from the 
participant groups that care for 
children. 

Question 1: How many 
clinicians that care for children 
in the hospital are trained in 
pediatrics, thereby meeting 
the first criteria to sit for the 
boards?
Based on the 2018 State of Hospital 
Medicine Report, 100% of groups 
that treat only children had physi-
cians trained in pediatrics, 41.7% em-
ployed physicians trained in med/
peds, and 5.6% had clinicians trained 
in internal medicine.

In groups that treat both chil-
dren and adults the variation 
in practitioner type was much 
broader. While 85.7% of groups 
reported employing physicians 
trained in internal medicine and 
64.3% employed family medicine 
practitioners, only 35.7% reported 
employing physicians trained in 
pediatrics and 46.4% with training 
in med/peds. A smattering of oth-
er clinician types was also noted, 
most of which were not likely to be 
pediatrics trained.

If information based on this rela-
tively small number of respondents 
is generalizable, it means that a 
large number of the practitioners 
currently caring for hospitalized 

children are not pediatrics board 
certified and therefore will not be 
eligible to sit for the subspecialty 
exam.

Question 2: What portion of 
the current PHM new hires are 
fellowship trained?
The 2018 State of Hospital Medicine 
Report notes that over 50% of new 
physicians joining a group treating 
only children come directly from 
residency, while only 5.1% come 
from a hospital medicine fellowship. 
For groups that treat adults and 
children, this percentage is even 
more significant, with 63% coming 
directly from residency and only 
2.2% coming from a fellowship pro-
gram.

The residents who recently 
graduated in 2019 are the last to be 
eligible to meet the practice dura-
tion criteria (4 years) during the 
“practice pathway” temporary pe-
riod, thereby allowing them to sit 
for the subspecialty board exam 
without completing a fellowship. 
Recent surveys have shown that 
over 10% of graduating residents in 
pediatrics plan to pursue a career 
in PHM (over 280 respondents); 
however, only under 75 fellows 
graduate from PHM fellowships 
each year.3 As the current number 
of fellowship positions in PHM are 
not adequate to meet the demand 
of the rapidly expanding work-
force, groups treating children 
will need to continue to fill staff 
vacancies with variably trained 
clinicians.

In the years to come, information 
from the State of Hospital Medicine 
Report will be increasingly import-
ant, as programs that care for chil-
dren meet the challenge of blending 
their workforce to include members 
with variable board certification 
and eligibility. 

Question 3: How do the 
“patient care hours” and “work 
hours for all PHM activities” 
requirements affect currently 
practicing hospitalists in terms 
of their board eligibility?
Because of rigorous ABP criteria to 
sit for the PHM subspecialty exam, 
especially those regarding the mini-
mum clinical and overall work hours 
in the care of children, many part 

time and med-peds practitioners 
may find that they are not board 
eligible. Variations in clinical cov-
erage needs at individual sites, as 
well as competing nonclinical tasks 
in the adult setting, may limit pedi-
atric-specific work hours for med/
peds trained hospitalists.

As noted above, in groups that 
treat only children and groups that 
treat both adults and children, the 
2018 State of Hospital Medicine 
Report shows that over 40% had 
physicians trained in med-peds. 
These highly trained and capable 
physicians will continue to be assets 
to their group; however, they may 
wish to find other ways to achieve 
merit-based distinction. For these 
physicians, the Fellow designation 
through SHM may provide an alter-
nate means of recognition. 

Dr. Gage is associate division 
chief, department of hospital 
medicine, at Phoenix Children’s 
Hospital and clinical associate 
professor, University of Arizona, 
Phoenix. She is a member 
of the SHM Practice Analysis 
Committee.

FROM THE SOCIETY

Continued on following page

“ To understand the 
impact that the new 
subspecialty board exam 
will have on groups that 
care for children, we need 
to first understand the 
criteria for eligibility.”
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SHM and Jefferson College of Population Health 
partner to provide vital education for hospitalists

Both the Society of Hospital Medicine and 
Jefferson College of Population Health, of 
Thomas Jefferson University in Philadel-
phia, share a goal to educate physicians to 

be effective leaders and managers in the pursuit 
of health care quality, safety, and population 
health, and they have entered into a partnership 
with this in mind.

  Alexis Skoufalos, EdD, associate dean, stra-
tegic development, for Jefferson College of 
Population Health, recently spoke with The 
Hospitalist to discuss the importance of popu-
lation health to hospital medicine profession-
als, the health care landscape as a whole, and 
the benefits of this new partnership with SHM.

Can you explain the importance of 
population health in the current health care 
landscape?
Many people confuse population health with 
public health. While they are related, they are 
different disciplines. Public health focuses on 
prevention and health promotion (clean water, 
vaccines, exercise, use of seat 
belts, and so on), but it stops 
there. 

Population health builds 
on the foundation of pub-
lic health and goes a step 
further, working to connect 
health and health care deliv-
ery. It takes a more holistic 
approach, looking at what we 
need to do inside and outside 
the delivery system to help people to get and 
stay healthy, as well as take better care of them 
when they do get sick.

We work to identify and understand the 
health impact of social and environmental fac-
tors, while also looking for ways to make health 
care delivery safer, better, and more affordable 
and accessible.

This can get complicated. It involves sorting 
through lots of information to uncover the best 
way to meet the needs of a specific group, wheth-
er that is a community, a neighborhood, or a pa-
tient with a particular condition.

It’s about taking the time to really look at things 
from different vantage points. You won’t see the 
same view if you are looking at something through 
a telescope as you would looking through a micro-
scope. That information can help you to adjust your 
perspective to identify the best course of action. 

In order to be successful in improving popula-
tion health, providers need to understand how to 
work with the other stakeholders in the health 
care ecosystem. Collaboration and coordination 
are the best ways to optimize the resources avail-
able.

It is important for delivery systems to es-
tablish good working relationships with com-
munity nonprofit and service organizations, 
faith-based organizations, social service provid-
ers, school systems, and federal, state, and local 
government.

At Jefferson, we thought it was important to 
create a college and programs that would prepare 
professionals across the workforce for this new 
challenge.

How did this partnership between SHM 
and Jefferson College of Population Health 
come to fruition? 
Hospitalists are an important link with a per-
son’s primary care team. The work they do to 
prepare a person and their family for success-
ful discharge to the community after a hospital 
stay can make all the difference in a person’s 
recovery, condition management, and preven-
tion of readmission to the hospital.

Because both of our organizations are based in 
Philadelphia, we have had longstanding connec-
tions with SHM leadership. It was only natural 
for us to talk with SHM about how we can build 
upon the society’s excellent continuing education 
offerings and work together to provide members 
with additional content that can equip them to 
advance their careers.

How did SHM and Jefferson College of 
Population Health identify the mutually 
beneficial educational offerings in each 
institution that are included in this 
partnership? 
Members of our respective leadership teams 
got together to complete a detailed review of 
the offerings from each organization. SHM’s 
Leadership Academy and JCPH’s Population 
Health Academy are rigorous continuing educa-
tion programs that can provide physicians with 
excellent just-in-time information they can put 
to use right away.

After a careful examination of the curricu-
lum, JCPH determined that SHM members can 
apply the credits they earn from completing 
two qualified sessions from the Leadership 

Academy to satisfy the elective course require-
ment for a Master’s degree. (Note: This does 
not apply to the Population Health Intelligence 
Program, which does not include an elective 
course.)

How will this partnership benefit Jefferson 
College of Population Health? 
Our mission is to prepare health care leaders 
with the skills and tools they need to be effec-
tive in improving population health. Clinicians 
who work in a hospital setting have a key role 
to play.

We are also dedicated to making a difference 
right here in Philadelphia. The more students 
we have in our programs, the more of an impact 
we (and they) will have in improving outcomes 
in our own community.

We need to move the needle and get Philadel-
phia County out of the basement in terms of 
health rankings. We have a responsibility to do 
what we can to make a difference, and we ap-
preciate the partnership with SHM to make it 
happen.

What other components of the partnership 
are especially noteworthy to highlight? 
In addition to what I’ve already discussed, the fol-
lowing are some of the significant benefits that 
SHM members are entitled to as a result of the 
partnership with JCPH:
• 15% discount on tuition for any JCPH online

graduate degree program.
• Registration discount for JCPH’s Population

Health Academy in Philadelphia.
• Special registration rate for Annual Population

Health Colloquium.

For more information about this partnership, vis-
it hospitalmedicine.org/jefferson. 

Dr. Skoufalos

FROM THE SOCIETY

With the increasing complexi-
ty of staffing a workforce for the 
treatment of children that the PHM 
board subspecialty exam brings, the 
SHM Practice Analysis Committee 
developed a task force of pediatric 
leaders from across the country to 
aid in the development of additional 

pediatric-specific questions for the 
2020 version of the State of Hospi-
tal Medicine Report. The questions 
to be included in the 2020 version 
will request information about the 
number of clinical hours (rather 
than shifts) per year required for 
full-time faculty, the percentage of 
the workforce that is part time, and 

the percentage of personnel in each 
group that is board certified in pedi-
atric hospital medicine.

It is our hope that all groups 
treating children will respond to 
the 2020 State of Hospital Medicine
survey, as a robust response will 
provide meaningful information to 
direct the leaders of these groups 

in the changing days ahead.
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These ratings are designed to enhance and 
supplement existing quality measures with a 
more “customer-centric” measure that makes it 
easier for consumers to act on the information. 
Obviously, this would be helpful to consumers 
who feel overwhelmed by the volume of data 
on the Hospital Compare website, and by the 
complexity of some of the measures. 

A posted call in spring 2019 by Centers for Medi-
care & Medicaid Services for public comment on 
possible methodological changes to the Overall 
Hospital Quality Star Ratings received more than 
800 comments from 150 different organizations. 
And this past summer, the CMS decided to delay 
posting the refreshed Star Ratings in its Hospital 
Compare data preview reports for July 2019. 

The agency says it intends to release the up-
dated information in early 2020. Meanwhile, the 
reported data – particularly the overall star rat-
ings – continue to generate controversy for the 
hospital field.

Hospitalists’ critical role 
Hospitalists are not rated individually on Hos-
pital Compare, but they play important roles in 
the quality of care their hospital provides – and 
thus ultimately the hospital’s publicly reported 
rankings. Hospitalists typically are not specifi-
cally incentivized or penalized for their hospi-
tal’s performance, but this does happen in some 
cases.

“Hospital administrators absolutely take note 
of their hospital’s star ratings. These are the peo-
ple hospitalists work for, and this is definitely top 
of their minds,” said Kate Goodrich, MD, MHS, 
director of the Center for Clinical Standards and 
Quality at CMS. 

“I recently spoke at an SHM annual conference 
and every question I was asked was about hospi-
tal ratings and the star system,” noted Dr. Good-
rich, herself a practicing hospitalist at George 
Washington University Medical Center in Wash-
ington.

The government’s aim for Hospital Compare is 
to give consumers easy-to-understand indicators 
of the quality of care provided by hospitals, espe-
cially where they might have a choice of hospi-
tals, such as for an elective surgery. Making that 
information public is also viewed as a motivator 
to help drive improvements in hospital perfor-
mance, Dr. Goodrich said.

“In terms of what we measure, we try to make 
sure it’s important to patients and to clinicians. 
We have frontline practicing physicians, patients, 
and families advising us, along with methodol-
ogists and PhD researchers. These stakeholders 
tell us what is important to measure and why,” 
she said. “Hospitals and all health providers need 
more actionable and timely data to improve their 
quality of care, especially if they want to par-
ticipate in accountable care organizations. And 
we need to make the information easy to under-
stand.”

Dr. Goodrich sees two main themes in the pub-
lic response to its request for comment. “People 
say the methodology we use to calculate star 

ratings is frustrating for hospitals, which have 
found it difficult to model their performance, 
predict their star ratings, or explain the discrep-
ancies.” 

Hospitals taking care of sicker patients with 
lower socioeconomic status also say the ratings 
unfairly penalize them. “I work in a large urban 
hospital, and I understand this. They say we don’t 
take that sufficiently into account in the ratings,” 
she said. 

“While our modeling shows that current rat-
ings highly correlate with performance on in-
dividual measures, we have asked for comment 
on if and how we could adjust for socioeconom-
ic factors. We are actively considering how to 
make changes to address these concerns,” Dr. 
Goodrich said.

In August 2019, CMS acknowledged that it 

plans to change the methodology used to calcu-
late hospital star ratings in early 2021, but has not 
yet revealed specific details about the nature of 
the changes. The agency intends to propose the 
changes through the public rule-making process 
sometime in 2020.

Continuing controversy
The American Hospital Association – which has 
had strong concerns about the methodology 
and the usefulness of hospital star ratings – is 
pushing back on some of the changes to the 
system being considered by CMS. In its sub-
mitted comments, AHA supported only three 
of the 14 potential star ratings methodology 
changes being considered. 

AHA and the American Association of Med-
ical Colleges, among others, have urged taking 
down the star ratings until major changes can 
be made.

“When the star ratings were first implemented, 
a lot of challenges became apparent right away,” 
said Akin Demehin, MPH, AHA’s director of qual-
ity policy. “We began to see that those hospitals 
that treat more complicated patients and poorer 
patients tended to perform more poorly on the 
ratings. So there was something wrong with the 
methodology. Then, starting in 2018, hospitals 
began seeing real shifts in their performance 
ratings when the underlying data hadn’t really 
changed.”

CMS uses a statistical approach called latent 
variable modeling. Its underlying assumption 
is that you can say something about a hospi-
tal’s underlying quality based on the data you 
already have, Mr. Demehin said, but noted “that 
can be a questionable assumption.” 

He also emphasized the need for ratings that 
compare hospitals that are similar in size and 
model to each other.

Suparna Dutta, MD, division chief, hospital 
medicine, Rush University, Chicago, said anal-
yses done at Rush showed that the statistical 
model CMS used in calculating the star ratings 
was dynamically changing the weighting of 
certain measures in every release. “That meant 
one specific performance measure could play 
an outsized role in determining a final rating,” 
she said. In particular the methodology inad-
vertently penalized large hospitals, academic 
medical centers, and institutions that provide 
heroic care.

“We fundamentally believe that consumers 
should have meaningful information about 
hospital quality,” said Nancy Foster, AHA’s vice 
president for quality and patient safety policy at 
AHA. “We understand the complexities of Hospi-
tal Compare and the challenges of getting simple 
information for consumers. To its credit, CMS is 
thinking about how to do that, and we support 
them in that effort.”

A handle on quality 
Hospitalists are responsible for ensuring that 
their hospitals excel in the care of patients,  
said Julius Yang, MD, hospitalist and director  
of quality at Beth Israel Deaconess Medical 
Center in Boston. That also requires keeping  
up on the primary public ways these issues 
are addressed through reporting of quality 
data and through reimbursement policy. “That 
should be part of our core competencies as hos-
pitalists.”

Some of the measures on Hospital Compare 
don’t overlap much with the work of hospitalists, 
he noted. But for others, such as for pneumonia, 
chronic obstructive pulmonary disease, and care 
of patients with stroke, or for mortality and 30-
day readmissions rates, “we are involved, even if 
not directly, and certainly responsible for contrib-
uting to the outcomes and the opportunity to add 
value,” he said. 

“When it comes to 30-day readmission 
rates, do we really understand the risk factors 
for readmissions and the barriers to patients 
remaining in the community after their hospi-
tal stay? Are our patients stable enough to be 
discharged, and have we worked with the care 
coordination team to make sure they have the 
resources they need? And have we communi-
cated adequately with the outpatient doctor? 
All of these things are within the wheelhouse 
of the hospitalist,” Dr. Yang said. “Let’s accept 
that the readmissions rate, for example, is not 
a perfect measure of quality. But as an imper-
fect measure, it can point us in the right direc-
tion.” 

Jose Figueroa, MD, MPH, hospitalist and assis-
tant professor at Harvard Medical School, has 
been studying for his health system the impact 
of hospital penalties such as the Hospital Read-
missions Reduction Program on health equity. 
In general, hospitalists play an important role in 
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dictating processes of care and serving on quali-
ty-oriented committees across multiple realms of 
the hospital, he said. 

“What’s hard from the hospitalist’s perspective 
is that there don’t seem to be simple solutions to 
move the dial on many of these measures,” Dr. 
Figueroa said. “If the hospital is at three stars, can 
we say, okay, if we do X, Y, and Z, then our hospi-
tal will move from three to five stars? Some of 
these measures are so broad and not in our pur-
view. Which ones apply to me as a hospitalist and 
my care processes?”

Dr. Dutta sits on the SHM Policy Committee, 
which has been working to bring these issues 
to the attention of frontline hospitalists. “Hos-
pitalists are always going to be aligned with 
their hospital’s priorities. We’re in it to provide 
high-quality care, but there’s no magic way to do 
that,” she said.

Hospital Compare measures sometimes end 
up in hospitalist incentives plans – for example, 
the readmission penalty rates – even though 
that is a fairly arbitrary measure and hard to 
pin to one doctor, Dr. Dutta explained. “If you 
look at the evidence regarding these metrics, 
there are not a lot of data to show that the met-
rics lead to what we really want, which is better 
care for patients.” 

A recent study in the British Medical Journal, 
for example, examined the association between 
the penalties on hospitals in the Hospital 
Acquired Condition Reduction Program and 

clinical outcome.1 The researchers concluded 
that the penalties were not associated with sig-
nificant change or found to drive meaningful 
clinical improvement.

Engaging with Compare 
Dr. Goodrich refers hospitalists seeking quality 
resources to their local quality improvement or-
ganizations (QIO) and to Hospital Improvement 
Innovation Networks at the regional, state, na-
tional, or hospital system level.

One helpful thing that any group of hospital-
ists could do, added Dr. Figueroa, is to examine 
the measures closely and determine which  
ones they think they can influence. “Then  
look for the hospitals that resemble ours and 
care for similar patients, based on the demo-
graphics.

“We can then say: ‘Okay, that’s a fair compari-
son. This can be a benchmark with our peers,’ ” 
he said. Then it’s important to ask how your 
hospital is doing over time on these measures, 
and use that to prioritize.

“You also have to appreciate that these are 
broad quality measures, and to impact them you 
have to do broad quality improvement efforts. 
Another piece of this is getting good at collect-
ing and analyzing data internally in a timely 
fashion. 

“You don’t want to wait 2-3 years to find out 
in Hospital Compare that you’re not performing 
well. You care about the care you provided today, 

not 2 or 3 years ago. Without this internal check, 
it’s impossible to know what to invest in – and 
to see if things you do are having an impact,” Dr. 
Figueroa said.

“As physician leaders, this is a real opportu-
nity for us to trigger a conversation with our 
hospital’s administration around what we  

went into medicine for in the first place –  
to improve our patients’ care,” said Dr. Good-
rich. She said Hospital Compare is one tool for 
sparking systemic quality improvement across 
the hospital – which is an important part of the 
hospitalist’s job. “If you want to be a bigger star 
within your hospital, show that level of com-
mitment. It likely would be welcomed by your 
hospital.”

Reference
1. Sankaran R et al. Changes in hospital safety following penalties 
in the US Hospital Acquired Condition Reduction Program: retro-
spective cohort study. BMJ. 2019 Jul 3 doi: 10.1136/bmj.l4109.
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Documentation tips: Acute respiratory failure
By Sarah O. DeCaro, MD

I t’s always important for everyone 
to remember why we document 
things in the chart so that we are 
on the same page and ultimately 

do what is best for the patient. We 
document for insurance companies 
to prove the need for hospitalization, 
for legal purposes, and for other cli-
nicians – to clearly communicate the 
acuity of each patient.  

One of the diagnoses that we can 
often forget to use is acute respirato-
ry failure. Documenting acute respi-
ratory failure matters, regardless if 
it is, or is not, the primary diagnosis; 
it increases the estimated Length of 
Stay (LOS), Severity of Illness (SOI), 
and Risk of Mortality (ROM). This 
diagnosis adds an additional degree 
of specificity to patients with pneu-
monia, pleural effusions, chronic ob-
structive pulmonary disease (COPD) 
exacerbations, etc. While we may be 
hesitant to document this (perhaps 
feeling that this applies only to pa-
tients who are intubated in the ICU), 
the reader will hopefully have more 
confidence using it after reviewing 
the diagnostic criteria.

Acute respiratory failure can stem 
from impaired oxygenation or im-
paired ventilation. Here are some 
examples: 
• Impaired oxygenation. Can be

seen in pneumonia, pulmonary 
edema, and pulmonary embolism, 
and can present as a low O2 satu-
ration or a low pO2 on an arterial 
blood gas (ABG) test.

• Impaired ventilation. Can be seen
in COPD or asthma where there 
is increased effort to ventilate the 
lungs, which can lead to impaired 
CO2 exchange and acidosis.
One needs to have two of the fol-

lowing three criteria to make a for-
mal diagnosis of acute respiratory 
failure:
• pO2 less than 60 mm Hg (hypox-

emia).
• pCO2 greater than 50 mm Hg (hy-

percapnia) with pH less than 7.35.
• Signs and symptoms of acute re-

spiratory distress.
One might think it would be dif-

ficult to meet criteria without an 
ABG. Although an ABG is the stan-
dard, a patient meets criteria 1 with-
out a blood gas if an O2 saturation 
less than or equal to 90% is docu-

PRACTICE MANAGEMENT

mented. In most cases, if you have a 
documented O2 saturation less than 
or equal to 90% on room air with a 
physical exam showing signs of re-
spiratory distress, your patient will 
qualify for the diagnosis of acute re-
spiratory failure, thus negating the 
need to always have an ABG.  

It is important to document the 

symptoms and physical exam find-
ings that go along with the diagno-
sis. Patients should have tachypnea 
with a respiratory rate (RR) less than 
20 or a decreased rate less than 10. 
They may have wheezing, difficulty 
moving air, nasal flaring, and acces-
sory muscle use. All of these findings 
are extremely helpful to validate 

Primary Diagnosis Circulatory disorder except AMI Circulatory disorder except AMI 
 Medicare Severity 
Diagnosis Related 
Group 

Circulatory disorder except AMI, with 
cardiac catheterization without MCC 

287 

Circulatory disorder except AMI, with 
cardiac catheterization with MCC 

286 
Secondary Diagnosis Hypoxia Acute respiratory failure 

Relative Weight 1.175 2.2282 

Risk of Mortality 1 3 
Severity of illness 1 3 
Length of Stay 3.3 7.1 
Reimbursement $4,896.05 $8,590.01 

Primary Diagnosis Heart Failure and Shock Heart Failure and Shock 
Medicare Severity 
Diagnosis Related 
Group  

Heart Failure & Shock without MCC 
293 

Heart Failure & Shock with MCC 
291 

Secondary Diagnosis Hypoxia Acute respiratory failure 
Essential hypertension Essential hypertension 

Type 2 Diabetes Type 2 Diabetes 
Relative Weight 0.6736 1.4759 
Risk of Mortality 1 3 
Severity of illness 1 3 
Length of Stay 3 4.5 
Reimbursement  $3,137 $5,951.43 
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the diagnosis and would make it ex-
tremely difficult for it to be rejected 
by a biller or insurance company.

These patients are often given 
supplemental oxygen (nasal cannu-
la, Venturi mask, non-rebreather) 
and other treatments including 
steroids, inhaled bronchodilators, 
mucolytics, and respiratory therapy. 
Documenting these interventions in 
your plans can assist reviewers try-
ing to understand your thought pro-
cess in the treatment of the patient. 
If your patient has to be initiated 
on bilevel positive airway pressure 
(i.e., the patient was not on BIPAP at 
home, but needed to be started be-
cause of his/her respiratory status), 
this almost always means they have 
acute respiratory failure. 

In the two tables accompanying 
this article, we see examples of how 
documenting acute respiratory fail-
ure can improve LOS, ROM, SOI, and 
reimbursement. The numbers at the 
top are based on a specific Diagnosis 
Related Group used by coders.  

Let’s say we have a 58-year-old 
male presenting with chest pain, 
shortness of breath, and concern for 
unstable angina. Given his symp-
toms, he is being taken to the cardiac 
catheterization lab. If we note only 
that he was hypoxic and required 
3L for an O2 saturation of 94%, one 
can see the ROM, SOI, estimated 
LOS, and reimbursement in the first 
column. However, if we write that 
his oxygen saturation on room air is 
87%, he is using intercostal muscles 
to breathe, and he has marked dysp-
nea with conversation, we can say 
that he has acute respiratory failure. 
Making this distinction increases his 
expected LOS by almost 4 days and 
nearly doubles reimbursement.  

For the second example, we have 
an 81-year-old female with diabetes 
type 2, hypertension, and chronic 
systolic congestive heart failure who 
presents with an acute systolic CHF 
exacerbation. The patient is saturat-
ing 85% on room air, has tachypnea 
(RR 34), and was given large doses of 
intravenous furosemide in the ED. 
She is stabilized with improvement 
in her respiratory rate and can go to 
the floor, but by documenting that 
this was acute respiratory failure, 
one can again see the significant 
improvements in the projected LOS, 
ROM, and reimbursement as op-
posed to documenting hypoxia.

Key take-home points
• Document accurately, including

any applicable comorbid and ma-
jor comorbid conditions.

• Acute respiratory failure comes
from impaired oxygenation, im-

PRACTICE MANAGEMENT

paired ventilation, or both.
• One must document two of three

criteria to formally diagnose acute
respiratory failure: pO2 less than
60 mm Hg (or room air oxygen sat-
uration less than or equal to 90%),
pCO2 greater than 50 mm Hg with
pH less than 7.35, and signs/symp-

toms of respiratory distress.
• Document physical exam findings

that correlate with acute respi-
ratory failure (RR less than 20 or
greater than 10, wheezing, nasal
flaring, accessory muscle use, etc.).

• If your patient has to be initiated
on BIPAP (i.e., the patient was not

on BIPAP at home, but needed to 
be started because of his/her re-
spiratory status), they likely have 
acute respiratory failure.

Dr. DeCaro is a hospitalist and 
medical director for care coordination 
at Emory University in Atlanta.
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CLINICAL

By John A. Stewart, RN, MA

R esearch and quality im-
provement (QI) related to 
in-hospital cardiopulmo-
nary resuscitation attempts 

(“codes” from here forward) are 
hampered significantly by the poor 
quality of data on time intervals 
from arrest onset to clinical inter-
ventions.1 

In 2000, the American Heart Asso-
ciation’s (AHA) Emergency Cardiac 
Care Guidelines said that current 
data were inaccurate and that great-
er accuracy was “the key to future 
high-quality research”2 – but since 
then, the general situation has not 
improved: Time intervals reported 
by the national AHA-supported reg-
istry Get With the Guidelines–Re-
suscitation (GWTG-R, 200+ hospitals 
enrolled) include a figure from all 
hospitals for times to first defibril-
lation of 1 minute median and 0 
minutes first interquartile.3 Such 
numbers are typical – when they are 
tracked at all – but they strain cre-
dulity, and prima facie evidence is 
available at most clinical simulation 
centers simply by timing simulated 
defibrillation attempts under real-
istic conditions, as in “mock codes.”4,5

Taking artificially short time-in-
terval data from GWTG-R or other 
sources at face value can hide seri-
ous delays in response to in-hospital 
arrests. It can also lead to flawed 
studies and highly questionable con-
clusions.6 

The key to accuracy of critical 
time intervals – the intervals from 
arrest to key interventions – is an 
accurate time of arrest.7 Codes are 
typically recorded in handwritten 
form, though they may later be 
transcribed or scanned into elec-
tronic records. The “start” of the 
code for unmonitored arrests and 
most monitored arrests is typically 
taken to be the time that a human 
bedside recorder, arriving at an 
unknown interval after the arrest, 
writes down the first intervention. 
Researchers acknowledged the 
problem of artificially short time 
intervals in 2005, but they did not 
propose a remedy.1 Since then, the 
problem of in-hospital resuscita-
tion delays has received little to 
no attention in the professional 
literature.

Description of feature
To get better time data from un-

monitored resuscitation attempts, 
it is necessary to use a “surrogate 
marker” – a stand-in or substitute 
event – for the time of arrest. This 
event should occur reliably for each 
code, and as near as possible to 
the actual time of arrest. The main 
early events in a code are starting 

basic CPR, paging the code, and 
moving the defibrillator (usually 
on a code cart) to the scene. Ideally 
these events occur almost simulta-
neously, but that is not consistently 
achieved.

There are significant problems 
with use of the first two events 
as surrogate markers: the time of 
starting CPR cannot be determined 
accurately, and paging the code is 
dependent on several intermediate 
steps that lead to inaccuracy. Fur-
thermore, the times of both markers 
are recorded using clocks that are 
typically not synchronized with the 
clock used for recording the code 
(defibrillator clock or the human 
recorder’s timepiece). Reconciliation 
of these times with the code record, 
while not particularly difficult,8 is 
rarely if ever done. 

Defibrillator Power On is record-
ed on the defibrillator timeline and 
thus does not need to be reconciled 
with the defibrillator clock, but it 
is not suitable as a surrogate mark-
er because this time is highly vari-
able: It often does not occur until 
the time that monitoring pads are 
placed. Moving the code cart to 
the scene, which must occur early 
in the code, is a much more valid 
surrogate marker, with the added 
benefit that it can be marked on 
the defibrillator timeline. 

The undocumented feature de-
scribed here provides that marker. 
This feature has been a part of the 

LIFEPAK 20/20e’s design since it was 
launched in 2002, but it has not been 
publicized until now and is not doc-
umented in the user manual. 

Hospital defibrillators are con-
nected to alternating-current (AC) 
power when not in use. When the 
defibrillator is moved to the scene 
of the code, it is obviously neces-
sary to disconnect the defibrillator 
from the wall outlet, at which time 
“AC Power Loss” is recorded on 
the event record generated by the 
LIFEPAK 20/20e defibrillators. The 
defibrillator may be powered on up 
to 10 minutes later while retaining 
the AC Power Loss marker in the 
event record. This surrogate mark-
er for the start time will be on the 
same timeline as other events re-
corded by the defibrillator, includ-
ing times of first monitoring and 
shocks.

Once the event record is acquired, 
determining time intervals is accom-
plished by subtracting clock times 
(see example, Figure 1).

In the example, using AC Power 
Loss as the start time, time intervals 
from arrest to first monitoring (Ini-
tial Rhythm on the Event Record) 
and first shock were 3:12 (07:16:34 mi-
nus 07:13:22) and 8:42 (07:22:14 minus 
07:13:22). Note that if Power On were 
used as the surrogate time of arrest 
in the example, the calculated inter-
vals would be artificially shorter, by 
2 min 12 sec. 

With this undocumented feature, 
any facility using LIFEPAK 20/20e 
defibrillators can easily measure 
critical time intervals during re-

suscitation attempts with much 
greater accuracy, including times to 
first monitoring and first defibrilla-
tion. Each defibrillator stores code 
summaries sufficient for dozens of 
events and accessing past data is 
simple. Analysis of the data can pro-
vide a much-improved measure of 
the facility’s speed of response as a 
baseline for QI. 

If desired, the time-interval data 
thus obtained can also be integrated 
with the handwritten record. The 
usual handwritten code sheet re-
cords times only in whole minutes, 
but with one of the more accurate 
intervals from the defibrillator – to 
first monitoring or first defibrilla-
tion – an adjusted time of arrest can 
be added to any code record to get 
other intervals that better approxi-
mate real-world response times.9  

Research prospects
The feature opens multiple ave-
nues for future research. Acquir-
ing data by this method should 
be simple for any facility using 
LIFEPAK 20/20e defibrillators as 
its standard devices. Matching the 
existing handwritten code records 
with the time intervals obtained 
using this surrogate time mark-
er will show how inaccurate the 
commonly reported data are. This 
can be done with a retrospective 
study comparing the time intervals 
from the archived event records 
with those from the handwritten 
records, to provide an example of 
the inaccuracy of data reported in 
the medical literature. The more 

Figure 1. Sample event record
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Figure 2. Approximate time intervals
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Better time data from in-hospital resuscitations
Benefits of an undocumented defibrillator feature
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CLINICAL

accurate picture of time intervals 
can provide a much-needed yard-
stick for future research aimed at 
shortening response times. 

The feature can facilitate aggrega-
tion of data across multiple facilities 
that use the LIFEPAK 20/20e as their 
standard defibrillator. Also, it is pos-
sible that other defibrillator manu-
facturers will duplicate this feature 
with their devices – it should pro-
duce valid data with any defibrillator 
– although there may be legal and
technical obstacles to adopting it.

Combining data from multiple 
sites might lead to an important 
contribution to resuscitation re-
search: a reasonably accurate overall 
survival curve for in-hospital tachy -
arrhythmic arrests. 

A commonly cited but crude 
guideline is that survival from 
tachyarrhythmic arrests decreases 
by 10%-15% per minute as defibril-
lation is delayed,10 but it seems un-
likely that the relationship would 
be linear: Experience and the liter-
ature suggest that survival drops 
very quickly in the first few min-
utes, flattening out as elapsed time 
after arrest increases. Aggregating 
the much more accurate time-in-
terval data from multiple facilities 
should produce a survival curve for 
in-hospital tachyarrhythmic arrests 
that comes much closer to reality.

Conclusion
It is unknown whether this feature 
will be used to improve the accura-
cy of reported code response times. 
It greatly facilitates acquiring more 
accurate times, but the task has 
never been especially difficult – 
particularly when balanced with 

the importance of better time data 
for QI and research.8

One possible impediment may be 
institutional obstacles to publishing 
studies with accurate response times 
due to concerns about public relations 
or legal exposure: The more accurate 
times will almost certainly be longer 

than those generally reported. 
As was stated almost 2 decades ago 

and remains true today, acquiring 
accurate time-interval data is “the key 
to future high-quality research.”2 It is 
also key to improving any hospital’s 
quality of code response. As described 
in this article, better time data can 

easily be acquired. It is time for this 
important problem to be recognized 
and remedied.

References
1. Kaye W  et al. When minutes count – the fallacy 
of accurate time documentation during in-hos-
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Key Clinical Question

Treatment of recurrent C. difficile infection
FMT is an option for some patients

By John Bell, MD, MPH, FHM, and Ali Farkhondehpour, MD

Key clinical questions
When is C. difficile considered re-
current?
  C. difficile is considered recurrent
when a patient experiences symp-
tom onset and has a positive test
in the 2- to 8-week period following
the resolution of symptoms from
the previous episode that had been
confirmed with a positive test.1

What is the recurrence rate for C. 
difficile?
Of patients who are initially di-
agnosed with C. difficile, about 
20%-35% develop recurrence of 
their infection, and of those who 
experience recurrence, roughly 
40%-60% will experience a second 
recurrence.2

What are the risk factors for re-
current C. difficile?
Risk factors for recurrence of C. 

difficile include older age (older 
than 65 years), female sex, white 
ethnicity, ongoing antibiotic use, 
concurrent proton pump inhibitor 
use, and more severe initial disease.

Also, receiving antineoplastic 
chemotherapy, being an organ 
transplant recipient, chronic kid-
ney disease, inflammatory bowel 
disease, hypogammaglobulinemia, 
or other immunodeficiency, as well 
as having exposure to infected 
adult or infant carrier of C. difficile
have all been risk factors for recur-
rent disease. There is still some de-
gree of ongoing controversy over 
the role of proton pump inhibitors 
as a risk factor.2

What are the treatment options 
for initial C. difficile infection?
The recent Infectious Diseases So-
ciety of America (IDSA) guidelines 
recommend treating for an initial 

CDI with a 10-day course of oral 
vancomycin or fidaxomicin instead 
of metronidazole. This change is 
based on a combined analysis of 
two large randomized controlled 
trials that demonstrated better 
clinical response rates with vanco-
mycin, compared with metronida-
zole (81.1% vs. 72.7%; P = .002).1,3

What are the treatment options 
for first recurrence?
  The data are overall limited in treat-
ment of first recurrence of CDI. The 
IDSA guidelines recommend that a 
first recurrence of CDI may be treat-
ed with oral vancomycin followed 
by a tapered and pulsed regimen or 
with a 10-day course of fidaxomicin. 
If metronidazole was used for the 
first episode, a 10-day course of van-
comycin can be used.1

What are the treatment options 
for second and subsequent recur-
rences?
Second or subsequent CDI re-
currences may be treated with 
oral vancomycin as a tapered and 
pulsed-dose regimen or with fidax-
omicin as described above, but this 
is based on low quality of evidence.

The IDSA guidelines strong-
ly recommend fecal microbiota 
transplantation (FMT) for patients 
who have two or more C. difficile
recurrences and in whom standard 
antibiotic treatment has not been 
successful. FMT has demonstrated 
high efficacy rates of 80%-90% for 
clinical remission of recurrent CDI.

FMT can be administered 
through various routes. The choice 
of delivery depends in part on local 
expertise, patient preference, cost, 
and risk of the procedure.1,4-6

What new therapies exist for re-
ducing recurrence?
Bezlotoxumab is a humanized 
monoclonal antibody directed 
against C. difficile toxin B that was 
approved by the Food and Drug 
Administration in 2016 for preven-
tion of recurrent CDI. Randomized 
placebo-controlled trials demon-
strated that a single infusion of 
bez lotoxumab, given in combina-
tion with usual antibiotics for CDI 
in adults, was effective in reducing 
CDI recurrence within 12 weeks 
(rate of recurrent infection in both 
trials was 16.5% in the bezlotoxum-
ab groups and 26.6% in the placebo 
groups).

  In a post hoc analysis, the high-
est benefit was in patients with 
three or more risk factors: older 
than 65 years, history of CDI, 
immunocompromised status, or 
severe CDI. Although the best 

The case
  A 67-year-old woman with a medi-
cal history significant for diabetes 
mellitus type 2 and chronic kid-
ney disease stage 3 was recently 
hospitalized for a community- 
acquired pneumonia and treated 
for 5 days with moxifloxacin. In 
the week following this hospital-
ization, she began to have watery 
diarrhea and was found to have 
Clostridioides difficile diarrhea. 
She was treated with 10 days 
of oral vancomycin for her C. 
difficile infection (CDI). Approx-
imately 3 weeks later, she again 
developed watery diarrhea with 
some abdominal cramping and 
has a leukocyte count of 22.4.

Dr. Bell is associate clinical 
professor in the division of hospital 
medicine at the University of 
California, San Diego, Medical 
Center. Dr. Farkhondehpour is a 
hospitalist and assistant clinical 
professor at UC San Diego Health.
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strategy for prevention of CDI 
recurrence remains to be deter-
mined, bezlotoxumab remains an 
option.7,8

Back to the case
The patient had a C. difficile poly-
merase chain reaction test sent 
that came back positive for C. dif-
ficile. Because she had previously 
been treated with a 10-day course 
of oral vancomycin, she was start-
ed on a tapered and pulsed-dose 
regimen of oral vancomycin. Five 
days later her diarrhea resolved, 
and her leukocyte count returned 
to normal.
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nursing home

2.  Patients with HF have higher risks of postop mortality, complications
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3.  CRP testing in acute COPD exacerbations cuts antibiotic use without
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4.  Intensive glucose control after acute ischemic stroke does not improve
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  By Arfaa Ali, MD

1Adverse events occur in LTC 
residents transitioning from 

hospital to nursing home

CLINICAL QUESTION: What 
are the frequency, severity, and 
preventability of adverse events 
occurring during the 45 days after 
hospitalization for residents of 

long-term care facilities?
BACKGROUND: Adverse events in 
the immediate posthospitalization 
period are a serious threat to pa-
tients 65 years and older who are 
residents of long-term care facilities. 
Changes during hospitalization 
– such as fasting for procedures,
immobility, change in surroundings,
disruption of sleep, and medication

adjustments – can lead to adverse 
events such as falls, pressure ulcers, 
adverse drug reactions, and health 
care–acquired infections. However, 
the frequency and preventability of 
these adverse events has not been 
measured. 
STUDY DESIGN:
Prospective co-
hort study.
SETTING: Nurs-
ing homes in the 
New England 
states.
SYNOPSIS: This 
study sampled 
762 hospital 
discharges for 
555 long-term care residents of 
32 nursing homes who were dis-
charged from the hospital back to 
their same long-term care facility 
and followed for 45 days. A trained 
nurse reviewed records using a trig-
ger tool developed by the Institute 
for Healthcare Improvement. Each 
trigger linked to a possible harm 
was reviewed by two physicians. 
Adverse events were categorized 
into health care–acquired infec-

tions and events related to resident 
care, medications, and procedures. 
The severity and preventability of 
each event was assessed. 

Of the 555 residents, 65.5% were 
female and the mean age was 82.2. 
There were 379 adverse events iden-
tified; 52% involved pressure ulcers, 
skin tears, and falls with injury, 
which were deemed preventable. 
Healthcare-acquired infections to-
taled 28.5% and adverse drug events 
were 16.5%. Close to half of the 
events were serious, life threatening, 
or fatal. The study was limited by 
subjectivity in classifying the ad-
verse events. 

Hospitalists should ensure proper 
coordination and handoff when 
transitioning patients back to their 
nursing home.
BOTTOM LINE: Adverse events 
occur in 4 of 10 discharges from 
the hospital to long-term care 
facilities, and most events are pre-
ventable. 
CITATION: Kapoor A et al. Adverse 
events in long-term care residents 
transitioning from hospital back to 

Dr. Ali
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nursing home. JAMA Intern Med. 
2019 Jul 22;179(9):1254-61.

Dr. Ali is assistant professor of inter-
nal medicine and section chief of hos-
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By Cory Cheatham, MD

2 Patients with HF have higher 
risks of postop mortality, 

complications after ambulatory 
noncardiac surgery

CLINICAL QUESTION: How does 
heart failure affect the risk of post-
operative mortality and compli-
cations in ambulatory noncardiac 
surgery?
BACKGROUND: Heart failure is a 
known risk factor for postoperative 
mortality and complications. Many 
of the studies used to establish this 
association, however, have focused 
on major high-risk surgeries and not 
on outpatient surgeries. Improved 
medical care has increased the sur-
vival rate of patients with heart 
failure and an increasing number 
of these patients are undergoing 
elective surgical procedures. This 
has led to an increasing need to bet-
ter understand the degree to which 
heart failure affects preoperative 
risk in the outpatient setting.
STUDY DESIGN: A retrospective 
cohort study.
SETTING: Multiple Veteran’s Affairs 
Hospitals using data from the VA 
Surgical Quality Improvement Pro-
gram (VASQIP) and the VA Corpo-
rate Data Warehouse.
SYNOPSIS: A total of 355,121 pa-
tients who underwent outpatient 
surgeries were analyzed. 19,353 pa-
tients had heart failure and 334,768 
did not. Patients with heart failure 
had a higher risk of 90-day mor-
tality with an adjusted odds ratio 
of 1.95 (95% confidence interval, 
1.69-2.44), and this risk progressively 
increased as the ejection fraction 
decreased. The risk of 30-day com-
plication also increased in patients 
with heart failure with an adjusted 
OR of 1.10 (95% CI, 1.02-1.19).

Limitations of this study include 
the patient population, which were 
all veterans and mostly male. The 
nature of the inclusion criteria 
was limiting as well, in that all 
the patients in this study were 
deemed fit for surgery. There were 
no data available for patients who 
had been considered but ultimate-
ly did not undergo surgery or for 
patients who were considered for 
ambulatory surgery but ultimate-
ly underwent inpatient surgery. 
These limitations may have re-
sulted in a selection bias, which 

limited the generalizability of the 
study’s findings when assessing 
patients for ambulatory surgery.
BOTTOM LINE: Patients with heart 
failure had a higher risk of 90-day 
postoperative mortality and 30-day 
postoperative complication in ambu-
latory noncardiac surgery. The risk 
of postoperative mortality increased 
as systolic function decreased.
CITATION: Lerman BJ et al. Associa-
tion between heart failure and post-
operative mortality among patients 
undergoing ambulatory noncardiac 
surgery. JAMA Surg. 2019 Jul 10. doi: 
10.1001/jamasurg.2019.2110.

Dr. Cheatham is a hospitalist  
and clinical educator.

By Hiral Choksi, MD, FACP, 
SFHM

3 CRP testing in acute COPD 
exacerbations cuts antibiotic 

use without compromising 
outcomes

CLINICAL QUESTION: Does C-reac-
tive protein (CRP) point-of-care test-
ing used in the assessment of acute 
chronic obstructive pulmonary 
disease (COPD) exacerbations in the 
primary care setting safely reduce 
antibiotic use?
BACKGROUND: A previous study 
has shown that patients with acute 
COPD exacerbations had little dif-
ference in rate of clinical cure with 
placebo or antibiotics when CRP is 
less than 40 mg/L.
STUDY DESIGN: Multicenter, open-la-
bel, randomized controlled trial.
SETTING: 86 general medical practic-
es in the United Kingdom from Janu-
ary 2015 through September 2017.
SYNOPSIS: More than 600 patients 
who presented to a primary care 
physician with an acute COPD 
exacerbation were randomized 
to point of care CRP testing vs. 
usual care. Clinicians in the CRP 
testing group were provided with 
a point-of-care testing unit along 
with an algorithm for results. If 
the CRP was greater than 40 mg/L, 
antibiotics were thought to be 
beneficial; but they were urged not 
to prescribe antibiotics if the level 
was less than 20 mg/L. For levels 
between 20 mg/L and 40 mg/L, 
it was suggested that antibiotics 
might be beneficial if the sputum 
is purulent. 

The primary outcomes were pa-
tient-reported use of antibiotics for 
an acute COPD exacerbation within 
4 weeks of randomization along 
with measurement of COPD-related 
health status on the Clinical COPD 
Questionnaire at 2 weeks of random-
ization. Fewer antibiotics were pre-

scribed in the CRP testing group over 
the usual care group (57% vs. 77%). 
The adjusted mean difference in the 
Clinical COPD Questionnaire total 
score at 2 weeks was –0.19 points, in 
favor of the CRP-guided group. 
BOTTOM LINE: The use of point-of-
care testing CRP as an adjunctive 

guide to antibiotic 
use in acute COPD 
exacerbations 
may lower the 
amount of anti-
biotic prescribing 
without compro-
mising clinical 
outcomes.
CITATION: But-
ler CC et al. 

C-reactive protein testing to guide
antibiotics prescribing for COPD ex-
acerbations. N Engl J Med. 2019 Jul
11; 381:111-120.

Dr. Choksi is a hospitalist and  
associate professor of internal  

medicine at Saint Louis University, 
where she is assistant dean of  

admissions. She is president of the 
SHM St. Louis Chapter.

By Adam J. Fritz, MD, MSHA

4 Intensive glucose control 
after acute ischemic stroke 

does not improve functional 
outcomes

CLINICAL QUESTION: Does inten-
sive blood glucose control improve 
functional outcomes at 90 days for 
patients who have suffered acute 
ischemic stroke?
BACKGROUND: Higher glucose 
immediately following acute isch-
emic stroke is known to be associ-
ated with poor outcomes. Patients 
with elevated glucoses in the after-
math of an acute ischemic stroke 
are more likely to have expansion 
of ischemic area 
and are more 
likely to have 
hemorrhagic con-
version.
STUDY DESIGN: 
Randomized, con-
trolled trial, with 
blinded outcome 
assessment.
SETTING: 63 sites 
in the United States.
SYNOPSIS: A total of 1,151 patients 
were randomized to either inten-
sive (goal blood glucose, 80-130 mg/
dL) or standard (goal blood glucose, 
80-179 mg/dL) glucose control for
up to the first 72 hours after pre-
senting with acute ischemic stroke.
Patients in the intensive control
group were given continuous IV
insulin and patients in the standard

control group were given subcuta-
neous sliding. There was no differ-
ence between groups (intensive vs. 
standard) with regards to the pri-
mary outcome, which was the per-
centage of patients who achieved a 
modified Rankin Score at 90 days of 
0-2 (20.5% vs 21.6%; adjusted relative
risk, 0.97; 95% confidence interval,
0.87-1.08; P = .55). Severe hypoglyce-
mia (blood glucose of less than 40
mg/dL) occurred in the intensive
control group only. The American
Heart Association/American Stroke
Association guidelines support tar-
get blood glucose of 140-180 mg/dL,
though limited evidence to support
this guideline is noted.
BOTTOM LINE: Patients who un-
derwent intensive glucose control
regimens following acute ischemic
stroke did not have significantly
different functional outcomes at
90 days than those who had stan-
dard glucose control therapy.
CITATION: Johnston KC et al.
Intensive vs. standard treatment
of hyperglycemia and functional
outcome in patients with acute
ischemic stroke: The SHINE ran-
domized clinical trial. JAMA. 2019
Jul 23/30;322(4):326-35.

Dr. Fritz is assistant professor  
of medicine and the director of  

hospitalist operations.

By Joshua Mayer, DO

5 Risk associated with 
perioperative atrial 

fibrillation

CLINICAL QUESTION: Does 
new-onset perioperative/postoper-
ative atrial fibrillation (POAF) in-
crease risk of stroke and death?
BACKGROUND: New-onset POAF 
occurs with 10% of noncardiac sur-
gery and 15%-42% of cardiac surgery. 
POAF is believed to be self-limiting 
and most patients revert to sinus 
rhythm before hospital discharge. 
Previous studies on this topic are 
both limited and conflicting, but sev-
eral suggest there is an association of 
stroke and mortality with POAF.
STUDY DESIGN: Systematic review 
and meta-analysis. Odds ratios with 
95% confidence intervals were used 
for early outcomes and hazard ratios 
were used for long-term outcomes.
SETTING: Prospective and retro-
spective cohort studies.
SYNOPSIS: A total of 35 carefully 
selected studies were analyzed for a 
total of 2,458,010 patients. Outcomes 
of interest were early stroke or mor-
tality within 30 days of surgery and 
long-term stroke or mortality after 
30 days. The reference group was 
patients without POAF at baseline. 

Continued from page 19
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Subgroup analysis included sepa-
rating patients into cardiac surgery 
and noncardiac surgery.

New-onset POAF was associated 
with increased risk of early stroke 
(OR, 1.62; 95% CI, 1.47-1.80) and early 
mortality (OR, 1.44; 95% CI, 1.11-1.88). 

POAF also was 
associated with 
risk for long-term 
stroke (hazard 
ratio, 1.37; 95% 
CI, 1.07-1.77) 
and long-term 
mortality (HR, 
1.37; 95% CI, 1.27-
1.49). The risk of 
long-term stroke 

from new-onset POAF was highest 
among patients who received non-
cardiac surgery. 

Despite identifying high-quality 
studies with thoughtful analysis, 
some data had the potential for 
publication bias. The representative 
sample did not report paroxysmal vs. 
persistent atrial fibrillation separate-
ly. Furthermore, the study had the po-
tential to be confounded by detection 
bias of preexisting atrial fibrillation.
BOTTOM LINE: New-onset POAF is 
associated with early and long-term 
risk of stroke and mortality. Subse-
quent strategies to reduce this risk 

have yet to be determined.
CITATION: Lin MH et al. Perioper-
ative/postoperative atrial fibrilla-
tion and risk of subsequent stroke 
and/or mortality. Stroke. 2019 
May;50:1364-71.

Dr. Mayer is a hospitalist and  
assistant professor of medicine.

By Adam Merando, MD

6 Higher 10-day mortality of 
lower-acuity patients during 

times of increased ED crowding

CLINICAL QUESTION: Does ED 
crowding affect 10-day mortality for 
patients triaged as lower acuity who 
do not require inpatient hospitaliza-
tion and are discharged home?
BACKGROUND: Studies have as-
sessed mortality effect from ED 
crowding on high-acuity patients, 
but limited evidence exists for how 
this affects lower-acuity patients 
who are discharged home. 
STUDY DESIGN: Retrospective co-
hort study.
SETTING: Emergency department, 
Karolinska University Hospital, Sol-
na, Sweden.
SYNOPSIS: During 2009-2016, 705,813 
encounters seen in the ED, triaged 
to lower-acuity levels 3-5 and dis-
charged without further hospitaliza-

tion needs were identified. A total of 
623 patients died within 10 days of 
the initial ED visit (0.09%). The study 
evaluated the association of 10-day 
mortality with mean ED length of 
stay and ED-occupancy ratio.

The study 
demonstrated 
an increased 10-
day mortality for 
mean ED length 
of stay of 8 hours 
or more vs. less 
than 2 hours 
(adjusted odds 
ratio, 5.86; 95% CI, 
2.15-15.94). It also 

found an increased mortality rate 
for occupancy ratio quartiles with 
an aOR for quartiles 2, 3, and 4 vs. 
quartile 1 of 1.48 (95% CI, 1.14-1.92), 
1.63 (95% CI, 1.24-2.14), and 1.53 (95% 
CI, 1.15-2.03), respectively. 

While this suggests increased 10-
day mortality in this patient popu-
lation, additional studies should be 
conducted to determine if this risk is 
caused by ED crowding and length 
of stay or by current limitations in 
triage scoring. 
BOTTOM LINE: There is an in-
creased 10-day mortality rate for 
lower-acuity triaged patients who 
were discharged from the ED with-

out hospitalization experiencing 
increased ED length of stay and 
during times of ED crowding. 
CITATION: Berg L et al. Associations 
between crowding and 10-day mor-
tality among patients allocated lower 
triage acuity levels without need 
of acute hospital care on departure 
from the emergency department. 
Ann Emerg Med. 2019 Sep;74(3):345-56. 

Dr. Merando is a hospitalist and  
assistant professor of internal medicine.

By Justin Purdy, MD

7 Excess antibiotics and 
adverse events in patients 

with pneumonia

CLINICAL QUESTION: Do longer 
courses of antibiotics given to pa-
tients hospitalized with pneumonia 
result in higher rates of adverse 
events?
BACKGROUND: Past surveys of 
providers revealed a tendency to 
select longer durations of antibi-
otics to reduce disease recurrence, 
but recent studies have shown that 
shorter courses of antibiotics are 
safe and equally effective in treat-
ment for pneumonia. In addition, 
there has been a renewed focus on 
reducing unnecessary use of antibi-

Dr. Mayer
Dr. Merando
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Now Accepting Proposals
Don't miss your chance to present to a national audience. 
Submit your proposal for SHM's Research, Innovations 
and Clinical Vignettes – Scientific Abstract and Poster 
Competition at HM20.

Submission Deadline:  
Monday, December 2, 2019 at 11:59 PM ET.

Learn more
shmannualconference.org/RIV

Scientific Abstract 
Competition

November is about 
giving thanks.
We are grateful to you, our members, for making 
SHM such a welcoming community for hospital 
medicine professionals. 

Save the Date!  
National Hospitalist Day: March 5, 2020

#HowWeHospitalist 
hospitalmedicine.org/hospitalistday

Celebrate making a difference in the hospital medicine 
movement and in the lives of your patients.

Continued on following page
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SYNOPSIS: Of 1,139 studies 
screened; 32 met inclusion criteria: 
adult patients with adrenal adeno-
ma who had 12 or more months of 
follow-up and outcomes of interest. 
Larger adrenal adenomas were less 
likely to have significant change 
in size on repeat imaging than did 
smaller tumors. There was no ma-
lignant transformation observed. 

Development 
of Cushing syn-
drome was seen 
in 6 of 2,745 pa-
tients. Cardiomet-
abolic comorbid 
conditions were 
common in both 
MACE and NFAT 
patients with hy-
pertension being 

the most frequently reported (64% 
and 58.2% respectively). Worsening 
of dyslipidemia was observed in 
both groups. Weight gain and the 
development of type 2 diabetes 
occurred more frequently in MACE 

than in NFAT patients (21.0% vs. 
8.7%). In 1,356 patients, all-cause 
mortality was 11.2% (95% confi-
dence interval, 9.5%-13.0%) for both 
groups over a mean follow-up of 
56.3 months. Cardiovascular events 
accounted for 43.2% deaths. Lim-
itations included the small number 
of patients in the studies assessed 
and the inconsistent definition of 
outcomes. 
BOTTOM LINE: Patients with adrenal 
adenomas should be counseled on 
modifying cardiovascular risk factors 
whereas tumor growth, change in 
hormone production, and malignant 
transformation are less concerning 
based on the studies included. 
CITATION: Elhassan YS et al. Natural 
history of adrenal incidentalomas 
with and without mild autonomous 
cortisol excess: A systematic review 
and meta-analysis. Ann Intern Med. 
2019 Jun 25;121:107-16. 

Dr. Thompson is a hospitalist and 
assistant professor of medicine in the 
division of general internal medicine. 

otics to decrease adverse effects.
STUDY DESIGN: Retrospective co-
hort study.
SETTING: 43 hospitals in the Mich-
igan Hospital Medicine Safety Con-
sortium.
SYNOPSIS: A retrospective chart 
review of 6,481 patients hospitalized 
with pneumonia revealed that 67.8% 
of patients received excessive days 
of antibiotic treatment. On average, 
patients received 2 days of excessive 
treatment and 93.2% of the addition-
al days came in the form of antibiot-
ics prescribed at discharge. 

Excessive treatment was defined 
as more than 5 days for communi-
ty-acquired pneumonia (CAP) and 
more than 7 days for health care–
associated pneumonia, methicil-
lin-resistant Staphylococcus aureus, 
or gram-negative organisms. The 
authors adjusted for time to clinical 
stability when defining the expected 
duration of treatment. 

After statistical adjustment, ex-
cess antibiotic days were not asso-
ciated with increased rates of C. diff
infection, emergency department 
visits, readmission, or 30-day mortal-
ity. Additional treatment was associ-
ated with increased patient-reported 
adverse effects including diarrhea, 
gastrointestinal distress, and muco-
sal candidiasis.

The impact of this study is limit-
ed by a few factors. The study was 
observational and relied on provider 
documentation and patient report-
ing of adverse events. Also, it was 
published prior to updates to the In-
fectious Diseases Society of America 
CAP guidelines, which may affect 
how it will be interpreted once those 
guidelines are released.
BOTTOM LINE: Adherence to the 
shortest effective duration of an-
tibiotic treatment for pneumonia 
may lead to a reduction in the 
rates of patient reported adverse 
effects while not impacting treat-
ment success.
CITATION: Vaughn VM et al. Excess 
antibiotic treatment duration and 
adverse events in patients hospital-
ized with pneumonia: A multihos-
pital cohort study. Ann Intern Med. 
2019 Aug 6;171(3):153-63.
Dr. Purdy is a hospitalist and assistant 

professor of internal medicine.

By Farzana Hoque Sharmy, MD

8 A multicenter trial of vena 
cava filters in severely 

injured patients

CLINICAL QUESTION: Can early 
(within 72 hours) prophylactic place-
ment of inferior vena cava filter 

decrease the risk of pulmonary em-
bolism or death in severely injured 
patients?
BACKGROUND: Venous thrombo-
embolism and pulmonary embolism 
are common after major trauma. 
Anticoagulant prophylaxis usually 
is not considered because of the in-
creased risk of bleeding. Despite the 
limited data, many trauma centers 
use inferior vena cava (IVC) filters as 
a primary means to prevent pulmo-
nary embolism.
STUDY DESIGN: Randomized, con-
trolled, and multicenter trial.
SETTING: Four tertiary hospitals in 
Australia. 
SYNOPSIS: 240 major trauma pa-
tients were randomly assigned to 
receive either IVC filter or no IVC 
filter within 72 hours after admis-
sion. The primary endpoint was a 
composite of 90-day mortality or 
symptomatic pulmonary embolism 
confirmed on imaging. There was 
no difference in the rate of com-
posite outcome in those with IVC 
filter, compared with those with 
no IVC filter.
BOTTOM LINE: After major trauma, 
early prophylactic placement of IVC 
filter did not reduce the 90-day mor-
tality or incidence of symptomatic 
pulmonary embolism.
CITATION: Ho KM et al. A multi-
center trial of vena cava filters in 
severely injured patients. N Engl J 
Med. 2019 Jul 25;381:328-37.
Dr. Hoque Sharmy is a hospitalist and 
assistant professor of medicine in the 

division of hospital medicine.

By Keniesha Thompson, MD

9 Natural history of adrenal 
incidentalomas with and 

without mild autonomous 
cortisol excess

CLINICAL QUESTION: Is there sig-
nificant change in the tumor size 
or hormonal function of benign 
nonfunctioning adrenal tumors 
(NFATs) or adenomas causing mild 
autonomous cortisol excess (MACE) 
over time? 
BACKGROUND: Studies have sug-
gested that adrenal incidentalomas 
may increase risk of cardiometabolic 
disease in patients. Guidelines for 
repeat imaging and hormonal as-
sessment of adrenal incidentalomas 
are inconsistent because of inade-
quate studies. 
STUDY DESIGN: Systematic review 
and meta-analysis.
SETTING: MEDLINE, EMBASE, 
Cochrane Central Register of Con-
trolled Trials, Cochrane Database 
of Systematic Reviews, and Scopus 
were searched. 

Dr. Thompson

CLINICAL  |  In the Literature

How long should we continue 
DAPT after percutaneous 
coronary intervention?
This systemic review and network 
meta-analysis showed that short-
term (less than 6 months) dual- 
antiplatelet therapy (DAPT) had 
similar efficacy and safety, compared 
with standard 12-month DAPT dura-
tion. Increased noncardiac death 
and major bleeding-related events 
were associated with long-term 
DAPT (greater than 12 months). 
CITATION: Yin SH et al. Duration 
of dual antiplatelet therapy after 
percutaneous coronary inter-
vention with drug-eluting stent: 
Systemic review and network 
meta-analysis. BMJ. 2019 Jun 
28;365:l2222.

Safety-net hospitals and 
living in a disadvantaged 
neighborhood associated with 
increased readmission risk 
Retrospective observational data 
from Maryland demonstrated that 
residing in a disadvantaged neigh-
borhood or being discharged from 
a hospital serving a high propor-
tion of patients from disadvan-
taged neighborhoods (safety net) 
are independent factors associat-
ed with increased risk of readmis-
sion. 
CITATION: Jencks S et al. Safety- 
net hospitals, Neighborhood 
disadvantage, and readmis-
sions under Maryland’s all-payer 

program. Ann Intern Med. 2019 
Jul 16;171:91-8.

Measles 2019: Most cases 
occurred in close-knit, 
undervaccinated communities
A total of 1,249 measles cases 
were reported in the United States 
during  Jan. 1–Oct.1, 2019.

While 22 outbreaks were report-
ed in 17 states during 2019, the 
majority of measles cases occurred 
in a pair of outbreaks that start-
ed in late 2018, one in New York 
City and the other in New York 
state. These two outbreaks, which 
occurred in underimmunized, 
close-knit communities, accounted 
for 934 (75%) of the 2019 total. An 
additional six outbreaks in similar 
communities accounted for nearly 
half of the remaining reported 
cases.

Overall median patient age was 
6 years, with 31% being chil-
dren aged 1-4 years; 27% being 
school-age children aged 5-17 
years; and 29%, adults aged at 
least 18 years. The rate of patients 
who were either unvaccinated or 
had unknown vaccination status 
ranged from 87% to 91%. A total 
of 119 patients were hospitalized, 
20% of whom were younger than 1 
year; no deaths were reported.
CITATION: Patel M et al. MMWR 
Mor b Mortal Wkly Rep. 2019 
Oct 4. doi: 10.15585/mmwr.
mm6840e2.

SHORT TAKES
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INQUIRIES, NOMINATIONS AND EXPRESSIONS OF INTEREST, INCLUDING A CURRICULUM 
VITAE AND COVER LETTER, SHOULD BE SUBMITTED CONFIDENTIALLY VIA EMAIL TO 

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

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

Penn State Health Milton S. Hershey Medical Center invites applications and nominations for the position of Division Chief, Hospital 
Medicine. The successful candidate will be a nationally recognized academic leader with a substantial record of leadership, clinical 
and administrative accomplishments, education scholarship and/or research productivity and teaching experience. We seek 
candidates with prior administrative and leadership experience gained within a Department of Medicine, strong interpersonal and 
communication skills and demonstrated ability to effectively inspire, manage, mentor, and develop  
faculty and staff. Candidates must hold the degree of MD, DO, or equivalent, or MD/PhD, be board certified in internal medicine,  
and possess qualifications for appointment. 

The Division of Hospital Medicine at Penn State Health is made up of five teaching teams, five attending teams, two nocturnists, 
one consult team and one triage team. Together they provide inpatient care to 140+ hospitalized patients per day. The discipline of 
hospital medicine grew out of the increasing complexity of patients requiring hospital care and the need for dedicated clinicians to 
oversee their care. There are plans to further expand the number of providers, presenting a tremendous opportunity for a visionary 
leader to establish a national presence.

DIVISION CHIEF, HOSPITAL MEDICINE
DEPARTMENT OF MEDICINE

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

Heather Gonroski • 973-290-8259 • hgonroski@mdedge.com or 
Linda Wilson • 973-290-8243 • lwilson@mdedge.com

California 
• Fresno
• Modesto

Illinois 
• Belleville
• Greenville

Interested in travel?  
Check out our Reserves Program. 

Future leader? 
Apply for our Administrative Fellowship.

We proudly sponsor visa candidates!

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

• Redding
• San Diego

• San Jose
• San Mateo

Oregon
• Eugene

Missouri
• St. Louis

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

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

Make it part of your career.

MEDICAL DIRECTOR, HOSPITALISTS
AUGUSTA, GEORGIA

University Health Care System, a large, independent, non-academic community 
hospital, seeks a Medical Director to take its well established Hospitalist program 
to new levels of excellence. Our hospitalist team includes forty-five clinical 
hospitalists covering three campuses. The ideal candidate for this position has 
both a strong clinical background and strong leadership skills.

Qualifications
• Board Certified in Internal Medicine or Family Practice and current with specialty board

requirements for recertification
• Minimum of 5 years’ experience as a practicing Hospitalist physician
• Minimum of three years’ experience in a leadership role in a Hospitalist position
• Training and education in leadership and management principles strongly preferred
• Excellent written and verbal skills

Responsibilities
• Directs and supervises the University Medical Group Hospitalist Practice at the Main campus,

Summerville and McDuffie facilities
• Leads and coordinates interactions of the team to promote high quality care and achieve

optimal outcomes
• Sets direction for practice growth, to include recruitment and orientation of new team

members
• Serves as liaison between hospitalist team and other medical staff departments and the

primary care and specialty physicians
• Oversees and directs resident training for any assigned to the hospitalists’ practice settings

Augusta is situated on the beautiful Savannah River and offers a mild year round 
climate, low cost of living and a wonderful quality of life. Not only is Augusta 
known for the Masters Golf Tournament, the city has been recognized as one of the 
best metropolitan cities in which to live and retire.

Augusta is located only 2 hours from Atlanta, and Charlotte and 2.5 hours from 
Hilton Head and Charleston.
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Inspire health. Serve with compassion. Be the difference. 

Prisma Health-Upstate employs 16,000 people, including 1,200+ physicians on staff. Our system includes clinically excellent 
facilities with 1,627 beds across 8 campuses. Additionally, we host 19 residency and fellowship programs and a 4-year medical 
education program: University of South Carolina School of Medicine–Greenville, located on Prisma Health-Upstate’s Greenville 
Memorial Medical Campus. Prisma Health-Upstate also has developed a unique Clinical University model in collaboration with 
the University of South Carolina, Clemson University, Furman University, and others to provide the academic and research 
infrastructure and support needed to become a leading academic health center for the 21st century.

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

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

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

Available Opportunities: 
Nocturnist, Greenville Memorial Hospital

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

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

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

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

*Public Service Loan Forgiveness (PSLF) Program Qualified Employer*
Please submit a letter of interest and CV to: Natasha Durham, Physician Recruiter,

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

Hospitalist Opportunities
Gorgeous Lakes, Ideal Climate, Award-winning Downtown
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Join our Academic Hospital Medicine Program with one 
of the Premier Public Hospitals in the South

The Division of Hospital Medicine at the Emory University School of Medicine is currently seeking 
exceptional individuals to join our academic hospital medicine program at Atlanta’s Grady Memorial 
Hospital.  Ideal candidates will be BC/BE internists who possess outstanding clinical and interpersonal skills 
and who envision a fulfilling career in academic hospital medicine.  Emory hospitalists have opportunities to 
be involved in teaching, quality improvement, patient safety, health services research, and other professional 
activities.  Our hospitalists have access to faculty development programs within the Division and work with 
leaders focused on mentoring, medical education, and fostering research.  

We are recruiting now for both Nocturnist and Daytime positions, so apply today.  Applications will be 
considered as soon as they are received.  Emory University is an Equal Opportunity Employer.

Apply now for immediate openings!
Email your cover letter and CV to:
Dr. Joanna Bonsall, Director
c/o Tomeika Forde’, Program Coordinator
Phone: 404-727-4145
tforde@emory.edu

www.medicine.emory.edu/hospital-medicine

A position with our program includes:
• Generous salary and benefits
• Flexible scheduling and time off
• Teaching opportunities (day and night)
• On-site medical director and Sr. Clinical Advisor
• Broad range of clinical, academic, innovation, and
research experiences
• Faculty appointments commensurate with experience
• Full malpractice and tail coverage

Hospitalist/Nocturnist 
Cambridge Health Alliance (CHA)

Cambridge Health Alliance (CHA), a well-respected, nationally 
recognized and award-winning public healthcare system, is 
recruiting for part time and full time hospitalists and nocturnists. 
CHA is a teaching affiliate of both Harvard Medical School (HMS) 
and Tufts University School of Medicine. Our system is comprised 
of three campuses and an integrated network of both primary and 
specialty outpatient care practices in Cambridge, Somerville and 
Boston’s Metro North Region. 

• Full time and part time opportunities available
• Schedule will consist of daytime and nighttime shifts, nocturnist 

positions are available
• Academic Appointment at Harvard Medical School
• Opportunity to teach medical students and residents
• Two coverage locations approximately 5 miles apart
• Physician assistant support at both locations
• CHA’s hospitalist department consists of 25+ clinicians

Ideal candidates will be Board Certified, patient centered and 
demonstrate a strong commitment to work with a multicultural, 
underserved patient population. Experience and interest in 
performing procedures and community ICU coverage preferred. 
At CHA we offer a supportive and collegial environment, a strong 
infrastructure, a fully integrated electronic medical record system 
(EPIC) and competitive salary/benefits package.

Please visit www.CHAproviders.org to learn more and apply 
through our secure candidate portal. CVs may be sent directly to 
Kasie Marchini at ProviderRecruitment@challiance.org. CHA’s 
 Department of Provider Recruitment may be reached by phone at 
(617) 665-3555 or by fax at (617) 665-3553.

We are an equal opportunity employer and all qualified applicants 
will receive consideration for employment without regard to race, 
color, religion, sex, sexual orientation, gender identity, national 
origin, disability status, protected veteran status, or any other 
characteristic protected by law.

Find your next job today!
 visit SHMCAREERCENTER.ORG 
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HOSPITALISTS/ NOCTURNISTS 
NEEDED IN SOUTHEAST LOUISIANA

Ochsner Health System is seeking physicians to join our 
hospitalist team. BC/BE Internal Medicine and Family Medicine 
physicians are welcomed to apply. Highlights of our opportunities are:
 Hospital Medicine was established at Ochsner in 1992. We have a stable 50+ member

group
 7 on 7 off block schedule with flexibility
 Dedicated nocturnists cover nights
 Base plus up to 40K in incentives
 Average census of 14-18 patients
 E-ICU intensivist support with open ICUs at the community hospitals
 EPIC medical record system with remote access capabilities
 Dedicated RN and Social Work Clinical Care Coordinators
 Community based academic appointment
 The only Louisiana Hospital recognized by US News and World Report Distinguished

Hospital for Clinical Excellence award in 3 medical specialties
 Co-hosts of the annual Southern Hospital Medicine Conference
 We are a medical school in partnership with the University of Queensland providing

clinical training to third and fourth year students
 Leadership support focused on professional development, quality improvement, and

academic committees & projects
 Opportunities for leadership development, research, resident and medical student

teaching
 Skilled nursing and long term acute care facilities seeking hospitalists and mid-levels with

an interest in geriatrics
 Paid malpractice coverage and a favorable malpractice environment in Louisiana
 Generous compensation and benefits package

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

Interested physicians should click here to apply online.  

Visit ochsner.org/physician  Job Number 00022186

Sorry, no opportunities for J1 applications.

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

Ochsner Health System is seeking physicians to join our 

Employment Opportunity in the Beautiful 
Adirondack Mountains of Northern New York

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

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

Adirondacks have to offer! 

Come live where others vacation!

• Convenient schedules
• Competitive salary & benefits
• Unparalleled quality of life
• Family friendly community
• Excellent schools
• Nearby Whiteface

Mountain ski resort
• Home of the 1932 & 1980

Winter Olympics and current
Olympic Training Center

• Annual lronman Competition
• World Cup Bobsled and

Ski Events
• Abundant arts community

Hike, fish, ski, golf, boat or simply relax 
and take in the beauty and serenity of  
the Adirondack Mountains 

Contact: Joanne Johnson 
518-897-2706 
jjohnson@adirondackhealth.org
www.adirondackhealth.org

To learn more, visit www.the-hospitalist.org and  
click “Advertise” or contact
Heather Gonroski • 973-290-8259 • hgonroski@mdedge.com or 
Linda Wilson • 973-290-8243 • lwilson@mdedge.com

To advertise in  
The Hospitalist or the  

Journal of Hospital Medicine

CONTACT: 
Heather Gonroski 

973.290.8259 
hgonroski@mdedge.com

or
Linda Wilson 

973.290.8243 
lwilson@mdedge.com
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Penn State Health is a multi-hospital health system serving patients and communities across central Pennsylvania. We are seeking 
IM/FM trained physicians interested in joining the Penn State Health family in various settings within our system.

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

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

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

No J1 visa waiver sponsorships available

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

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

hpeffley@pennstatehealth.psu.edu

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

Hospitalist Opportunities with  
Penn State Health

Hospitalists and Nocturnists 
Opportunities Available
Your work is your passion. But it’s not your whole life. Join a system that supports your need  
to balance work and home life. You can find great dining, art, entertainment, and culture in  
our cities, as well as peace and quiet in our rural areas. With opportunity for advancement  
and great schools and colleges nearby, it’s a great place to grow your career and your family.

UPMC Pinnacle — a growing, multisite health system in south central Pennsylvania — 
can meet your needs at one of our seven acute care hospitals

Join our Hospitalist Team

■ Traditional block and flexible schedules
■ Closed and open ICU environments available with options for procedures and dedicated code teams
■	Competitive salary — above MGMA median salary
■	Additional compensation for nocturnist and ICU coverage
■	Strong advanced practice provider support at all locations
■	Great administrative and clinical leadership support

Schedule a call with our recruiter today!

Wayne Saxton, FASPR
Physician Recruiter
717-231-8383
Saxtondw@upmc.edu

Work.

Live.

Balance.

EOEUPMC Pinnacle is an Equal Opportunity Employer.

UPMCPinnacle.com/Providers
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   Make your next smart move. Visit shmcareercenter.org.

Hospitalist Opportunities Available
The Berkshires ~
Western Massachusetts

Berkshire Health Systems is currently seeking BC/BE Internal 
Medicine & Med/Peds physicians to join our comprehensive 
Hospitalist Department

• Day, Evening and Nocturnist positions
• 7 on/7 off 10 hour shift schedule
• Previous Hospitalist experience is preferred

Located in Western Massachusetts Berkshire Medical Center is the 
region’s leading provider of comprehensive health care services

• 302-bed community teaching hospital
• A major teaching affiliate of the University of 

Massachusetts Medical School
• The latest technology including a system-wide electronic health record
• A closed ICU/CCU
• A full spectrum of Specialties to support the team.

We understand the importance of balancing work with a healthy 
personal lifestyle

• Located just 2½ hours from Boston and New York City
• Small town New England charm
• Excellent public and private schools
• World renowned music, art, theater, and museums
• Year round recreational activities from skiing to kayaking,

this is an ideal family location.
Berkshire Health Systems offers a competitive salary and benefits 
package, including relocation.

Where Quality of Life and Quality of Care Come Together

Interested candidates are invited to contact:
Liz Mahan • (413) 395-7866 
Emahan@bhs1.org
Apply online at: www.berkshirehealthsystems.org

Facilities: 
Ballad Health Southwest Virginia 
Johnston Memorial Hospital, Russell County Medical Center, Smyth County 
Community Hospital, Norton Community Hospital, Mountain View Regional 
Medical Center, Lonesome Pine Hospital 

Ballad Health Northeast Tennessee 
Johnson City Medical Center, Holston Valley Medical Center, Bristol Regional 
Medical Center and Hawkins County Memorial Hospital 

 

Hospitalist & Nocturnist Opportunities in SW Virginia & NE Tennessee 
Ballad Health, located in Southwest Virginia and Northeast Tennessee, is 
currently seeking Full Time, BE/BC, Day Shift Hospitalists and Nocturnist 
Hospitalists to join its team. 

Qualified candidates will work within Ballad Health Facilities and will need 
an active Virginia and/or Tennessee license, depending on facility location. 

Full time positions with the following incentives: 

 Hospital Employed (earning potential, exceeding $300K per year)
 Day and Nocturnist Shifts (7 days on – 7 days off)
 Competitive Annual Salary
 Performance Bonus & Production Bonus
 Excellent Benefits
 Generous Sign On Bonus
 Relocation Assistance
 Teaching and Faculty Opportunities with System Residency Programs
 Critical Care Physician Coverage in most of the facilities CCU/PCUs
 Opportunity to Participate in Award-Winning Quality Improvement Projects

Please Contact:
Tina McLaughlin, CMSR
Ballad Health Senior Physician Recruiter

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

To advertise in 
The Hospitalist or the 

Journal of Hospital Medicine

CONTACT: 

Heather Gonroski Linda Wilson
973.290.8259 or 973.290.8243

hgonroski@mdedge.com lwilson@mdedge.com
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Was the success of hospital medicine inevitable?
Early on, SHM defined the specialty

By Larry Wellikson, MD, MHM

W hen I started at the 
Society of Hospital 
Medicine – known 
then as the National 

Association of Inpatient Physicians 
(NAIP) – in January 2000, Bill Clin-
ton was still president. There were 
probably 500 hospitalists in the 
United States, and SHM had about 
200-250 members.

  It was so long ago that the iPhone
hadn’t been invented, Twitter wasn’t 
even an idea, and Amazon was an 
online book store. SHM’s national 
offices were a cubicle at the American 
College of Physicians headquarters in 
Philadelphia, and our entire staff was 
me and a part-time assistant.

We have certainly come a long 
way in my 20 years as CEO of SHM.

When I first became involved with 
NAIP, it was to help the board with 
their strategic planning in 1998. At 
that time, the national thought lead-
ers for the hospitalist movement 
(the term hospital medicine had not 
been invented yet) predicted that 
hospitalists would eventually do 
the inpatient work for about 25% of 
family doctors and for 15% of inter-
nists. Hospitalists were considered 
to be a form of “general medicine” 
without an office-based practice.

One of the first things we set 
about doing was to define the new 
specialty of hospital medicine be-
fore anyone else (e.g., American 
Medical Association, ACP, American 
Academy of Family Physicians, 
American Academy of Pediatrics, 
the government) defined us.

Most specialties were defined by 
a body organ (e.g., cardiology, renal), 
a population (e.g., pediatrics, geriat-
rics), or a disease (e.g., oncology), and 
there were a few other site-specific 
specialties (e.g., ED medicine, critical 
care). We felt that, to be a specialty, 
we needed certain key elements:
• Separate group consciousness
• Professional society
• Distinct residency and fellowship

programs
• Separate CME
• Distinct educational materials

(e.g., textbooks)
• Definable and distinct competen-

cies
• Separate credentials – certification

and/or hospital insurance driven
Early on, SHM defined the Core 
Competencies for Hospital Medi-
cine for adults in patient care and, 

eventually, for pediatric patients. 
We rebranded our specialty as hos-
pital medicine to be more than just 
inpatient physicians, and to broadly 
encompass the growing “big tent” 
of SHM that included those trained 
in internal medicine, family medi-
cine, pediatrics, med-peds, as well as 
nurse practitioners, physician assis-
tants, pharmacists, and others.

We were the first and only spe-
cialty society to set the standard 
for hospitalist compensation (how 
much you are paid) and productiv-
ity (what you are expected to do) 
with our unique State of Hospital 
Medicine (SOHM) Report. Other spe-
cialties left this work to the Medical 
Group Management Association, the 
AMA, or commercial companies.

Our specialty was soon being asked 
to do things that no other group of 
clinicians was ever asked to do.

Hospitalists were expected to 

Save Money by reducing length of 
stay and the use of resources on the 
sickest patients. Hospitalists were 
asked to Improve Measurable Qual-
ity at a time when most other physi-
cians or even hospitals weren’t even 
being measured.

We were expected to form and 
Lead Teams of other clinicians 
when health care was still seen as a 
solo enterprise. Hospitalists were ex-
pected to Improve Efficiency and to 
create a Seamless Continuity, both 
during the hospital stay and in the 
transitions out of the hospital.

Hospitalists were asked to do 
things no one else wanted to do, 
such as taking on the uncompen-
sated patients and extra hospital 
committee work and just about any 
new project their hospital wanted 
to be involved in. Along the way, 
we were expected to Make Other 
Physicians’ Lives Better by taking 
on their inpatients, inpatient calls, 
comanagement with specialists, and 
unloading the ED.

And both at medical schools and 
in the community, hospitalists be-
came the Major Educators of med-
ical students, residents, nurses, and 

other hospital staff.
At the same time, SHM was focus-

ing on becoming a very unique med-
ical professional society.

SHM built on the energy of our 
young and innovative hospitalists 
to forge a different path. We had no 
reputation to protect. We were not 
bound like most other specialty so-
cieties to over 100 years of “the way 
it’s always been done.”

While other professional soci-
eties thought their role in quality 
improvement was to pontificate 
and publish clinical guidelines 
that often were little used, SHM 
embarked on an aggressive, hands-
on, frontline approach by starting 
SHM’s Center for Quality Improve-
ment. Over the last 15 years, the 
center has raised millions of dollars 
to deliver real change and improve-
ment at hundreds of hospitals 
nationwide, many times bringing 

work plans and mentors to support 
and train local clinicians in quality 
improvement skills and data collec-
tion. This approach was recognized 
by the National Quality Forum and 
the Joint Commission with their 
prestigious John Eisenberg Award 
for Quality Improvement.

When we went to Washington 
to help shape the future of health 
care, we did not ask for more mon-
ey for hospitalists. We did not ask 
for more power or to use regula-
tions to protect our new specialty. 
Instead, we went with ideas of 
how to make acute medical care 
more effective and efficient. We 
could show the politicians and the 
regulators how we could reduce 
incidence of deep vein thrombosis 
and pulmonary emboli, how we 
could make the hospital discharge 
process work better, how we could 
help chart a smoother medication 
reconciliation process, and so 
many other ways the system could 
be improved.

And even the way SHM generat-
ed our new ideas was uniquely dif-
ferent than other specialties. Way 
back in 2000 – long before Twitter 

and other social media were able 
to crowdsource and use the Inter-
net to percolate new ideas – SHM 
relied on our members’ conversa-
tions on the SHM electronic mail 
discussion list to see what hospi-
talists were worried about, and 
what everyone was being asked to 
do, and SHM provided the resourc-
es and initiatives to support our 
nation’s hospitalists.

From these early conversations, 
SHM heard that hospitalists were 
being asked to Lead Change with-
out much of an idea of the skills 
they would need. And so, the SHM 
leadership academies were born, 
which have now educated more 
than 2,700 hospitalist leaders.

Early on, we learned that hospi-
talists and even their bosses had no 
idea of how to start or run a success-
ful hospital medicine group. SHM 
started our practice management 
courses and webinars and we devel-
oped the groundbreaking document, 
Key Characteristics of Effective Hos-
pital Medicine Groups. In a typical 
SHM manner, we challenged most of 
our members to improve and get bet-
ter rather trying to defend the status 
quo. At SHM, we have constantly felt 
that hospital medicine was a “work 
in progress.” We may not be perfect 
today, but we will be better in 90 days 
and even better in a year.

I have more to say about how we 
got this far and even more to say 
about where we might go. So, stay 
tuned and keep contributing to the 
future and success of SHM and hos-
pital medicine.

Dr. Wellikson is the CEO of SHM. 
He has announced his plan to 
retire from SHM in late 2020. 
This article is the first in a series 
celebrating Dr. Wellikson’s tenure 
as CEO.

CEO CORNER

“ While other professional societies thought their 
role in quality improvement was to pontificate and 
publish clinical guidelines that often were little used, 
SHM embarked on an aggressive, hands-on, frontline 
approach.”
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Gender bias and pediatric hospital medicine
Where do we go from here?

By Anika Kumar, MD, FAAP

A utumn is a busy time for 
pediatric hospitalists, 
with this autumn being 
particularly eventful as 

the first American Board of Pediat-
rics (ABP) certifying exam for Pedi-
atric Hospital Medicine (PHM) will 
be offered on Nov. 12, 2019.

  More than 1,600 med/peds and 
pediatric hospitalists applied to be 
eligible for the 2019 exam, 71% of 
whom were women. At least 3.9% 
of those applicants were denied 
eligibility for the 2019 exam. These 
denials resulted in discussions on 
the American Academy of Pediatrics 
Section on Hospital Medicine (AAP 
SOHM) email listserv related to un-
intentional gender bias.

PHM was first recognized as a 
subspecialty by the American Board 
of Medical Specialties in December 
2015. Since that time, the ABP’s PHM 
sub-board developed eligibility cri-
teria for practicing pediatric and 
med/peds hospitalists to apply for 
the exam. The sub-board identified 
three paths: a training pathway for 
applicants who had completed a 
2-year PHM fellowship, a practice
pathway for those satisfying ABP
criteria for clinical activity in PHM,
and a combined pathway for appli-
cants who had completed PHM fel-
lowships lasting less than 2 years.

Based on these pathways, 1,627 ap-
plicants applied for eligibility for the 
first PHM board certification exam. 
However, many concerns arose with 
the practice pathway eligibility cri-
teria, which initially included:
• General pediatrics board certifica-

tion.
• PHM practice “look back” period

ends on or before June 30 of the
exam year and starts 4 years ear-
lier.

• More than 0.5 full-time equivalent
professional PHM-related activi-
ties (patient-care, research, admin-
istration), defined as more than
900 hours/year every year for the
preceding 4 years.

• More than 0.25 FTE direct patient
care of hospitalized children,
defined as more than 450 hours/
year every year for the preceding
4 years.

• Practice covers the full range of
hospitalized children with regard
to age, diagnoses, and complexity.

• Practice interruptions cannot
exceed 3 months in the preceding

4 years, or 6 months in the preced-
ing 5 years.

• Practice experience and hours
were acquired in the United States
and Canada.
The start date and practice inter-

ruptions criteria in the practice path-
way posed hurdles for many female 
applicants. Many women voiced con-
cerns about feeling disadvantaged 
when applying for the PHM certify-
ing exam and some of these women 
shared their concerns on the AAP 
SOHM email listserv. In response to 
these concerns, the PHM community 
called for increased transparency 
from the ABP related to denials, 
specifically related to unintentional 
gender bias against women applying 
for the exam. 

David Skey, MD, and Jamee Wal-
ters, MD, pediatric hospitalists at 
Arnold Palmer Medical Center in 
Orlando, drafted a petition with 
the help of legal counsel that “de-
mand[ed] immediate action,” and 
“request[ed] a formal response from 
the ABP regarding the practice path-
way criteria.” The petition also stat-
ed that there were insufficient data 
to determine if the practice pathway 
“disadvantages women.” The peti-
tion asked the ABP to “facilitate a 
timely analysis to determine if gen-
der bias” was present, or to perform 
an internal analysis and “release the 
findings publicly.”

The petition was shared with the 
PHM community via the AAP SOHM 
listserv on July 29, 2019, and submit-
ted to the ABP on Aug. 6, 2019, with 
1,479 signatures. 

On Aug. 29, 2019, the ABP’s re-
sponse was shared on the AAP 
SOHM email listserv and was later 
published in the Journal of Hospital 
Medicine. In its response, the ABP 
stated that the gender bias alle-
gation was “not supported by the 
facts” as there was “no significant 
difference between the percentage 
of women and men who were de-
nied” eligibility.” In addressing the 
gender bias allegations and clarify-
ing the practice pathway eligibility, 
the ABP removed the practice inter-
ruption criteria and modified the 
practice pathway criteria as follows:
• General pediatrics board certifica-

tion.
• PHM practice started on or before

July 2015 (for board eligibility in
2019).

• Professional PHM-related activi-
ties (patient-care, research, admin-

istration), defined as more than 
900-1,000 hours/year every year
for the preceding 4 years.

• Direct patient care of hospitalized
children, defined as more than 
450-500 hours/year every year for
the preceding 4 years.

• Practice covers the full range of
hospitalized children with regard
to age, diagnoses, and complexity.

• Practice experience and hours
were acquired in the United States
and Canada.
Following the release of the ABP’s

response, many members of the 
PHM community remain concerned 
about the ABP’s revised criteria. Arti 
Desai, MD, pediatric hospitalist at 
Seattle Children’s and senior author 
on a “Perspectives in Hospital Med-
icine” in JHM, was appreciative that 
the ABP chose to remove the prac-
tice interruptions criterion. How-
ever, she and her coauthors remain 
concerned about lingering gender 
bias in the ABP’s practice pathway 
eligibility criteria surrounding the 
“start date” criterion. They state that 
this criterion differentially affects 
women, as women may take time off 
during or after residency for mater-
nity or family leave.

Other members of the PHM com-
munity also expressed concerns 
about the ABP’s response to the 
PHM petition. Beth C. Natt, MD, di-
rector of pediatric hospital medicine 
regional programs at Connecticut 
Children’s in Hartford, felt that the 
population may have been self-se-
lected, as the ABP’s data were lim-
ited to individuals who applied for 
exam eligibility. She was concerned 
that the data excluded pediatric 
hospitalists who chose not to ap-
ply because of uncertainty about 
meeting eligibility criteria. Klint 
Schwenk, MD, pediatric hospitalist 
at Norton Children’s Hospital in 
Louisville, Ky., said he wished the 
ABP had addressed the number of 
pediatric hospitalists who elected 
not to apply based on fear of ineligi-
bility before concluding that there 
was no bias. 

Courtney Edgar-Zarate, MD, 
associate program director of the 
internal medicine/pediatrics resi-
dency at the University of Arkansas, 
expressed concerns that the ABP’s 
stringent clinical patient care hours 
criterion may unintentionally result 
in ineligibility for many mid-career 
or senior med/peds hospitalists.   

The Society of Hospital Medi-

cine shared its position in regard 
to the ABP’s response in a Special 
Announcement in JHM. In it, SHM’s 
pediatric leaders stated that SHM 
would continue to support all hos-
pitalists, independent of board eli-
gibility status, and would continue 
to offer these hospitalists the mer-
it-based Fellow designation. They 
also proposed future directions for 
the ABP, including a Focused Prac-
tice Pathway in Hospital Medicine 
(FPHM), such as what the American 
Board of Internal Medicine and the 
American Board of Family Medicine 
have adopted for board recertifica-
tion. This maintenance of certifica-
tion program that allows physicians 
primarily practicing in inpatient 
settings to focus their continuing 
education on inpatient practice, and 
is not a subspecialty.

SHM’s pediatric leaders hope that 
rather than excluding those who 
are not PHM board eligible/certi-
fied, institutions and professional 
organizations will consider all qual-
ifications when hiring, mentoring, 
and promoting physicians who care 
for hospitalized children. SHM is 
leading the way, and will continue 
to allow all hospitalists who care 
for children to receive Fellow desig-
nation.

For a longer version of this article, 
and a full list of references, please 
visit www.the-hospitalist.org/hos-
pitalist/article/210028/pediatrics/
gender-bias-and-pediatric-hospi-
tal-medicine.

 Dr. Kumar is clinical assistant 
professor of pediatrics at the 
Cleveland Clinic Lerner College 
of Medicine at Case Western 
Reserve University and a pediatric 
hospitalist at Cleveland Clinic 
Children’s. She is the pediatric 
editor of The Hospitalist.
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