
By Larry Beresford

P
hysician stress and burnout 

remain major concerns for the 

U.S. health care system, with 

frustrations over the electronic 

health record driving much of the dis-

satisfaction experienced in the hospi-

tal.1 Underlying the EHR conundrum is 

a deeper question: Is entering clinical 

data on a computer the best use of a 

doctor’s time and skills? Or could a 

portion of that clerical function be del-

egated to nonphysicians?

Trained medical scribes, charting 

specialists who input EHR data for 

physicians on rounds, have been of-

fered as a potential solution. But while 

scribes have been used and tested by 

different hospitalist groups around 
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the country, the concept has not taken 

off in hospital medicine the way it has 

in certain other settings, such as emer-

gency departments. 

“The demand for scribes doesn’t 

seem to have materialized in a big 

way for hospital medicine,” said John 

Nelson, MD, MHM, a hospitalist and 

consultant in Bellevue, Wash., and a 
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Hospitalist  
Movers and Shakers

By Matt Pesyna

George Kasarala, MD, recently was 

named the hospitalist medical di-

rector at Nash UNC Health Care in 

Rocky Mount, N.C. Dr. Kasarala will 

guide Nash UNC’s team of hospital-

ists, a program that has partnered 

with Sound Physicians.

Dr. Kasarala has a wealth of hospi-

talist experience, serving in a variety 

of positions since 2012. He comes 

to Nash UNC from Vidant Medical 

Center in Greenville, N.C. Prior to 

that, he was the associate hospitalist 

program director at the Apogee Hos-

pitalist program in Elkhart, Ind. 

In addition to his medical degree 

from Saint Louis University, Dr. 

Kasarala holds an MBA from the 

University of Findlay (Ohio).

Donald W. Woodburn, MD, has been 

selected as the new medical director 

at Carolinas Primary Care in Wades-

boro, S.C. The 

longtime internist 

and hospitalist 

will stay in his 

role directing pri-

mary care for the 

facility, which is 

operated by Atri-

um Health.

Dr. Woodburn 

most recently was 

medical director for AnMed Hospi-

talist Services in Anderson, S.C.

Rita Goyal, MD, has been hired as 

chief medical officer of ConcertCare, 

a health care technology company 

based in Birmingham, Ala. Dr. Goyal 

has expertise in both medicine and 

business was cited as the key to her 

appointment. She founded a Web-

based medical consultation business 

in 2017, virtualMDvisit.net.

Dr. Goyal is an academic hospi-

talist at the University of Alabama, 

Birmingham, and will continue to 

serve as a hospitalist and in the Uni-

versity’s urgent care system.

Nirupma Sharma, MD, has been 

named chief of the newly minted 

division of pediatric hospital med-

icine at Augusta (Ga.) University 

Health. Dr. Sharma will oversee the 

pediatric hospitalist staff, including 

education, research, and clinical as-

sistance. 

Dr. Sharma has been the medical 

director of the 4C unit at Children’s 

Hospital of Georgia in Augusta. She 

also has served as associate director 

of the Medical College of Georgia’s 

department of pediatrics clerkship 

program.

Vineet Arora, MD, MHM, was re-

cently named one of the top 10 doc-

tors to follow on Twitter by Becker’s 

Hospital Review. Dr. Arora is an ac-

ademic hospitalist at University of 

Chicago Medicine.

Using the hashtag #meded, Dr. 

Arora provides a wealth of medical 

knowledge on Twitter, currently 

boasting more than 29,000 followers 

on that social me-

dia platform. She 

also serves as the 

Journal of Hos-

pital Medicine’s 

deputy social 

media editor, and 

blogs about topics 

trending in resi-

dent education.

Aspirus Iron River (Mich.) Hos-

pital has partnered with iNDI-

GO Health Partners to create a 

telehealth hospitalist program at 

night. iNDIGO, a private hospi-

talist group, will utilize two-way 

video to treat Aspirus patients 

during overnight hours.

The telehealth providers with 

iNDIGO are part of the staff at 

Aspirus Iron River and are famil-

iar with the facility’s procedures. 

The remote physicians will be in 

contact with staff at the hospital, 

providing direction after meeting 

with patients via the video system.

The Hospitals of Providence Me-

morial Campus in El Paso, Tex., 

intends to have specialists on site 

at all times for expectant mothers 

after recently adopting an obstet-

ric hospitalist program. 

The OB hospitalists will be 

available to address patient con-

cerns and medical emergencies 

that occur outside of normal 

hours for patients’ primary obste-

tricians. 

All OB hospitalists will be 

board-certified OB physicians. 

The goal is to decrease wait times 

for expectant mothers. 

Business Moves

CAREER NEWS

Dr. Arora

Dr. Woodburn

November 2018

Volume 22     No. 11

BPA Worldwide is a global industry 

resource for verified audience data and 

The Hospitalist is a member.

THE SOCIETY OF HOSPITAL MEDICINE
Phone: 800-843-3360  

Fax: 267-702-2690 
Website: www.HospitalMedicine.org
Laurence Wellikson, MD, MHM, CEO

Vice President of Marketing & 
Communications 

Lisa Zoks  
lzoks@hospitalmedicine.org

 Marketing Communications Manager  
Brett Radler 

bradler@hospitalmedicine.org
Marketing Communications Specialist  

Felicia Steele  
fsteele@hospitalmedicine.org

SHM BOARD OF DIRECTORS 
President  

Nasim Afsar, MD, SFHM
President-Elect   

Christopher Frost, MD, SFHM
Treasurer   

Danielle Scheurer, MD, MSRC, SFHM
Secretary  Tracy Cardin, ACNP-BC, SFHM

Immediate Past President 
Ron Greeno, MD, FCCP, MHM

Steven B. Deitelzweig, MD, MMM, FACC, 
FACP, SFHM

Howard R. Epstein, MD, SFHM
Kris Rehm, MD, SFHM

Bradley Sharpe, MD, FACP, SFHM
Jerome C. Siy, MD, SFHM

Rachel Thompson, MD, MPH, SFHM
Patrick Torcson, MD, MMM, SFHM

FRONTLINE MEDICAL  
COMMUNICATIONS ADVERTISING STAFF

VP/Group Publisher; Director,  
FMC Society Partners   

Mark Branca
Directors, Business Development   

Valerie Bednarz, 973-206-8954  
cell 973-907-0230 

vbednarz@mdedge.com 
Artie Krivopal, 973-206-8218  

cell 973-202-5402
Classified Sales Representative   
Heather Gonroski, 973-290-8259  

hgonroski@mdedge.com
Linda Wilson, 973-290-8243  

lwilson@mdedge.com
Senior Director of Classified Sales   

Tim LaPella, 484-921-5001  
cell 610-506-3474 tlapella@mdedge.com

Advertising Offices  7 Century Drive,  
Suite 302, Parsippany, NJ 07054-4609  

973-206-3434, fax 973-206-9378

To learn more about SHM’s relationship with industry partners, visit www.hospitalmedicine.com/industry.

PHYSICIAN EDITOR  

Danielle B. Scheurer, MD, SFHM, MSCR; 
scheured@musc.edu

PEDIATRIC EDITOR
Weijen Chang, MD, FACP, SFHM 

Weijen.ChangMD@baystatehealth.org

COORDINATING EDITORS
Dennis Chang, MD 

The FuTure hospiTalisT

Jonathan Pell, MD 
Key CliniCal Guidelines

CONTRIBUTING WRITERS 
Larry Beresford; Yelena Burklin, MD; 

Karen Clarke, MD, MPH, FHM, MS, FACP;  
Bradley Flansbaum, DO, MPH, MHM; 

Mirna Giordano, MD;  
Brian Harte, MD, SFHM; Edward Hu, MD; 

Kyle James, MD;  
Ketino Kobaidze, MD, PhD;  

Charles Locke, MD;  
Leonard J. Marcus, PhD; Ryan Marten, MD; 

Jessica Nave, MD; Matt Pesyna;  
Willie H. Smith Jr., MD;  

Andrew White, MD, SFHM;  
Lucy Witt, MD, MPH

FRONTLINE MEDICAL 
COMMUNICATIONS EDITORIAL STAFF

Editor in Chief  Mary Jo M. Dales
Executive Editors  Denise Fulton,  

Kathy Scarbeck
Editor  Richard Pizzi

Creative Director  Louise A. Koenig
Director, Production/Manufacturing  

Rebecca Slebodnik

EDITORIAL ADVISORY BOARD 
Geeta Arora, MD; Michael J. Beck, MD;
Harry Cho, MD; Marina S. Farah, MD, 
MHA; Stella Fitzgibbons, MD, FACP, 
FHM; Benjamin Frizner, MD, FHM;

Nicolas Houghton, DNP, RN, ACNP-BC;
James Kim, MD; Melody Msiska, MD;

Venkataraman Palabindala, MD, SFHM;
Raj Sehgal, MD, FHM; Rehaan Shaffie, 

MD; Kranthi Sitammagari, MD;
Amith Skandhan, MD, FHM;

Lonika Sood, MD, FACP, FHM;
Amanda T. Trask, FACHE, MBA, MHA, 

SFHM; Amit Vashist, MD, FACP;
Jill Waldman, MD, SFHM

THE HOSPITALIST is the official newspaper of the Society 
of Hospital Medicine, reporting on issues and trends in 
hospital medicine. THE HOSPITALIST reaches more than 
35,000 hospitalists, physician assistants, nurse practitioners, 
medical residents, and health care administrators interested 
in the practice and business of hospital medicine. Content 
for THE HOSPITALIST is provided by Frontline Medical 
Communications. Content for the Society Pages is provided 
by the Society of Hospital Medicine.

Copyright 2018 Society of Hospital Medicine. All rights 
reserved. No part of this publication may be reproduced, 
stored, or transmitted in any form or by any means 
and without the prior permission in writing from the 
copyright holder. The ideas and opinions expressed in 
THE HOSPITALIST do not necessarily reflect those of the 
Society or the Publisher. The Society of Hospital Medicine 
and Frontline Medical Communications will not assume 
responsibility for damages, loss, or claims of any kind 
arising from or related to the information contained in this 
publication, including any claims related to the products, 
drugs, or services mentioned herein.

Letters to the Editor: rpizzi@mdedge.com 

The Society of Hospital Medicine’s headquarters is located 
at 1500 Spring Garden, Suite 501, Philadelphia, PA 19130.

Editorial Offices:  2275 Research Blvd, Suite 400, Rockville, 
MD 20850, 240-221-2400, fax 240-221-2548

THE HOSPITALIST (ISSN 1553-085X) is published monthly 
for the Society of Hospital Medicine by Frontline Medical 
Communications Inc., 7 Century Drive, Suite 302, Par-
sippany, NJ 07054-4609. Print subscriptions are free for 
Society of Hospital Medicine members. Annual paid sub-
scriptions are available to all others for the following rates:

Individual: Domestic – $175 (One Year), $327 (Two Years), 
$471 (Three Years)  Canada/Mexico – $258 (One Year), 
$475 (Two Years), $717 (Three Years)  Other Nations-
Surface – $319 (One Year), $615 (Two Years), $901 
(Three Years)  Other Nations-Air – $410 (One Year), $795 
(Two Years), $1,204 (Three Years)

Institution: United States – $364;  
Canada/Mexico – $441  All Other Nations – $511

Student/Resident: $51

Single Issue: Current – $35 (US), $47 (Canada/Mexico), 
$59 (All Other Nations)  Back Issue – $47 (US), $59 
(Canada/Mexico), $71 (All Other Nations)

POSTMASTER: Send changes of address (with old mailing 
label) to THE HOSPITALIST, Subscription Services, P.O. Box 
3000, Denville, NJ 07834-3000.

RECIPIENT: To subscribe, change your address, purchase 
a single issue, file a missing issue claim, or have any 
questions or changes related to your subscription, call 
Subscription Services at 1-833-836-2705 or e-mail 
custsvc.hosp@fulcoinc.com.



the-hospitalist.org   

|
   7   

|
   November 2018

ANALYSIS

Dealing with HM staffing shortages
Persistent demand for hospitalists nationally

By Andrew White, MD, SFHM

D
uring the last two decades, the United 

States health care labor market had an 

almost insatiable appetite for hospital-

ists, driving the specialty from nothing 

to more than 50,000 members. 

Evidence of persistent demand for hospitalists 

abounds in the freshly released 2018 State of 

Hospital Medicine (SoHM) report: rising salaries, 

growing responsibility for the overall hospital 

census, and a diversifying scope of services.

The SoHM offers fascinating and detailed in-

sights into these trends, as well as hundreds of 

other aspects of the field’s growth. Unfortunately, 

this expanding and dynamic labor market has 

a challenging side for hospitals, management 

companies, and hospitalist group leaders – we 

are constantly recruiting and dealing with open 

positions! 

As a multisite leader at an academic health 

system, I’m looking toward the next season of re-

cruitment with excitement. 

In the fall and winter we’re 

fortunate to receive appli-

cations from the best and 

brightest graduating residents 

and hospitalists. I realize that 

this is a blessing, particularly 

compared with programs in rural areas that may 

not hear from many applicants. 

However, even when we succeed at filling the 

openings, there is an inevitable trickle of talent 

out of our clinical labor pool during the spring 

and summer. One person is invited to spend 

20% of his or her time leading a teaching pro-

gram, another secures a highly coveted grant, 

and yet another has to move because of the 

relocation of a spouse. By then, we don’t have 

a packed roster of applicants and we have to 

solve the challenge in other ways. What does 

the typical hospital medicine program do when 

faced with this circumstance?

The 2018 SoHM survey first asked program 

leaders whether they had open and unfilled phy-

sician positions during the last year because of 

turnover, growth, or other factors. 

On average, 66% of groups serving adults and 

48% of groups serving children said “yes.” 

For the job seekers out there, take note of some 

important regional differences: The regions with 

the highest percentage of programs dealing with 

unfilled positions were the East and West coasts 

at 79% and 73%, respectively.

Next, the survey asked respondents to de-

scribe the percentage of total approved physi-

cian staffing that was open or unfilled during 

the year. 

On average, 12% of positions went unfilled, 

with important variation between different types 

of employers. For a typical HM 

group with 15 full-time equiv-

alents, that means constantly 

working short two physicians!

Not only is it difficult for 

group leaders to manage 

chronic understaffing, it defi-

nitely takes a toll on the group. 

We asked leaders to describe all of the ways in 

which their groups address coverage of the open 

positions. The most common tactics were for 

existing hospitalists to perform voluntary extra 

shifts (70%) and the use of moonlighters (57%). 

Also important were the use of locum tenens 

physicians (44%) and just leaving some shifts un-

covered (31%).

Private multispecialty or

primary care medical group

University, medical school,

or faculty practice plan

Private local/regional

hospitalist-only medical group

Hospital, health system, or

integrated delivery system

Multistate hospitalist

management company

Staffing

shortages vary

by employment model

20%

13%

12%

7%

5%

70% of groups address the

coverage of open positions

with voluntary extra shifts.

monkeybusinessimages/Thinkstock

2018 SoHM: Unfilled and open positions lead to extra work

Source: Society of Hospital Medicine’s 2018 State of Hospital Medicine Report

Two-thirds of

HMGs reported

open positions

during the year,

with a median

of 12% of their

hospitalist jobs

unfilled.

The last option might work in a large group, 

where everyone can pick up an extra couple of 

patients, but it nonetheless degrades continuity 

and care progression. In a small group, leaving 

shifts uncovered sounds like a recipe for burnout 

and unsafe care – hopefully subsequent surveys 

will find that we can avoid that approach! 

Obviously, the solutions must be tailored to the 

group, their resources, and the alternative sourc-

es of labor available in that locality.

The SoHM report provides insight into how 

this is commonly handled by different employers 

and in different regions – we encourage anyone 

who is interested to purchase the report (www.

hospitalmedicine.org/sohm) to dig deeper. 

For better or worse, the issue of unfilled posi-

tions looks likely to persist for the intermediate 

future. The exciting rise of hospital medicine 

against the backdrop of an aging population 

means job security, rising income, and opportu-

nities for many to live where they choose. Until 

the job market saturates, though, we’ll all find 

ourselves looking at email inboxes with a request 

or two to pick up an extra shift!

Reference
Society of Hospital Medicine. 2018 State of Hospital Medicine 
Report. pp. 89, 90, 152, 181.

Dr. White is associate professor of medicine at 
the University of Washington, Seattle. He is the 
chair of SHM’s Practice Analysis Committee.

“ The exciting rise of hospital 

medicine against the backdrop of an 

aging population means job security, 

rising income, and opportunities for 

many to live where they choose.”

M
d

e
d

G
e
 n

e
w

s



November 2018   

|
   8   

|
   The Hospitalist

ANALYSIS

A deep commitment to veterans’ medical needs
VA hospitalist Mel Anderson loves his work

By Larry Beresford

M
el C. Anderson, MD, FACP, section 

chief of hospital medicine for the Vet-

erans Administration of Eastern Col-

orado, and his hospitalist colleagues 

share a mission to care for the men and women 

who served their country in the armed forces and 

are now being served by the VA.

“That mission binds us together in a deep and 

impactful way,” he said. “One of the greatest joys 

of my life has been to dedicate, with the teams I 

lead, our hearts and minds to serving this popula-

tion of veterans.”

Approximately 400 hospitalists work nation-

wide in the VA, the country’s largest integrated 

health system, typically in groups of about a 

dozen. Not every VA medical center employs 

hospitalists; this depends on local tradition and 

size of the facility. Dr. Anderson was for sever-

al years the lone hospitalist at the VA Medical 

Center in Denver, starting in 2005, and now he 

heads a group of 17. The Denver facility employs 

five inpatient teams plus nocturnists, supported 

by residents, interns, and medical students in 

training from the University of Colorado at Den-

ver, Aurora, to deliver all of its inpatient medical 

care. 

“We also have an open ICU here. Hospitalists 

are able to follow their patients across the hospi-

tal, and we can make the decision to move them 

to the ICU,” Dr. Anderson said. The Denver group 

also established a hospitalist-staffed postdis-

charge clinic, where patients can reconnect with 

their hospital team. “It’s not to supplant prima-

ry care but to help promote safe transit as the 

patient moves back to the community,” he said. 

“We’ve also developed a surgery consult service 

for orthopedics and other surgical subspecial-

ties.”

The VA’s integrated electronic medical record 

facilitates communication between hospitalists 

and primary care physicians, with instant mes-

saging for updating the PCPs on the patient’s 

hospital stay.

The Denver VA hospitalists value their collegial 

culture, Dr. Anderson said. “We are invested in our 

group and in one another and in lifelong learning. 

I often ask my group for their feedback. It’s one 

of the singular joys of my career to lead such a 

wonderful group, which has been built up person 

by person. I hired every single member. As much 

as their clinical skills and the achievements on 

their curriculum vitae were important, I also paid 

attention to their interpersonal communication 

skills.”

Members of the Denver hospitalist group also 

share an academic focus and commitment to 

scholarship and research. Dr. Anderson’s academ-

ic emphasis is on how to promote teaching and 

faculty development through organized bedside 

rounding and how to orient students to teach-

ing as a potential career path. He is associate 

program director for medicine residencies at the 

University of Colorado and leads its Clinician/

Educator Pathway.

The VA hospital’s interdisciplinary bedside 

rounding initiative involves the medicine team – 

students, residents, attending – and pharmacist, 

plus the patient’s bedside nurse and nurse care 

coordinator. “We have worked on fostering an 

interdisciplinary culture, and we’re very proud 

of the rounding model we developed here. We all 

round together at the bedside, and typically that 

might include seven or eight people,” Dr. Ander-

son explained. 

“In planning this program, we used a Rapid 

Performance Improvement Project team with 

a nurse, pharmacist, and physical therapist 

helping us envision how to redesign rounds to 

overcome the time constraints,” he said. “We 

altered nurses’ work flow to permit them to 

join the rounding for their patients, and we 

moved morning medication administration to 7 

a.m., so it wouldn’t get in the way of the round-

ing. We now audit rates of physician-to-nurse 

communication on rounds and how often we 

successfully achieve the nurse’s participation.”1 

This approach has also cut rates of phone pages 

from nurses to house staff, and substantially in-

creased job satisfaction.

What’s different in the VA? 
The work of hospitalists in the VA is mostly sim-

ilar to other hospital settings, but perhaps with 

more intensity, Dr. Anderson said. There are co-

morbidities such as higher rates of PTSD, alcohol 

use disorder, substance abuse, and mental health 

issues – all of which have an effect over time on 

patients. But veterans also have different atti-

tudes about, for example, pain.

“When patients are asked to rate their pain on 

a scale of 0-10, for a veteran of a foreign war, 2 out 

of 10 is not the same as someone else’s 2 out of 10. 

How do we compensate for that difference?” he 

said. “And while awareness of PTSD and efforts 

to mitigate its impact have made incredible gains 

over the past 15 years, we still see a lot of these is-

sues and their manifestations in social challenges 

such as homelessness. We are fortunate to have 

VA outpatient services and homeless veteran pro-

grams to help with these issues.”

There is a different paradigm for care at the VA, 

Dr. Anderson said. “We are a not-for-profit institu-

tion with the welfare of veterans as our primary 

aim. Beyond their health and wellness, that means 

supporting them in other ways and reaching out 

into the community. As doctors and nurses we feel 

a kinship around that mission, although we also 

have to be stewards of taxpayer dollars. We recog-

nize that the VA is a large and complicated, some-

what inertia-laden organization in which making 

changes can be very challenging. But there are also 

opportunities as a national organization to effect 

changes on a national scale.”

Dr. Anderson chairs the VA’s Hospitalist Field 

Advisory Committee (HFAC), a group of about 

eight hospitalists empaneled to advise the sys-

tem’s Office of Specialty Care Services on clinical 

policy and program development. They serve 

3-year terms and meet monthly by phone and 

annually in Washington. The HFAC’s last annu-

al meeting occurred in mid-September 2018 in 

Washington with a focus on developing a hospital 

medicine annual survey and needs assessment, 

revisiting strategic goals, and convening multi-

lateral meetings with the chiefs of medicine and 

emergency medicine FACs.

“Our biggest emphasis is clinical – this includes 

clinical pathways, best practices for managing 

PTSD or acute coronary syndrome, and the like. 

We also share management issues, such as how to 

configure medical records or arrange night cover-

age. This is a national conversation to share what 

some sites have already experienced and learned,” 

Dr. Anderson said. 

“We also have a VA Academic Hospitalist 

Subcommittee, working together on multisite 

research studies and on resident education pro-

tocols. Because we’re a large system, we’re able 

to connect with one another and leverage what 

we’ve learned. I get emails almost every day 

about research topics from colleagues across 

the country,” he said. A collaborative website 

and email distribution list allows doctors to post 

questions to their peers nationwide.

A calling for hospital medicine 
Before moving to Denver, Dr. Anderson served as 

a major in the Air Force Medical Corps and was 

based at the David Grant U.S. Air Force Medical 

Center on Travis Air Force Base in California – 

which is where he did his residency. In the course 

of a “traditionalist” internal medical training, 

including 4-month stints on hospital wards in ad-

dition to outpatient services, he realized he had a 

calling for hospital medicine.

In a job at the Providence (R.I.) VA Medical Cen-

ter, he exclusively practiced outpatient care, but 

he found that he missed key aspects of inpatient 

work, such as the intensity of the clinical issues 

and teaching encounters. “I cold-called the hos-

pital’s chief of medicine and volunteered to start 

mentoring inpatient residents,” Dr. Anderson said. 

“That was 17 years ago.”

Another abiding interest derived from Dr. An-

derson’s military service is travel medicine. While 

a physician in the Air Force, he was deployed to 

Haiti in 1995 and to Nicaragua in 2000, where he 

treated thousands of patients – both U.S. service 

personnel and local populations. 

“In Haiti, our primary mission was for U.S. 

troops who were still based there following the 

1994 Operation Uphold Democracy intervention, 

but there were a lot fewer of them, so we mostly 

kept busy providing care to Haitian nationals,” 

he said. “That work was eye opening, to say the 

least,” and led to a professional interest in tropical 

illnesses. “Since then, I’ve been a visiting professor 

for the University of Colorado posted to the Uni-

versity of Zimbabwe in Harare in 2012 and 2016.”

What gives Dr. Anderson such joy and enthu-
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siasm for his VA work? “I am a curious lifelong 

learner. Every day, there are 10 new things I need 

to learn, whether clinically or operationally in a 

big hospital system or just the day-to-day realities 

of leading a group of physicians. I never feel like 

I’m treading water,” he said. He is also energized 

by teaching – seeing “the light bulb go on” for the 

students he is instructing – and by serving as a 

role model for doctors in training.

“As I contemplate all the simultaneous balls I 

have in the air, including our recent move into 

a new hospital building, sometimes I think it is 

kind of crazy to be doing as much as I do,” he said. 

“But I also take time away, balancing work versus 

nonwork.” He spends quality time with his wife of 

21 years, 17-year-old daughter, other relatives, and 

friends, as well as on physical activity, reading 

books about philosophy, and his hobby of rebuild-

ing motorcycles, which he says offers a kind of 

meditative calm. 

“I also feel a deep sense of service – to patients, 

colleagues, students, and to the mission of the 

VA,” Dr. Anderson said. “There is truly something 

special about caring for the veteran. It’s hard to 

articulate, but it really keeps us coming back for 

more. I’ve had vets sing to me, tell jokes, do magic 

tricks, share their war stories. I’ve had patients 

open up to me in ways that were both profound 

and humbling.”

Reference

1. Young E et al. Impact of altered medication administration time 
on interdisciplinary bedside rounds on academic medical ward. J 
Nurs Care Qual. 2017 Jul/Sep;32(3):218-25.
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experienced Physician Advisors. Topics covered will detail 

methods to:

Thinking about augmenting your clinical career with an administrative 

role?  Want to understand the “business side” of medicine to better 

engage with your hospital’s leadership?

Hospitalists can evolve into impactful, respected, and highly-valued 

Physician Advisors given their medical training and broad experience 

within hospital-based systems. NPAC 2019 is ideal for experienced 

Physician Advisors, those new to the career, and those considering a 

career as a Physician Advisor.

 Register at ACPAdvisors.org by January 31, 2019 to take advantage of the Early-bird discount.

Presented by

AMERICAN COLLEGE OF

PHYSICIAN ADVISORS

Giving hospitalists a larger 
clinical footprint

Something you did not know about warm handoffs

By Bradley Flansbaum, DO, MPH, MHM

I 
am going to teach you something you do not 

know. I am almost sure of it.

Warm handoffs – a term you often hear 

within the confines of hospital walls when 

transferring a patient service to service or ward 

to ward. You do it in-house, but it’s unlikely you 

make the same connection when you discharge 

the same patient or transfer them to an outside 

entity.

But you have to be asleep under a rock not 

to have heard or read the changes afoot in the 

skilled nursing facility (SNF) realm, including 

the rise of the “SNFist.” Too much variation in 

use and spending; plus, we are learning patients 

do not need 25 days cooped up in a rehabilita-

tion facility when 15 might do with a segue into 

home health for another 10 or 14. Patients like 

being home, and it costs a lot less.

Unfortunately, we do not do SNF handoffs in 

the same manner as ICUs. Our bad, and inpa-

tient providers better adapt.

As hospitals decant and quality measures get 

an intimate look in the rehab space, SNFs will 

notice sicker patients, and the staff there will 

be more mindful of the sign 

outs and the data they re-

ceive. 

Know a Centers for 

Medicare & Medicaid Ser-

vices value-based program 

started on Oct. 1 ( just like 

hospitals – penalties and all) 

and SNFists, whoever they 

might be – NP/PA/DO/MD – 

will also require of hospitals 

a step-up in information transfer, both in quali-

ty and timeliness.

Read the full post at hospitalleader.org.

Also on The Hospital Leader
• “Immigration & the Future of Healthcare: 

Looking to a Greater Good,” by Jordan Messler, 

MD, SFHM 

• “We Must Become Comfortable Talking about 

Physician Suicide,” by Tracy Cardin, ACNP-BC, 

SFHM 

• “A New Light in the Darkness: Using Hospi-

tal-Based Medication-Assisted Treatment to 

Tackle the Opioid Crisis,” by Richard Bottner, 

PA-C 

ANALYSIS
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cofounder of the Society of Hospital 

Medicine. “I’m not convinced that 

scribes have had a big impact on 

hospitalist burnout.” It’s difficult 

to share scribes between doctors 

on a shift, and it’s a problem if the 

scribe and doctor get physically sep-

arated in the hospital. There’s also 

the question of who should pay the 

scribe’s salary, he said. 

Frustrations with the EHR can 

be a major factor in the experience 

of burnout, but Dr. Nelson said 

hospitalists can get proficient more 

quickly because they’re using the 

same computer system all day. “The 

bigger problem is that other doctors 

like surgeons don’t learn how to use 

the EHR and dump their routine 

tasks involving the EHR on the hos-

pitalist, which means more work 

that is less satisfying.”

Could pairing a scribe with a hos-

pitalist improve efficiency and de-

crease costs relative to the expense 

of employing the scribe? Are there 

specific settings, applications, and 

caseloads in hospital medicine where 

it makes more sense to use a scribe 

while doctors are meeting with pa-

tients, with the doctor reviewing and 

editing the scribe’s work for accura-

cy? Could the scribe help with phy-

sician staffing shortages by making 

doctors more productive? 

TeamHealth, a national physi-

cian services company based in 

Knoxville, Tenn., has used scribes 

in EDs for years but had concluded 

that they made less sense for its 

hospitalist groups after a failure to 

document significant net increases 

in productivity, according to a 2015 

report in The Hospitalist.2 Michael 

Corvini, MD, FACP, FACEP, Team-

Health’s new regional medical direc-

tor for acute care services, said he 

brought extensive positive experi-

ence with scribes to his new job and 

is quite excited about their potential 

for hospital medicine. “When I came 

to TeamHealth in July, I began to 

suggest that there was unrealized 

potential for scribes,” he said.

Dr. Corvini noted that a potential 

benefit of scribes for patients is that 

their presence may allow for more 

face time with the doctor. Providers, 

relieved of worrying about complet-

ing the chart in its entirety, would 

be able to focus on the patient and 

critical thinking. There are even 

benefits for scribes themselves. 

Often scribes are medical students, 

and those who are interested in 

pursuing a future in the health pro-

fessions gain invaluable experience 

in the workings of medicine. “They 

are making a real contribution to pa-

tient care. They are a member of the 

health care team,” he said.

Dr. Corvini sees two primary areas 

in which scribes can contribute to 

hospital medicine. The first is shad-

owing the physician who is admit-

ting patients during a high-volume 

admissions shift. Regular tasks like 

capturing the patient’s medication 

list and populating the History and 

Physical document lend themselves 

well to data entry by scribes, in con-

trast to completing more routine 

daily progress notes, which does not. 

“They can also be helpful when 

there is a major transition from 

paper charting to the EHR or from 

one EHR system to another, when 

there is a lot of stress on the phy-

sician and risk for lost billing rev-

enue,” Dr. Corvini said. “If scribes 

are trained in a particular EHR, 

they could help teach the physician 

how to use it.” TeamHealth is now 

running a trial of scribes at one of 

its sites, and the organization plans 

to measure productivity, provider 

satisfaction, and HCAHPS patient 

satisfaction scores.

Scribes: “Workarounds” or 
“problem solvers”? 
In a 2015 Viewpoint article in JAMA,3 

George Gellert, MD, MPH, MPA, 

former chief medical information 

officer for the CHRISTUS Santa 

Rosa health system in San Antonio 

and his coauthors labeled the use of 

scribes as a “workaround” that could 

curtail efforts to make EHRs more 

functionally operational because 

their use allows physicians to be sat-

isfied with inferior EHR products. 

In an interview, Dr. Gellert stated 

that he hasn’t changed his views 

about the negative consequences 

of scribes on EHR improvement. 

“The work of clinicians in using and 

advancing EHR technology is pres-

ently the only method we have for 

massively distributing and ensuring 

the use of evidence-based medicine,” 

he said. “That in turn is a critical 

strategy for reducing high rates of 

medical errors through a variety of 

decision-support applications.”

For better or worse, EHRs are an 

essential part of the solution to the 

epidemic of preventable, medical 

error–caused patient deaths, Dr. 

Gellert said. Substantial progress 

has already been made in advancing 

EHR usability, as reflected in the 

most recent product releases by 

leading EHR companies, he added. 

However, considerable evolution is 

needed in both usability and optimi-

zation of clinical 

decision support.

“My recom-

mendation is to 

not use medical 

scribes, or else 

delimit their use 

to only where ab-

solutely required. 

Instead, develop 

systematic pro-

cesses to regularly capture specific 

physician concerns with the EHR 

being used, and transmit that criti-

cal information to their EHR vendor 

with a clear expectation that the 

manufacturer will address the issue 

in the near term, or at least in the 

next major product iteration or gen-

eration,” Dr. Gellert said.

By contrast, at the Management 

of the Hospitalized Patient confer-

ence in San Francisco in October 

2015, Christine Sinsky, MD, FACP, 

vice president for professional satis-

faction at the American Medical As-

sociation, identified documentation 

assistance as a helpful intervention 

for physician stress and burnout.4 

In a recent email, Dr. Sinsky called 

documentation assistance “the most 

powerful intervention to give pa-

tients the time, attention, and care 

they need from their physicians. 

The data entry and data retrieval 

work of health care has grown over 

the last decade. Sharing this work 

with nonphysicians allows society 

to get the most value for its invest-

ment in physicians’ training.” 

Dr. Sinsky calls documentation 

assistance – such as that provided 

by medical scribes – “a logical and 

strategic delegation of work accord-

ing to ability for greater value,” not 

a workaround. She said it makes 

patient care safer by allowing phy-

sicians to focus on medical decision 

making and relationship building – 

rather than record keeping.

Experience from the front lines 
Eric Edwards, MD, FAAP, FHM, of 

the division of hospital medicine 

at the University of North Caroli-

na’s Hillsborough Hospital campus, 

recently presented a poster on his 

group’s experience with medical 

scribes at a meeting of the North 

Carolina Triangle Chapter of SHM. 

Their research showed that scribes 

can be successfully incorporated 

into an inpatient hospital medicine 

practice and thus increase provider 

satisfaction and decrease the time 

clinicians spend charting.

“We were able to get the support 

of the hospital administration to 

pilot the use of scribes 3 days per 

week, which we’ve now done for 

almost a year,” Dr. Edwards said. 

Scribes are employed through a lo-

cal company, MedScribes, and they 

work alongside admitting hospital-

ists during their 10-hour shifts. The 

hospitalists have been overwhelm-

ingly positive about their experi-

ence, he said. “We established that it 

saves the physician 15 minutes per 

patient encounter by helping with 

documentation.”

It’s important that the scribe gets 

to know an individual provider’s 

personal preferences, Dr. Edwards 

said. Some hospitalists create their 

own charting templates. There’s also 

a need to train the clinician in how 

to use the medical scribe. For exam-

ple, physicians are instructed to call 

out physical findings during exams, 

which simultaneously informs the 

patient while allowing the scribe to 

document the exam.

“We are working on getting more 

formal data about the scribe experi-

ence,” he added. “But we have found 

that our providers love it, and it im-

proves their efficiency and produc-

tivity. The danger is if the physician 

becomes too reliant on the scribe 

and fails to exercise due diligence in 

reviewing the scribe’s notes to en-

sure that all relevant information is 

in the chart and irrelevant informa-

tion is not.”

Dr. Edwards said the industry is 

“years away” from improving the 

EHR to the point that it could be 

called doctor friendly. “For now, the 

scribe is a great way to alleviate 

some of the physician’s burden. But 

for hospitalist groups to use scribes 

successfully, it can’t be done hap-

hazardly. We are lucky to have an 

experienced local scribe company 

to provide systematic training and 

orientation. It’s also important that 

scribes are trained in the specific 

EHR that they will be using.”

Christine Lum Lung, MD, SFHM, 

CEO and medical director of North-

ern Colorado Hospitalists, a hospital 

medicine group at the University of 

Colorado’s North Campus hospitals 

in Fort Collins, has been studying 

Medical scribes  Continued from page 1

Dr. Friedson Dr. Edwards Dr. Sinsky
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the use of scribes since 2014. “We 

had a problem bringing on new doc-

tors fast enough, so I looked into the 

return on investment from scribes,” 

she said. “It’s difficult to say what 

has been the actual impact on case-

load, but we all think it has reduced 

physician workdays by an hour or 

greater.”

The 32-member hospitalist group, 

which covers two facilities, has a 

designated director of scribes who 

periodically surveys the hospitalists’ 

satisfaction with the service. “We 

all embrace the use of scribes. Sat-

isfaction is high, and quality of life 

has improved,” Dr. Lum Lung said. 

“It’s hard to quantify, but we feel 

like scribes help reduce physician 

burnout.”

She said scribes are important 

to the medical team not just with 

managing the EHR but also with 

other burdens such as documenting 

compliance with code status, VTEs, 

and other quality requirements, and 

to help with other regulatory issues. 

Scribes can look up lab values and 

radiology reports. When there are 

downtimes, they can prepare dis-

charge plans.

Typically, there are five scribes 

on duty for 18 hours a day at each 

hospital, Dr. Lum Lung said. But 

only those doctors primarily doing 

admissions are assured of having 

a scribe to round with them. “Most 

doctors in the group would say the 

greatest efficiency of scribes is with 

admitting,” she said. The company 

that provides scribes to the UC 

hospitals, ScribeAmerica, handles 

administration, training, and human 

resource issues, and the scribe team 

has a designated Lead Scribe and 

Quality Scribe at their facility.

Studying the benefits
Andrew Friedson, PhD, a health care 

economist at the University of Col-

orado in Denver, recently conducted 

a 9-month randomized experiment 

in three hospital EDs in the Denver 

area to determine the effects of 

scribes on measures of emergency 

physician productivity.5 He found 

that scribes reduced patient wait 

times in the ED by about 13 minutes 

per patient, while greatly decreas-

ing the amount of time physicians 

spent after a shift completing their 

charting, which thus lowered over-

time costs for ED physicians.

“This is one of the first times med-

ical scribes have been studied with 

a randomized, controlled trial,” Dr. 

Friedson said. “I tracked the amount 

of overtime, patient waiting, and 

charge capture for each encounter. 

These were hospitals where the 

emergency doctors weren’t allowed 

to go home until their charting was 

done.” He discovered that there was 

a large drop in the time between 

when patients arrived at the ED and 

when a decision was made regarding 

whether to admit them. In addition, 

charge capture increased signifi-

cantly, and physicians had more 

time to perform medical procedures.

Dr. Friedson believes that his 

findings hold implications for other 

settings and medical groups, includ-

ing hospital medicine. To the extent 

that scribes free up hospitalists to 

perform tasks other than charting, 

they should provide an efficiency 

benefit.

So why hasn’t the medical scribe 

caught on in a bigger way for hos-

pitalists, compared with ED physi-

cians? For Dr. Corvini, the ED is an 

obvious, high-pressure, high-volume 

setting where the cost of the scribe 

can be easily recouped. “That doesn’t 

exist in such an obvious fashion 

in hospital medicine, except where 

high-volume admissions are con-

centrated in a single physician’s 

caseload,” he said. Not all hospitalist 

groups will fit that model. Some 

may divide admissions between hos-

pitalists on a shift, and others may 

not be large enough to experience 

significant caseload pressures. 

“EDs are obviously time pressured, 

and once scribes demonstrate the 

ability to produce documentation 

in a high-quality fashion, they are 

quickly accepted. In hospital medi-

cine, the time pressures are different 

– not necessarily less, but different,” 

Dr. Corvini said. There are also dif-

ferences in physician responsibilities 

between the ED and hospital med-

icine, as well as in physicians’ will-

ingness to let go of documentation 

responsibilities. “My prediction, if 

the scribe test is rolled out success-

fully in TeamHealth, with measur-

able benefits, it will be adopted in 

other settings where it fits.” 
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Two-thirds of HMGs reported open 
positions during the year, with a  

median of 12% of their hospitalist  
jobs unfilled.

For a typical HMG with 15 FTEs, that  
means constantly working short or  
using PRN/locums/extra shifts to  
cover two physicians!

Increase in the proportion of 
total hospital patients served by 
hospitalists. 

VS

75%
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70%
2016

Increase in the proportion of groups 
performing some work in post-acute 
settings.

25%
2018

13%
2016
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POLICY

CMS modifies the inpatient admission order 
requirement, or did it?

By Edward Hu, MD, and 
Charles Locke, MD

W
hen the Centers for 

Medicare & Medicaid 

Services make a sig-

nificant change to the 

inpatient hospital rules, hospital-

ists are among the first to feel the 

effects.

Starting in October 2013, when a 

resident, nurse practitioner, or phy-

sician assistant entered an inpatient 

admission order on a physician’s 

behalf, the physician was told to 

cosign that order before discharge 

or the hospital would forfeit pay-

ment for the entire stay. This policy 

was put in place by the Inpatient 

Prospective Payment System (IPPS) 

Final Rule.

CMS felt that the decision to 

admit a Medicare beneficiary to in-

patient care required the attending 

physician to complete a series of 

certification requirements to justify 

every inpatient stay. If not finalized 

prior to discharge, CMS would not 

pay for the stay. After 15 months of 

enforcing that policy, CMS backed 

off on most of the certification re-

quirements for most stays. However, 

the requirement for an authenticat-

ed inpatient order prior to discharge 

was kept in place for all stays. 

In the spring of 2018, CMS pro-

posed a change to “revise the 

admission order documentation 

requirements by removing the re-

quirement that written inpatient 

admission orders are a specific re-

quirement for Medicare Part A pay-

ment.” CMS also stated that it did 

not intend for Medicare auditors to 

deny hospital inpatient claims based 

solely on a deficiency in the inpa-

tient order, such as a missing order 

or one signed after discharge.

Many providers assumed that 

they, too, would be provided similar 

discretion if they discovered the or-

der defect. Are inpatient orders now 

optional? What rate of inpatient or-

der technical deficiencies is accept-

able to still submit inpatient claims 

for payment? Can 2-day observation 

stays where medical necessity for 

hospital care was present, but no 

inpatient order given, be billed as an 

inpatient now? 

These providers had not read the 

fine print. Consider that the annu-

al IPPS Final Rule has a length of 

about 2,000 pages. Of those, only 

about 30 pages represent changes 

to the Code of Federal Regulations 

(CFR). The CFR carries the weight of 

law (as long as it does not contradict 

law). What changes were actually 

made to the CFR? Consider the fol-

lowing two sentences.

• “For purposes of payment under 

Medicare Part A, an individual is 

considered an inpatient of a hospi-

tal, including a critical access hos-

pital, if formally admitted as an 

inpatient pursuant to an order for 

inpatient admission by a physician 

or other qualified practitioner.”

• “This physician order must be 

present in the medical record and 

be supported by the physician ad-

mission and progress notes, in or-

der for the hospital to be paid for 

hospital inpatient services under 

Medicare Part A.”

These are the first two sentences of 

42 CFR 412.3(a), the regulation that 

defines the inpatient order require-

ment. On Oct. 1, 2018, the second 

sentence was removed, but the first 

sentence remains. That’s the only 

change for this section. Does remov-

al of the second sentence absolve 

providers of the requirement to doc-

ument inpatient admission orders? 

Does it absolve providers of the 

requirement to cosign a resident’s 

admission order prior to discharge? 

The Medicare Benefit Policy Manual 

(MBPM) Chapter 1, Section 10(B) still 

reads “if the order is not properly 

documented in the medical record 

prior to discharge, the hospital 

should not submit a claim for Part A 

payment.” 

Understanding what changed 

and what did not change in the CFR 

is key to understanding why CMS 

repeatedly responded to providers 

that an inpatient order is still a re-

quirement for a Part A stay and that 

none of the MBPM guidance regard-

ing the inpatient order, such as the 

excerpt above, is changing.

We can only be reasonably certain 

that, if a claim a hospital submits 

for Part A payment happens to get 

audited and found to have only one 

deficiency which is related to the 

inpatient order, it probably won’t get 

denied. That is very different from 

saying the attending physician no 

longer has to provide a signed (or 

cosigned) inpatient admission order 

prior to discharge, or at all.

The American College of Physi-

cian Advisors asked CMS about the 

inpatient order policy change: “Can 

providers thus submit a claim, that 

the provider believes meets all other 

requirements for Part A payment, 

in the rare circumstance of an in-

patient order deficiency, such as an 

inpatient order that was cosigned 

shortly after discharge?”

CMS declined to answer the ques-

tion on an Open Door Forum call, 

asking us to submit the question to 

the Forum’s electronic mailbox. If 

the inpatient order was truly no lon-

ger being required for CMS to pay 

for inpatient hospital stays, the an-

swer would have been an easy “yes,” 

but it was not. Subsequently, CMS 

responded in writing to the ACPA 

that “the responsibilities of provid-

ers regarding inpatient admission 

orders is unchanged.”

Our recommendation is to contin-

ue your processes to ensure that the 

inpatient admission order is com-

pleted and signed (or cosigned) prior 

to discharge by the attending physi-

cian for every Medicare patient. This 

will not only help make sure that 

the decision to make a hospitalized 

Medicare beneficiary an inpatient 

remains with the attending physi-

cian, but it will also reduce the risk 

of nonpayment.

Dr. Hu is executive director of phy-
sician adviser services of University 
of North Carolina Health Care Sys-
tem in Chapel Hill, and president 
of the ACPA. Dr. Locke is senior 
physician adviser at Johns Hopkins 
Hospital in Baltimore, and presi-
dent-elect of the ACPA.
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Q and A

Glycemic control at Norwalk Hospital 
SHM eQUIPS program yields new protocols, guidelines

The Hospitalist recently sat down 

with Nancy J. Rennert, MD, FACE, 

FACP, CPHQ, chief of endocrinology 

and diabetes at Norwalk (Conn.) 

Hospital, Western Connecticut 

Health Network, to discuss her insti-

tution’s glycemic control initiatives.

Tell us a bit about your 
program:
Norwalk Hospital is a 366-bed com-

munity teaching hospital founded 

125 years ago, now part of the grow-

ing Western Connecticut Health 

Network. Our residency and fellow-

ship training programs are affiliated 

with Yale University, New Haven, 

Conn., and we are a branch campus 

of the University of Vermont, Burl-

ington. 

With leadership support, we cre-

ated our Glycemic Care Team (GCT) 

4 years ago to focus on improving 

the quality of care for persons with 

diabetes who were admitted to our 

hospital (often for another primary 

medical reason). Our hospitalists – 8 

on the teaching service and 11 on the 

nonteaching service – are key play-

ers in our efforts as they care for the 

majority of medical inpatients.

GCT is interdisciplinary and in-

cludes stakeholders at all levels, 

including quality, pharmacy, nutri-

tion, hospital medicine, diabetes ed-

ucation, administrative leadership, 

endocrinology, information technol-

ogy, point-of-care testing/pathology, 

surgery and more. We meet month-

ly with an agenda that includes 

safety events, glucometrics, and dis-

cussion of policies and protocols.

Subgroups complete tasks in be-

tween the monthly meetings, and 

we bring in other clinical specialties 

as indicated based on the issues at 

hand.

What prior challenges did you 
encounter that led you to enroll 
in the Glycemic Control (GC) 
eQUIPS Program?
In order to know if our GCT was 

making a positive difference, we 

needed to first measure our base-

line metrics and then identify our 

goals and develop our processes. 

We wanted actionable data analysis 

and the ability to differentiate areas 

of our hospital such as individual 

clinical units. After researching the 

options, we chose SHM’s GC eQUIPS 

Program, which we found to be 

user friendly. The national bench-

marking was an important aspect 

for us as well. As a kick-off event, I 

invited Greg Maynard, MD, MHM, 

a hospitalist and the chief quality 

officer, UC Davis Medical Center, to 

speak on inpatient diabetes and was 

thrilled when he accepted my invita-

tion. This provided an exciting start 

to our journey with SHM’s eQUIPS 

data management program.

As we began to obtain baseline 

measurements of glucose control, 

we needed a standardized, validated 

tool. The point-of-care glucose me-

ters generated an enormous amount 

of data, but we were unable to sort 

this and analyze it in a meaningful 

and potentially actionable way. We 

were especially concerned about 

hypoglycemia.

Our first task was to develop a 

prescriber-ordered and nurse-driv-

en hypoglycemia protocol. How 

would we measure the overall effec-

tiveness and success of the stepwise 

components of the protocol? The 

eQUIPS hypoglycemia management 

report was ideal in that it detailed 

metrics in stepwise fashion as it 

related to our protocol. For example, 

we were able to see the time from 

detection of hypoglycemia to the 

next point-of-care glucose check 

and to resolution of the event. 

In addition, we wanted some com-

parative benchmarking data. The 

GC eQUIPS Program has a robust 

database of U.S. hospitals, which 

helped us define our ultimate goal 

– to be in the upper quartile of all 

measures. And we did it! Because 

of the amazing teamwork and lead-

ership support, we were able to 

achieve national distinction from 

SHM as a “Top Performer” hospital 

for glycemic care. 

How did the program help 
you and the team design your 
initiatives?
Data are powerful and convincing. 

We post and report our eQUIPS 

Glucometrics to our clinical staff 

monthly by unit, and through this 

process, we obtain the necessary 

“buy-ins” as well as participation to 

design clinical protocols and order 

sets. For example, we noted that 

many patients would be placed on 

“sliding scale”/coverage insulin alone 

at the time of hospital admission. 

This often would not be adjusted 

during the hospital stay. Our data 

showed that this practice was asso-

ciated with more glucose fluctua-

tions and hypoglycemia.

When we reviewed this with our 

hospitalists, we achieved consensus 

and developed basal/bolus correc-

tion insulin protocols, which are 

embedded in the admission care 

sets. Following use of these order 

sets, we noted less hypoglycemia 

(decreased from 5.9% and remains 

less than 3.6%) and lower glucose 

variability. With the help of the 

eQUIPS metrics and benchmarking, 

we now have more than 20 proto-

cols and safety rules built into our 

EHR system.

What were the key benefits 
that the GC eQUIPS Program 
provided that you were unable 
to find elsewhere?
The unique features we found most 

useful are the national benchmark-

ing and “real-world” data presenta-

tion. National benchmarking allows 

us to compare ourselves with other 

hospitals (we can sort for like hos-

pitals or all hospitals) and to peri-

odically evaluate our processes and 

reexamine our goals.

As part of this program, we can 

communicate with leaders of oth-

er high-performing hospitals and 

share strategies and challenges 

as well as discuss successes and 

failures. The quarterly benchmark 

webinar is another opportunity to 

be part of this professional commu-

nity and we often pick up helpful 

information.

We particularly like the hypergly-

cemia/hypoglycemia scatter plots, 

which demonstrate the practical 

and important impact of glycemic 

control. Often there is a see-saw ef-

fect in which, if one parameter goes 

up, the other goes down; finding the 

sweet spot between hyperglycemia 

and hypoglycemia is key and clini-

cally important.

Do you have any other 
comments to share related to 
your institution’s participation in 
the program?
We are fortunate to have many suc-

cesses driven by our participation 

with the GC eQUIPS Program.

These include the coordination 

of capillary blood glucose (CBG) 

testing, insulin administration and 

meal delivery; improved patient 

education regarding insulin use; an 

emphasis on clinician and leader 

education; an analysis and char-

acterization of the link between 

hypoglycemia and hyperkalemia 

in certain patients; the design of a 

guideline for medical consultation 

on nonmedical services; and signif-

icant improvements in medical stu-

dent and house staff education.

Perhaps our biggest success is our 

Glycemic Care Team itself. We now 

receive questions and items to re-

view from all departments and are 

seen as the hospital’s expert team 

on diabetes and hyperglycemia. It is 

truly a pleasure to lead this group 

of extremely high functioning and 

dedicated professionals. It is said 

that “team work makes the dream 

work.” Moving forward, I hope to 

expand our Glycemic Care Team to 

all the hospitals in our network.

For a more comprehensive version 

of the inpatient glycemic control 

program at Norwalk Hospital, read 

the online version of this article at 

www.the-hospitalist.org.

The Glycemic Control Team at Norwalk (Conn.) Hospital: Dr. Nancy J.  
Rennert is in the back row on the left.
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By Leonard J. Marcus, PhD

O
ver the course of a career, 

it is not uncommon for 

people to become nar-

rower and more focused 

in their work purview and interests. 

Competence in select procedures and 

practices imparts confidence and re-

liability in performance and results. 

One develops a reputation for those 

skills and capabilities, and others call 

upon them.

Rewards and incentives encourage 

advancement and promotion along 

established career paths, further 

accelerating specialization and con-

centration. At the top of your game, 

you advocate for and ease into your 

comfort zone. That zone is defined by 

the knowns of practice and the cer-

tainties they provide.

For those who prefer to practice 

in the confines of a narrow clinical 

sphere, that strategy could be the 

pathway to career success. 

However, for those promoted to 

leadership positions, the inward and 

insulated focus today is counterpro-

ductive and even dangerous. Many 

times, physicians advance to a senior 

position because it is the next step 

in a preset career ladder, the reward 

for acumen in clinical skills, or simply 

out of boredom, with hope for a new 

landscape and a higher wage. But 

just because one has a high rank or 

impressive title does not mean that 

one is fulfilling the mandates of lead-

ership. It takes more than that. You 

must be attuned to what is known 

and unknown in building stability 

and progress for those you lead.

A brief historic angle: For years, 

medicine occupied a sweet spot with-

in the health care system. The profes-

sion protected its perks and privileges 

deriving from its untouchable status. 

It was an inward, parochial focus 

of thinking, status, and reward. The 

problem was: This insulated mindset 

prompted a blind spot. The profession 

missed changes and transformation 

that were occurring just beyond the 

comfort zone. Those changes were 

unknowns in planning and perspec-

tive.

In the 1990s, medicine as a whole 

LEADERSHIP

What is the ‘meta’ in ‘meta-leadership’?
The knowns and the unknowns

woke up to calls for change and a new 

order. The rise of the hospitalist was 

in part an outgrowth of that wake-up 

call. It reshaped power structures, 

status, and lucrative business arrange-

ments within the profession. For 

many, the sweet spot soured. 

The problem with collapsing into 

a sweet spot today is that so much is 

changing: all that is known and much 

that is unknown. Finances, technol-

ogy, and demand are all in flux. The 

health care system finds itself in a 

quantity/quality/cost paradox. Vol-

ume accelerates, but at what cost to 

quality and morale? If someone or 

something can accomplish similar 

outcomes at less cost, why not go 

with the cheaper option? These ques-

tions can best be addressed by seeing 

them in the context of larger changes 

happening in the health system.

A new view for leaders
The “meta” in meta-leadership hopes 

to provide a broader, disciplined slant 

on this phenomenon. That prefix – 

used to modify many concepts and 

terms – refers to a wider, more expan-

sive view or a more comprehensive 

and transcendent perch on a topic. A 

“meta-” prefix invites a critical analy-

sis of the original topic with the addi-

tion of new perspectives and insights, 

as with a meta-analysis.

Why then the need now for a “meta” 

view among health care leaders? It is 

easy in the course of career progres-

sion to lose track of the bigger picture 

of what you are doing and how it fits 

into changes occurring in society and 

for the profession. Even if your focus 

is on a particular clinical procedure, 

how does what you are doing fit into 

larger metatrends and changes? If 

you are in a leadership position, how 

do you fit your practice or depart-

ment into the bigger picture? How 

might this enterprise perspective 

speak to your career trajectory?

To inform these questions, build 

your platform for knowns and un-

knowns. There are four combinations 

in the “known-unknown” equation. 

They are each important and provoc-

ative for leaders. Your awareness of 

them prompts curiosity about “meta” 

problems and problem solving. 

• There are the “known-knowns”: 

what you know and you know you 

know it. The problem here is that 

you may assume that you know 

something that you don’t.

• There are the “known-unknowns”: 

Clear and curious about what you 

need to learn, you develop pathways 

to find out.

• There are the “unknown-knowns”: 

what others know and you don’t; a 

point of vulnerability if you are not 

careful to discover and figure this 

out.

• And finally, the “unknown-un-

knowns”: the mysteries of what 

could lie ahead that no one yet fully 

comprehends. 

The task for the “meta-leader”? Be 

clear on what you know, and seek 

always to learn and discover those un-

knowns. The better you factor them 

into your assessments, the better you 

are able to shape trends and the less 

likely you are to be overrun by them.

With this wider mindset, you fash-

ion a fresh and innovative perspective 

on what is happening with health 

care and the options for constructive-

ly addressing new constraints and 

opportunities. You think big, reach far, 

and with this broader understanding, 

foment a lively set of perspectives 

and options that would otherwise not 

be available for those you lead. And 

when seen as a puzzle to learn and 

solve, the “meta” perch provides an 

engaging angle on the game of health 

care change. You too can be a player.

Dr. Marcus is coauthor of “Renego-
tiating Health Care: Resolving Con-
flict to Build Collaboration,” 2nd 
ed. (San Francisco: Jossey-Bass 
Publishers, 2011) and is director 
of the program for health care ne-
gotiation and conflict resolution at 
Harvard T.H. Chan School of Public 
Health, Boston. Dr. Marcus teaches 
regularly in the SHM Leadership 
Academy. He can be reached at 
ljmarcus@hsph.harvard.edu.
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By Yelena Burklin, MD

1
One-dose-fits-all aspirin 
administration strategy may 

not be advisable

CLINICAL QUESTION: Are the same 

doses of aspirin equally effective 

in preventing cardiovascular (CV) 

events and long-term colorectal risk 

reduction in patients of various 

body sizes?

BACKGROUND: Strong evidence 

for the one-dose-fits-all approach to 

use of aspirin in long-term preven-

tion of CV events 

is lacking. Aspirin 

effect may be 

dependent on pa-

tient’s body size. 

Excess dosing of 

aspirin in patients 

of small body size 

might negatively 

affect their out-

comes.

STUDY DESIGN: Meta-analysis.

SETTING: Trials from the Anti-

thrombotic Trialists’ Collaboration, 

other systematic reviews of trials of 

aspirin, and from the Cochrane Da-

tabase of Systematic Reviews.

SYNOPSIS: The authors included 10 

trials (117,279 participants altogeth-

er) and analyzed the association of 

body weight with the effectiveness 

of aspirin doses on CV event and 

colon cancer prevention. The great-

est benefit of low-dose aspirin (75-

100 mg) in reducing CV events was 

seen in patients weighing 50-69 kg 

(hazard ratio, 0.75; 95% confidence 

interval, 0.65-0.85; P less than .0001), 

with CV events increasing with 

increasing weights (P interaction = 

.0072). There was an increased rate 

of fatality with low-dose aspirin 

among patients at body weights 

greater than 70 kg (HR, 1.33; 95% 

CI, 1.08-1.64; P = .0082) or less than 

50 kg (HR, 1.52; 95% CI, 1.04-2.21; 

P = .031). Higher doses of aspirin 

were more effective at higher body 

weights (P interaction = .017). Simi-

lar weight-dependent effects were 

seen in the 20-year risk of colorec-

tal cancer. 

While findings are consistent 

across trials looking at dose-de-

pendent aspirin effects in patients 

of various body sizes, limitations 

included lack of generalizability of 

the results in secondary prevention 

trials, inclusion of older trials, vari-

ability of participants’ characteris-

tics, and aspirin compliance across 

trials.

BOTTOM LINE: Weight-based as-

pirin dosing may be required for 

prevention of CV events, sudden 

cardiac death, and cancer. Based on 

the results of this meta-analysis, 

one-dose-fits-all aspirin adminis-

tration strategy may not be advis-

able.

CITATION: Rothwell PM et al. Ef-

fects of aspirin on risks of vascular 

events and cancer according to 

body weight and dose: Analysis of 

individual patient data from ran-

domized trials. Lancet. 2018;392:387-

99.

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

medicine at Emory University, Atlanta.

By Karen Clarke, MD, MS, 
MPH, FACP, FHM

2
How common are 
noninfectious complications 

of Foley catheters?

CLINICAL QUESTION: How com-

mon are noninfectious complica-

tions of Foley catheters?

BACKGROUND: Approximately 20% 

of hospitalized patients have a Foley 

catheter inserted at some time during 

their admission. Infectious compli-

cations associated with the use of 

Foley catheters are widely recognized; 

however, much less is known about 

noninfectious complications.

STUDY DESIGN: Prospective cohort 

study.

SETTING: Four U.S. hospitals in two 

states.

SYNOPSIS: The study included 2,076 

hospitalized patients with a Foley 

catheter. They 

were followed for 

30 days after its 

insertion, even if 

catheter removal 

occurred during 

this time peri-

od. Data about 

infectious and 

noninfectious 

complications 

were collected through patient in-

terviews.

At least one complication was 

noted in 1,184 of 2,076 patients (57%) 

during the 30-day period following 

Foley catheter insertion. While in-

fectious complications occurred in 

219 of 2,076 patients (10.5%), nonin-

fectious complications (such as pain, 

urinary urgency, hematuria) were 

reported by 1,150 patients (55.4%; P 

less than .001). For those with cathe-

ters still in place, the most common 

complication was pain or discomfort 

(54.5%). Postremoval leaking urine 

(20.3%) and/or urgency and bladder 

spasms (24.0%) were the most com-

mon complications. 

The study included only patients 

who had a Foley catheter placed 

during a hospitalization; the results 

may not apply to patients who re-

ceive catheters in other settings.

BOTTOM LINE: Noninfectious com-

plications affect over half of patients 

with a Foley catheters. These types 

of complications should be targeted 

in future harm prevention efforts 

and should be considered when de-

ciding to place a Foley catheter.

CITATION: Saint S et al. A multi-

center study of patient-reported 

infectious and noninfectious com-

plications associated with indwell-

ing urethral catheters. JAMA Intern 

Med. 2018;178(8):1078-85. 

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

medicine at Emory University, Atlanta.

By Ketino Kobaidze, MD, PhD

3
IVC filter placement increases 
mortality in some VTE 

patients

CLINICAL QUESTION: How does 

inferior vena cava (IVC) filter place-

ment affect 30-day mortality in 

patients with venous thromboem-

bolism (VTE) with increased risk of 

bleeding when anticoagulation is 

not feasible?

BACKGROUND: Standard treat-

ment for VTE, including deep 

venous thrombosis (DVT) and pul-

monary embolism (PE), is anticoag-

ulation. However, for patients with 

active bleeding or 

increased risk of 

bleeding, antico-

agulation may be 

contraindicated. 

In these circum-

stances, placing 

an IVC filter is 

recommended by 

major profession-

al societies; how-

ever, the mortality benefit of IVC 

filter placement is uncertain.

STUDY DESIGN: A retrospective 

cohort study.

SETTING: State Inpatient and Emer-

gency Department Databases from 

California, Florida, and New York 

hospitals from 2005 to 2012.

SYNOPSIS: The authors compared 

the 30-day mortality rates in 45,771 

hospitalized adult patients with 

inpatient diagnosis codes of PE and/

or DVT, as well as a contraindication 
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to anticoagulation, who underwent 

IVC filter placement with 80,259 

similar patients who did not un-

dergo IVC filter placement. Base-

line characteristics and coexisting 

conditions were similar in the two 

populations. The authors found that 

patients with IVC filter placement 

had an increased risk of 30-day mor-

tality, compared with patients with-

out an IVC filter placed (HR, 1.18; 

95% CI, 1.13-1.22; P less than .001). 

This study used observational 

data derived from reimbursement 

codes, which lacked unmeasured 

confounders (for example, sever-

ity of VTE and fragility score), so 

randomized, controlled trials are 

required to confirm the results. Nev-

ertheless, this study should prompt 

physicians to carefully consider 

decisions to place an IVC filter in 

the setting of a contraindication to 

anticoagulation.

BOTTOM LINE: IVC filter place-

ment in patients with VTE and 

contraindication for anticoagulation 

was associated with an increased 

30-day mortality. Randomized, con-

trolled trials are required to confirm 

the observed results.

CITATION: Turner TE et al. Asso-

ciation of inferior vena cava filter 

placement for venous thromboem-

bolic disease and a contraindication 

to anticoagulation with 30-day 

mortality. JAMA Network Open. 

2018;1(3):e180452. 

Dr. Kobaidze is an assistant  
professor of medicine in the  

division of hospital medicine at  
Emory University, Atlanta.

By Kyle James, MD

4
Sodium bicarbonate 
decreases death and organ 

failure in patients with severe 
AKI

CLINICAL QUESTION: Does sodium 

bicarbonate treatment improve clin-

ical outcomes in critically ill patients 

with severe metabolic acidosis?

BACKGROUND: Severe acidemia 

is associated with impaired cardiac 

function, decreased perfusion, and 

increased mortality. Many physi-

cians use sodium bicarbonate to 

improve hemodynamic stability in 

critically ill patients with acidemia. 

However, the use of sodium bicar-

bonate in this role remains con-

troversial because the evidence to 

support it is limited.

STUDY DESIGN: Multicenter, 

open-label, randomized, controlled 

trial.

SETTING: Twenty-six ICUs in 

France.

SYNOPSIS: Investigators random-

ized 389 adult patients with severe 

acidemia and Sequential Organ 

Failure Assessment (SOFA) scores of 

4 or greater or serum lactate level 

of 2 mmol/L or greater to receive 

either no sodium 

bicarbonate or 

4.2% intravenous 

sodium bicarbon-

ate. The primary 

composite out-

come was at least 

organ failure at 

day 7 or mortality 

by day 28.

When compared 

as a whole, the treatment group 

did not demonstrate improvement 

in the primary outcome. However, 

patients with Acute Kidney Injury 

Network scores of 2 or 3 at enroll-

ment who received bicarbonate had 

lower rates of the composite prima-

ry outcome (70% vs. 82%; P = .462). 

Additionally, 35% of the treatment 

group utilized a renal replacement 

therapy (RRT) during their ICU stay 

versus 52% of the control group (P = 

.0009). 

Limitations of the study included 

unblinding of the ICU physicians 

and the lack of a control intrave-

nous solution. Notably, 47 of the 

194 patients in the control group 

received sodium bicarbonate as sal-

vage therapy.

BOTTOM LINE: Sodium bicarbonate 

treatment may decrease the need 

for RRT in patients with signifi-

cant metabolic acidemia and may 

decrease the likelihood of death or 

organ failure in those with severe 

acute kidney injury.

CITATION: Jaber S et al. Sodium bi-

carbonate therapy for patients with 

severe metabolic acidaemia in the 

intensive care unit (BICAR-ICU): A 

multicentre, open-label, randomised 

controlled, phase 3 trial. Lancet. 

2018;392(10141):31-40. 

5
Delay RRT for severe AKI in 
septic shock or ARDS

CLINICAL QUESTION: Does early 

renal replacement therapy (RRT) 

initiation affect clinical outcomes in 

patients with severe acute kidney 

injury (AKI) in the setting of septic 

shock or acute respiratory distress 

syndrome (ARDS)?

BACKGROUND: Critically ill pa-

tients with AKI can benefit from 

RRT via improvement of electrolyte 

abnormalities, volume overload, and 

acid-base status. Potential harm from 

RRT includes complications of central 

venous access, intradialytic hypoten-

sion, and the bleeding risk of antico-

agulation. The optimal timing of the 

elective initiation of RRT for AKI in 

septic shock or ARDS is unknown.

STUDY DESIGN: A post hoc sub-

group study of a randomized, con-

trolled trial.

SETTING: Thirty-one ICUs in 

France.

SYNOPSIS: Using data from the Ar-

tificial Kidney Initiation in Kidney 

Injury trial, the authors evaluated 619 

patients with severe AKI and require-

ment for catecholamine infusion and/

or invasive mechanical ventilation. 

Patients were randomly given RRT in 

an early or a delayed time frame. The 

early strategy involved RRT as soon 

as possible after randomization. In 

addition to the other parameters, the 

patients in the delayed group were 

given RRT for the following: anuria/

oliguria 72 hours after randomization, 

blood urea nitrogen greater than 112 

mg/dL, serum potassium greater than 

6 mmol/L, metabolic acidosis with pH 

less than 7.15, or pulmonary edema 

from fluid overload causing severe 

hypoxia.

Early RRT did not show signifi-

cant improvement in 60-day mortal-

ity, length of mechanical ventilation, 

or length of stay, compared with de-

layed RRT. The delayed RRT strategy 

was significantly associated with 

renal function recovery, with hazard 

ratios of 1.7 in ARDS (P = .009) and 

1.9 in septic shock (P less than .001). 

Both sleep quantity and 
quality is disturbed in 
hospitalized patients
A cross-sectional, observational, 
single-day study of over 2,000 
hospitalized patients showed 
that, on average, these patients 
received 83 minutes less sleep 
time than at home. Quality of 
sleep – as measured by the 
Consensus Sleep Diary (CSD) and 
the Dutch-Flemish Patient-Re-
ported-Outcomes Measurement 
Information System (PROMIS) 
Sleep Disturbance item bank – 
was also significantly disturbed. 
Sleep disruptions were most 
commonly caused by noise from 
other patients and by being 
awakened by hospital staff.
CITATION: Wesselius H et al. 
Quality and quantity of sleep 
and factors associated with 
sleep disturbance in hospitalized 
patients. JAMA Intern Med. 2018 
Jul 16. doi: 10.1001/jamaint-
ernmed.2018.2669.

Short TakesContinued from previous page

Dr. James

CLINICAL  |  In the Literature

®

Volunteer on your chapter  
leadership team

Nominate yourself or a colleague to serve on the leadership  

team and represent the needs of your local chapter. 

Applications close at the end of November 2018

Apply Now

hospitalmedicine.org/chapterelections



the-hospitalist.org   

|
   17   

|
   November 2018

therapy, mostly for cardiovascular 

risk reduction. There is mounting 

evidence of an infrequent side effect 

known as idiopathic inflammatory 

myositis (IIM), that requires immuno-

suppressive therapy rather than just 

discontinuation of the medication. 

While there is a recently described 

association of statin use with an im-

mune-mediated necrotizing myositis 

through the formation of an autoan-

tibody against HMG-CoA Reductase, 

this epidemiological study aimed to 

look at the incidence of statin use 

against all confirmed cases of IIM.

STUDY DESIGN: Retrospective, pop-

ulation-based, case-control study.

SETTING: Northwest Adelaide 

Health Study in Adelaide, Australia. 

SYNOPSIS: A retrospective, pop-

ulation-based, case-control study 

was conducted that compared the 

incidence of histologically con-

firmed IIM identified from the 

South Australian Myositis Database 

in patients 40 years or older with 

known statin exposure (n = 221) 

against population-based controls 

obtained from the North West Ade-

laide Health Study. The unadjusted 

and adjusted odds ratios and 95% 

confidence intervals were calcu-

lated using the conditional logistic 

regression analysis for the risk of 

statin exposure associated with IIM. 

There was an almost twofold (79%) 

increased likelihood of statin expo-

sure in patients with IIM by com-

parison with controls (adjusted OR, 

1.79; 95% CI, 1.23-2.60; P = .001). 

This study’s results indicate 

that patients with histologically 

confirmed IIM had a significant-

ly increased 

likelihood of 

statin exposure, 

compared with 

population-based 

matched controls. 

Results were sim-

ilar even when 

excluding necro-

tizing myositis, 

which already has 

a known association with statin use, 

which suggests that statin use could 

be associated with all types of IIM.

BOTTOM LINE: There was a statis-

tically significant association be-

tween statin use and the incidence 

of idiopathic inflammatory myositis, 

which suggests that this condition 

is a potential serious side effect of 

statin therapy.

CITATION: Caughey GE et al. As-

sociation of statin exposure with 

histologically confirmed idiopathic 

Additionally, the likelihood of ade-

quate urinary output was greater in 

the delayed RRT group.

BOTTOM LINE: A delayed RRT 

strategy in those with severe AKI 

and septic shock or ARDS may safe-

ly afford time for renal recovery in 

some patients.

CITATION: Gaudry S et al. Timing 

of renal support and outcome of 

septic shock and acute respiratory 

distress syndrome. A post hoc analy-

sis of the AKIKI randomized clinical 

trial. Am J Respir Crit Care Med. 

2018;198(1):58-66.

Dr. James is a hospitalist at Emory 
University Hospital Midtown and  

an assistant professor at Emory  
University, both in Atlanta.

By Ryan Marten, MD

6
Rivaroxaban versus heparin 
at preventing recurrent, 

cancer-related VTE

CLINICAL QUESTION: Is an oral di-

rect factor Xa inhibitor an effective 

alternative to low-molecular-weight 

heparin (LMWH) in treating cancer 

related venous thromboembolism 

(VTE)?

BACKGROUND: LMWH has been 

the standard of care for treatment in 

patients with VTE 

and cancer. A new-

er class of drug, 

the direct factor 

Xa inhibitors, have 

been shown to 

be noninferior to 

vitamin K antag-

onists (VKAs) in 

treatment of VTE 

in noncancer pa-

tients, but little is known about their 

use in patients with cancer.

STUDY DESIGN: Randomized, 

open-label, multicenter pilot trial.

SETTING: United Kingdom; patients 

were recruited through the Clinical 

Trials Unit at the University of War-

wick, Coventry.

SYNOPSIS: The authors randomly 

assigned 406 cancer patients with 

diagnosed VTE either to the LMWH 

group or to the oral direct factor 

Xa inhibitor group to evaluate the 

primary endpoint of VTE reoccur-

rence and secondary endpoints of 

major bleeding or clinically relevant 

but not major bleeding (CRNMB). 

Rivaroxaban was noninferior to 

dalteparin in preventing VTE reoc-

currence, with a 6-month VTE reoc-

currence rate for dalteparin of 11% 

(95% confidence interval, 7%-16%) 

and a reoccurrence rate of 6% for 

rivaroxaban (95% CI, 2%-9%). Rates of 

major bleeding events were similar, 

although patients with esophageal or 

gastroesophageal cancers tended to 

experience more major bleeds with 

rivaroxaban than with dalteparin (4 

of 11 vs. 1 of 19). CRNMB was 4% for 

dalteparin and 13% for rivaroxaban 

(hazard ratio, 3.76; 95% CI, 1.64-8.69). 

Limitations include slow recruitment, 

high mortality rate, and the treat-

ment length being only 6 months.

BOTTOM LINE: In this small study, 

rivaroxaban was equally effective 

at reducing the rate of reoccurrence 

of cancer related VTE at 6 months 

but had higher rates of CRNMB. 

Patients with GI cancers may be at 

higher risk for major GI bleeding 

with rivaroxaban.

CITATION: Young AM et al. Compar-

ison of an oral factor Xa inhibitor 

with low molecular weight heparin 

in patients with cancer with venous 

thromboembolism: Results of a 

randomized trial (SELECT-D). J Clin 

Oncol. 2018 Jul 10. 36(20):2017-23.

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

medicine at Emory University, Atlanta.

By Jessica Nave, MD

7
Statin exposure associated 
with idiopathic inflammatory 

myositis

CLINICAL QUESTION: What is the 

association between exposure to 

statin medications and histologically 

confirmed idiopathic inflammatory 

myositis?

BACKGROUND: More than 200 

million people worldwide use statin 

Health care costs and 
mortality improve in 
Medicare beneficiaries who 
receive transitional care 
management (TCM) services
In a retrospective cohort analy-
sis of Medicare Fee-for-Service 
beneficiaries, the adjusted total 
Medicare costs (average, $3,358 
vs. $3,033) and mortality (1.6% 
vs 1.0%) were higher among 
those beneficiaries who did not 
receive TCM services, compared 
with those who did receive TCM 
services, in the 31-60 days follow-
ing an eligible discharge; howev-
er, use of this service by clinicians 
remained very low.
CITATION: Bindman AB et al. 
Changes in health care costs and 
mortality associated with transi-
tional care management services 
after a discharge among Medi-
care beneficiaries. JAMA Intern 
Med. 2018 Jul 30. doi: 10.1001/
jamainternmed.2018.2572.
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Recognize American 
Diabetes Month with 
SHM’s Glycemic  
Control Programs.

Dr. Drincic of Nebraska Medical 
Center credits SHM’s eQUIPS 
program, an online resource and 
collaborative with more than 
100 participating hospitals, with 
driving her institution’s glycemic 
control QI efforts. 

Learn how SHM’s GC programs can improve patient 
safety at your hospital.

hospitalmedicine.org/gc
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inflammatory myositis in an Aus-

tralian population. JAMA Intern 

Med. 2018 Jul 30. doi: 10.1001/jamaint-

ernmed.2018.2859.

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

medicine at Emory University, Atlanta.

By Willie H. Smith Jr., MD

8
More Medicare beneficiaries 
receiving hospice care 

services than in previous years  

CLINICAL QUESTION: For patients 

with Medicare Fee-for-Service and 

Medicare Advantage, what are the 

trends regarding where they die 

and the type of health care received 

around the time of death?

BACKGROUND: Studies abound on 

the accelerated cost and health care 

activities of patients toward the end 

of life. Previous analyses of Medi-

care trends of medical care at the 

time of death have been compiled in 

2000, 2005, 2009, 

and 2011; this 

study reexamines 

recent trends.

STUDY DESIGN: 

Retrospective co-

hort of a random 

sample of Medi-

care Fee-for-Ser-

vice and Medicare 

Advantage dece-

dents during 2000-2015.

SETTING: Medicare patients in 

acute care hospitals, home/commu-

nity, hospice inpatient care units, or 

nursing homes.

SYNOPSIS: Approximately 1.4 

million Medicare Fee-for-Service 

decedents and 870,000 Medicare 

Advantage decedents were studied 

in a random sample that included 

20% of Medicare Fee-for-Service re-

cipients in the years 2000, 2005, 2009, 

2011, and 2015 and 100% of Medicare 

Advantage patients in the years 

2011 and 2015. Deaths of Medicare 

Fee-for-Service recipients occurring 

in acute care hospitals and nursing 

homes decreased from 32.6% (95% 

confidence interval, 32.4%-32.8%) in 

2000 to 19.8% (95% CI, 19.6%-20.0%) in 

2015. Patients who died while receiv-

ing hospice services increased from 

21.6% (95% CI, 21.5%-21.8%) in 2000 to 

50.4% (95% CI, 50.2%-50.6%) in 2015. 

Review of Medicare Advantage data 

demonstrated similar shifts. 

Although there are concerns 

about the accuracy of reported loca-

tion of community deaths and these 

results may not be generalizable to 

other, non-Medicare populations, 

the study overall adds statistical 

data on death trends and suggests 

an improvement in the use of pallia-

tive and hospice care services.

BOTTOM LINE: Compared with 

previous years, fewer Medicare 

beneficiaries are dying in acute care 

settings, and more beneficiaries are 

receiving hospice care in other set-

tings.

CITATION: Teno J et al. Site of death, 

place of care, and health care tran-

sitions among U. S. Medicare bene-

ficiaries between 2000-2015. JAMA. 

2018;320(3):264-71.

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

medicine at Emory University, Atlanta.

By Lucy Witt MD, MPH

9
Prevalence and outcomes of 
incidental imaging findings

CLINICAL QUESTION: How fre-

quently are incidental findings on 

imaging identified and how often 

do these findings represent true pa-

thology?

BACKGROUND: As frequency of 

imaging studies increases, and those 

studies become more advanced, 

incidental findings on imaging are 

a growing concern. Incidentalomas 

can lead to anxiety for patients, 

increased testing, and possible inter-

ventions such as biopsies. Current 

literature does not provide adequate 

guidance for providers to discuss 

the risks of incidentalomas with pa-

tients, nor are there clear methods 

described to manage incidentalomas 

when discovered.

STUDY DESIGN: This study was 

an umbrella review of systematic 

reviews and meta-analyses. Authors 

conduced their own meta-analyses 

using data from pooled sources.

SETTING: MEDLINE and EMBASE 

were searched, which resulted in 20 

Unsafe zolpidem use is 
common
In a review of the 2015 US Medi-
cal Expenditure Panel Survey, 
investigators found that up to 
77% of patients prescribed zolpi-
dem reported being prescribed 
longer durations and higher 
doses, as well as the drug being 
prescribed alongside other CNS 
depressants, despite known risks 
and recommended prescription 
and Food and Drug Administra-
tion guidelines.
CITATION: Moore T et al. 
Assessment of patterns of 
potentially unsafe use of zolpi-
dem. JAMA Intern Med. 2018 
Jul 16. doi: 10.1001/jamaint-
ernmed.2018.3031.
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unique systematic reviews analyzed, 

15 of which provided incidence data 

and 18 included outcome data.

SYNOPSIS: To assess prevalence of 

incidentalomas, the authors con-

ducted nine meta-analyses, with a 

median number of 14,409 patients. 

Each analysis was created based 

on the imaging modality used and 

the area of the body where the 

incidental finding occurred. They 

examined the outcomes specific 

to incidentalomas within those 

organs. Their analysis showed that 

CT of the chest had the highest 

prevalence of incidentalomas (45%; 

95% confidence interval, 36%-55%). 

Incidental findings in the breast 

had the highest rates of malignancy 

(42%; 95% CI, 31%-54%). Noncancer-

ous outcomes described included 

disc degeneration on MRIs of the 

spine, aneurysms in brain imaging, 

and subclinical Cushing’s syndrome. 

There was significant heterogeneity 

in all the meta-analyses conducted. 

Limitations included variations in 

how primary study authors defined 

a positive result and in imaging pro-

tocols. Although the authors of this 

study used primary data extracted 

from the individual studies in the 

systematic reviews, they did not an-

alyze the primary studies for inclu-

sion based on methods.

BOTTOM LINE: This study provides 

guidance to clinicians regarding 

counseling patients on the risks of 

incidentalomas and how to manage 

those incidental findings.

CITATION: O’Sullivan JW et al. Preva-

lence and outcomes of incidental im-

aging findings: umbrella review. BMJ. 

2018 Jun 18. doi: 10.1136/bmj.k2387.

10
Epinephrine linked 
with more refractory 

cardiogenic shock after acute MI

CLINICAL QUESTION: Is there a 

difference in safety and efficacy 

when using epinephrine versus nor-

epinephrine for cardiogenic shock 

after successful reperfusion in acute 

myocardial infarction (AMI)?

BACKGROUND: Norepinephrine 

and epinephrine are the most com-

monly used vasopressors in clinical 

practice and in septic shock have 

been found to be equivalent in ef-

fectiveness. Their different physio-

logical effects may influence their 

effectiveness in cardiogenic shock, 

and previous retrospective studies 

have suggested that epinephrine 

may have worse clinical outcomes in 

this setting.

STUDY DESIGN: A multicenter, pro-

spective, randomized, double-blind 

study.

SETTING: ICUs in nine French hos-

pitals.

SYNOPSIS: Adults (older than 18 

years old) who suffered cardio-

genic shock following successful 

revascularization after AMI were 

enrolled. Fifty-seven patients were 

randomly assigned to receive either 

norepinephrine or epinephrine with 

patients, nurses, and physicians 

unaware of which study drug was 

being used. The primary outcome 

variable was change in cardiac index 

within the first 72 hours, and refrac-

tory cardiogenic shock served as the 

main safety endpoint. This study was 

stopped early because of the higher 

risk of refractory cardiogenic shock 

noted in the epinephrine group, 

compared with that seen in the nor-

epinephrine group (10 of 27 vs. 2 of 

30; P = .011). There was no difference 

in evolution of cardiac index (P = .43) 

between the two groups. Potentially 

harmful metabolic and physiologic 

changes were noted in the epineph-

rine group including greater lactic 

acidosis and increased heart rate. 

This study was underpowered for 

clinical endpoints because of the 

study’s early termination. It also did 

not include patients in cardiogenic 

shock from other causes, such as 

myositis or postcardiopulmonary 

bypass.

BOTTOM LINE: For patients in 

cardiogenic shock after AMI with 

successful reperfusion, epinephrine 

use was associated with increased 

refractory cardiogenic shock, com-

pared with norepinephrine use.

CITATION: Levy B et al. Epinephrine 

versus norepinephrine for cardio-

genic shock after acute myocardial 

infarction. J Am Coll Cardiol. 2018 

Jul 10;72(2):173-82. 

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

medicine at Emory University, Atlanta.
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Pediatric ITL

Rapid recovery pathway for pediatric PSF/AIS
An important alternative amidst the opioid crisis

By Mirna Giordano, MD

Clinical question
In pediatric postoperative spinal fusion (PSF)/

adolescent idiopathic scoliosis patients, do alter-

natives to traditional opioid-based analgesic pain 

regimens lead to improved clinical outcomes? 

Background
Traditional care for PSF patients has included late 

mobilization most often because of significant 

pain that requires significant opioid administra-

tion. This has led to side effects of heavy opioid 

use, primarily nausea/vomiting and sleepiness.

Prescribers in the U.S. have become more aware 

of the pitfalls of opioid use given that more peo-

ple now die of opioid misuse than breast cancer. 

An approach of multimodal analgesia with early 

mobilization has been shown to decrease length 

of stay (LOS) and improve patient satisfaction, 

but data on clinical outcomes have been lacking. 

Study design & Setting
Single-center quality improvement (QI) project in 

an urban, 527-bed, quaternary care, free-standing 

children’s hospital.

Synopsis
Based on the recognition that multiple “stan-

dards” of care were utilized in the postoperative 

management of PSF patients, a QI project was 

undertaken. The primary outcome measured was 

functional recovery, as measured by average LOS 

and pain scores at the first 6:00 am after surgery 

then on postoperative days 1, 2, and 3.

Process measures were use of multimodal 

agents (gabapentin and ketorolac) and discon-

tinuation of patient-controlled analgesia (PCA) 

before postoperative day 3. Balancing measures 

were 30-day readmissions or ED revisit. Patients 

were divided into three groups by analyzing out-

comes in three consecutive time periods: conven-

tional management (n = 134), transition period (n 

= 104), and rapid recovery pathway (n = 84). In the 

conventional management time period, patients 

received intraoperative methadone and postoper-

ative morphine/hydromorphone PCA. During the 

transition period, plan-do-study-act cycles with 

ketorolac and gabapentin pilots were instituted 

and assessed. Finally, a rapid recovery pathway 

(RRP) was designed and published as a web-based 

algorithm. Standardized entry order sets were de-

veloped to maintain compliance and consistency, 

and a transition period was allowed to reach the 

highest possible percentage of patients adhering 

to multimodal analgesia regimen.

Adherence to the multimodal regimen led to 

90% of patients receiving ketorolac on postop day 

1, 100% receiving gabapentin on night of surgery, 

86% off of IV PCA by postop day 3, and 100% order 

set adherence after full implementation of the 

RRP. LOS decreased from 5.7 to 4 days after RRP 

Continued from previous page

Dr. Giordano

Dr. Giordano is a 
pediatric neurosurgery 
hospitalist and assistant 
professor in pediatrics 
at Columbia University 
Irving Medical Center in 
New York.

implementation. Pain scores also improved signifi-

cantly on postop day 0 (average pain score, 3.8 vs. 

4.9) and postop day 1 (3.8 vs. 5). Balancing measures 

of 30-day readmissions or ED visits after discharge 

was 2.9% and 3.6% after full implementation. 

Bottom line
Multimodal analgesia – including preoperative 

gabapentin and acetaminophen, intraoperative 

methadone and acetaminophen, and postopera-

tive PCA diazepam, gabapentin, acetaminophen, 

and ketorolac – results in decreased length of 

stay and improved self-reported daily pain scores. 

Citation
Muhly WT et al. Rapid recovery pathway after 

spinal fusion for idiopathic scoliosis. Pediatrics. 

2016 Apr;137(4):e20151568.
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The Division of General Internal Medicine at Penn State Health Milton S. Hershey Medical Center, 
Penn State College of Medicine (Hershey, PA) is seeking a BC/BE Internal Medicine NOCTURNIST 
HOSPITALIST to join our highly regarded team. Successful candidates will hold a faculty appointment 
to Penn State College of Medicine and will be responsible for the care in patients at Hershey Medical 
Center. Individuals should have experience in hospital medicine and be comfortable managing patients 
in a sub-acute care setting. 

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

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

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

For additional information, please contact: 
Brian Mc Gillen, MD — Director, Hospitalist Medicine 
c/o Heather Peffley, PHR FASPR — Physician Recruiter 
Penn State Health
hpeffley@pennstatehealth.psu.edu

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

Employer – Minorities/Women/Protected Veterans/Disabled.

ACADEMIC NOCTURNIST HOSPITALIST

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 

 

Please Contact: 
Ballad Health Physician Recruitment 

800-844-2260 

docjobs@balladhealth.org 

 

 

 

 

  

 

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 

Physician-Led Medicine in Montana 

Internal Medicine/Family Medicine 

Hospitalist

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

billingsclinic.com

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

• Extremely flexible 
scheduling

• Shifts reduced for 
Nocturnist

• Generous salary with  
yearly bonus

• Signing bonus

• No procedures required

• J-1 waivers accepted

• “Top 10 Fittest Cities in 
America 2017” – Fitbit

• “America’s 
Best Town 
of 2016”

Billings Clinic is nationally 

recognized for clinical 

excellence and is a proud 

member of the Mayo Clinic 

Care Network. Located in 

Billings, Montana – this 

friendly college community is 

a great place to raise a family 

near the majestic Rocky 

Mountains. 

Exciting 

outdoor 

recreation 

close to 

home. 300 

days of 

sunshine! #1 in Montana
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877.265.6869 

InpatientJobs@evhc.net

ENVISION PHYSICIAN SERVICES OFFERS ...

THE SUPPORT I NEED TO GROW AS A 

e icia  

A eade .

BEATA SUMMER-BRASON, DO

HOSPITAL MEDICINE

JOIN OUR HOSPITALIST TEAM:

■  Plantation General Hospital                         

Ft. Lauderdale, FL

■  Ft. Walton Beach Medical Center             

Ft. Walton Beach, FL

■  Gulf Coast Medical Center                  

Panama City, FL

■ Cartersville Medical Center          

Cartersville, GA

■  Piedmont Newton Hospital         

Covington, GA

■  North Knoxville Medical Center        

Hospitalist and Critical Care Physician openings 

Powell, TN
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YOU
belong at 
the TOP!

2

0

1

7

BSA Health System ranks
among the nation’s best 

for clinical excellence, 
employee culture and 
patient experience.

Seeking board certified/
eligible physicians.

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

Program offers a strong compensation 
package and excellent benefits. 

Texas does not have a state income tax.

To apply or for more information: 
Contact Eileen Harpole

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

Palo Duro 
State Park

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

Hospitalist—Charlottesville, VA 

Sentara Martha Jefferson Hospital, is 
currently recruiting for a full time hospitalist 
and nocturnist to join our hospitalist team.

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

*Hospitalist: varied shifts from 8-12 hours

*Nocturnist: 6 nights on/8 off (7p-7a) with 
in-house APC cross cover support.

Charlottesville is a university town, consistently 
rated as one of the best places to live, raise 
a family, with excellent schools, metropolitan 
dining, and outdoor activities.

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

To apply please submit cover letter and CV to:

Paul Tesoriere, M.D.  pjtesori@sentara.com 
or call (434) 654-7580

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

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

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

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

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

where a replacement hospital will open in 2019. 

We offer:

• Starting bonus and up to $100,000 in loan repayment

• 7 on/7 off schedules

• Additional stipend for nights

• Attractive base compensation with incentive

• Excellent benefits, including malpractice, moving expenses, CME

• Moonlighting Opportunities within the Network 

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

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

St. Luke’s currently has more than 220 physicians enrolled in internship, residency and fellowship 

programs and is a regional campus for the Temple/St. Luke’s School of Medicine. Visit www.slhn.org.

Our campuses offer easy access to major cities like NYC and Philadelphia. Cost of living is low coupled 

with minimal congestion; choose among a variety of charming urban, semi-urban and rural communities 

your family will enjoy calling home. For more information visit www.discoverlehighvalley.com 

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

Hospitalist Opportunities in Eastern PA
– Starting Bonus and Loan Repayment –
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Join the thriving hospitalist team at Northwestern Medicine Lake Forest Hospital, now located in a new 

state-of-the-art facility as of March 2018. We are seeking a physician who is dedicated to exceptional 

clinical care, quality improvement and medical education. Here, you will be an integral part of our 

community hospital team.  

Lake Forest Hospital is located about 30 miles north of downtown Chicago. Care is provided through 

the main hospital campus in suburban Lake Forest and an outpatient facility in Grayslake, Illinois, 

which also includes a free-standing emergency room. Lake Forest Hospital is served by a medical staff 

of more than 700 employed and affiliated physicians. The hospital also received American Nurses 

Credentialing Center Magnet® re-designation in 2015, the gold standard for nursing excellence and 

quality care.

If you are interested in advancing your career as a Northwestern Medical Group hospitalist, please 

email your CV and cover letter to lfhmrecruitment@nm.org. Visit nm.org to learn more.

BECOME PART 

OF BETTER MEDICINEOF BETTER MEDICINE

B E T T E R



November 2018 | 24 | The Hospitalist

   Make your next smart move. Visit shmcareercenter.org.

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 45K 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 4 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 

 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 29 owned, managed and 
affiliated hospitals and more than 80 health centers and urgent care centers. Ochsner is 

orld Report as a “Best Hospital” 
across four specialty categories caring for patients from all 50 states and more than 80 
countries worldwide each year. Ochsner employs more than 18,000 employees and over 
1,100 physicians in over 90 medical specialties and subspecialties, and conducts more than 
600 clinical research studies. For more information, please visit ochsner.org and follow us on 
Twitter and Facebook.

Interested physicians should email their CV to profrecruiting@ochsner.org 
or call 800-488-2240 for more information.

Reference # SHM2017.

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, national origin, sexual orientation, disability 
status, protected veteran status, or any other characteristic protected by law

Ochsner Health System is seeking physicians to join our 

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

Join our Team in Ohio! 

www.theMHG.com 

Send CV : jobs@theMHG.com 

440-542-5000  

UH Elyria 

Ci 

PRN/Full Time 

Medical Center 
Elyria 

Leaders in  Hospital Medicine since 1975 

Hospitalists 

NAzH
NORTHERN

ARIZONA

HOSPITALISTS

NazHospitalists.com    Prescott, Arizona

 

  

  

 
 

 

 

 

 

 

 

 
 

 
 

Th e Practice

You’ve Always 

Wanted in the

Hometown

You’ve Always 

Dreamed About
  Physician owned and managed

  Enjoy an outstanding 
employment package

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

are now available.

Learn more at

NAzHospitalists.com

Sandy: SBetter@yrmc.org

(928) 771-5487

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

Find your 

next job today!
 visit WWW.SHMCAREERS.ORG
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DISCOVER THE BENEFITS

•  Highly competitive financial/benefits package including   
    sign-on bonus

•   Physician equity ownership for all full-time docs

•  Industry-leading and company funded 401(k) 

•  Yearly CME/BEA (Business Expense Account)

•  Student loan refinancing as low as 2.99%

•  Groundbreaking Paid Parental Leave

•  Pioneering Paid Military Leave

•  Short- and long-term disability 

•    Comprehensive medical, dental, vision and Rx coverage

•    The best medical malpractice including tail coverage

•  Professional development programs

•    Location flexibility & career stability of a national group

•    Procedural autonomy with back up support as needed

FEATURED OPPORTUNITIES

Union Hospital – Elkton, MD 

Positions available Hospitalists 

and a Medical Director

Sharon Regional  
Medical Center – Sharon, PA
Positions available Pulmonary/Critical Care 
Intensivists and Hospitalists

Warren General Hospital – Warren, PA
Positions available Hospitalists

At US Acute Care Solutions, uniting HM and EM under a single team has led to 
unquestionable improvement for our patients, our hospital partners, and our clinicians. 
By integrating the patient journey, our physicians are able work together not just as 
colleagues, but as co-owners in the same group, to focus on providing the best possible 
patient care throughout the acute care episode, and beyond. No silos. No turf wars. Just 
one team, accountable for care and driven toward continual improvement.

HM + EM
One Group. All Owners. 

Focused On One Goal:  
Outstanding Patient Care.

800-828-0898

jobs@usacs.com
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Opportunities for Internal Medicine 
Physicians in the Southwest 

San Juan Regional Medical Center in Farmington, New 

Mexico, is recruiting for Internal Medicine Physicians to join a 

hospital-owned practice.

You can look forward to: 
• Compensation of $240,000-$250,000 base salary

• Productivity bonus incentive with no cap 

• General Internal Medicine-Primary Care out-patient practice

• No call, no weekends, no holidays

• Lucrative benefit package, including retirement

• Sign on and relocation

• Student loan repayment

• Quality work/life balance

Great Opportunity for a Hospitalist in the Southwest
San Juan Regional Medical Center is recruiting Hospitalists to join 

a team dedicated to providing personalized, compassionate care. 

You can look forward to: 
• $275,000-$295,000 base salary plus productivity and quality bonuses

• 100% Hospitalist work

• Wide variety of critical care 

• Lucrative benefit package, including retirement

• Sign on and relocation

• Student loan repayment

• Quality work/life balance

San Juan Regional Medical Center is a non-profit and community 

governed facility. Farmington offers a temperate four-season cli-

mate near the Rocky Mountains with world-class snow skiing, fly 

fishing, golf, hiking and water sports. Easy access to world renowned 

Santa Fe Opera, cultural sites, National Parks and monuments. 

Farmington’s strong sense of community and vibrant Southwest 

culture make it a great place to pursue a work-life balance. 

Contact Terri Smith | 888.282.6591 or 505.609.6011 (phone) |
tsmith@sjrmc.net (email) | sanjuanregional.com or sjrmcdocs.com

Berkshire Health Systems is currently seeking 

BC/BE Internal Medicine physicians to join our 

comprehensive Hospitalist Department

•  Day, Evening and Nocturnist positions

•  Previous Hospitalist experience is preferred  

Located in Western Massachusetts Berkshire 

Medical Center is the region’s leading provider of 

comprehensive health care services

•  302-bed community teaching hospital with 

   residency programs

•  A major teaching affiliate of the University of

   Massachusetts Medical School and UNECOM

•  Geographic rounding model

•  A closed ICU/CCU

•  A full spectrum of Specialties to support the team

•  7 on/7 off 10 hour shift schedule

We understand the importance of balancing work with a 

healthy personal lifestyle

•  Located just 2½ hours from Boston and New York City

•  Small town New England charm

•  Excellent public and private schools

•  World renowned music, art, theater, and museums

•  Year round recreational activities from skiing to kayaking,

 this is an ideal family location.

Berkshire Health Systems offers a competitive salary and benefits 

package, including relocation.

Hospitalist Opportunity Available 

Join the Healthcare Team at

Berkshire Health Systems!

Interested candidates are invited to contact: 

Liz Mahan, Physician Recruitment Specialist, Berkshire Health Systems

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

Applications accepted online at www.berkshirehealthsystems.org

M a s s a c h u s e t t s  –   h o s p i t a l i s t  p o s i t i o n s  a v a i l a b l e

C o n c o r d  B o s t o n:30

Location, Location, Location

e M e r s o n h o s p i t a l . o r g

Come join our well established hospitalist team of dedicated 
hospitalist at Emerson Hospital located in historic Concord, 
Massachusetts. Enjoy living in the suburbs with convenient 
access to metropolitan areas such as Boston, New York and 
Providence as well as the mountains, lakes and coastal areas.
Opportunities available for hospitalist and nocturnists; full 
time, part time, per diem and moonlighting positions, just 
25 minutes from Boston. A great opportunity to join a well 
established program.

• Manageable daily census
• Flexible scheduling to ensure work life balance 
• Dedicated nocturnist program
• Intensivists coverage of critical care unit
• Competitive compensation and bonus structure
• Comprehensive benefit package including CME allowance
• Access to top specialty care

Emerson Hospital provides advanced medical services 
to more than 300,000 people in over 25 towns. We are a 
179 bed hospital with more than 300 primary care doctors 
and specialists. Our core mission has always been to make 
high-quality health care accessible to those that live and work 
in our community. While we provide most of the services 
that patients will ever need, the hospitals strong clinical 
collaborations with Boston’s academic medical centers 
ensures our patients have access to world-class resources 
for more advanced care. For more information please 
contact: Diane M Forte, Director of Physician Recruitment 
and Relations 978-287-3002, dforte@emersonhosp.org 

Not a J-1 of H1B opportunity

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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 When Hospitalists and EM docs  
 share ownership

  we all breathe a little easier.

Visit usacs.com/HMcareers
 or call us at 1-844-863-6797.  careers@usacs.com

At US Acute Care Solutions, we have 

an awesome culture built on the synergy of 

our care teams. Every full-time HM and EM 

physician shares ownership in our group– 

and our patients’ outcomes. The result? 

Better care for our patients and hospital 

partners, and a culture of camaraderie and 

excellence that’s second to none.

Discover the clear difference ownership  
makes at US Acute Care Solutions. Visit 
USACS.com

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
• Redding

Illinois 
• Belleville
• Chicago
• 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.

• Sacramento
• San Francisco
• San Jose

Maryland
• Baltimore

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.
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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

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

Great Lakes Medicine, PLC., invites you to consider 
an excellent Hospitalist opportunity in and around the 
suburbs of Detroit, Michigan. We are currently seeking 
a hard-working Board Eligible/Board Certified 
Internist to join our dedicated group.

 • Salary starting at $200,000 for full time
 • Great medical benefits
 • 401k and Profit Sharing at signing
 • Partnership opportunity available
 • Quarterly bonuses, based on productivity
 • 12 weeks’ vacation/ one week per month for  
  full-time hospitalists

Job requirements:

 • Michigan license
 • Current CV
 • Board certification or board eligibility

Job description:

 • No 24-hour in-house call
 • Share on-call duties
 • Rounding and reporting and simple procedures

HOSPITALIST POSITION

Great Lakes Medicine, PLC was established in 2005.  

The group is made up of very motivated, dedicated, energetic 

physicians. We are a hospital group, dedicated to our 

patients, their families and the primary care physicians  

whom we represent. 

For more info, please call 586-731-8400 or email us at 

glm@g-l-medicine.com

Visit www.g-l-medicine.com

Hospitalist Regional Medical Director  
Opportunities in Eastern PA

– Starting Bonus and Loan Repayment –

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

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

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

All campuses have a closed ICU, strong advanced 

practitioner assistance and all specialty back up, 

in addition to an opportunity for upward mobility 

within the Network. 

SLUHN is a non-profit network comprised of 

physicians and 10 hospitals, providing care in eastern 

Pennsylvania and western NJ. We employ more 

than 800 physician and 200 advanced practitioners. 

St. Luke’s currently has more than 220 physicians 

enrolled in internship, residency and fellowship 

programs and is a regional campus for the Temple/

St. Luke’s School of Medicine. Visit www.slhn.org.

Our campuses offer easy access to major cities like 

NYC and Philadelphia. Cost of living is low coupled 

with minimal congestion; choose among a variety of 

charming urban, semi-urban and rural communities 

your family will enjoy calling home. For more 

information visit www.discoverlehighvalley.com 

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

We offer:

•	 Starting bonus and up to 

$100,000 in loan repayment

•	 7 on/7 off schedules

•	 Additional stipend for nights

•	 Attractive base compensation 

with incentive

•	 Excellent benefits, including 

malpractice, moving 

expenses, CME

•	 Moonlighting Opportunities 

within the Network
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Maximize your Career with Emory’s Premier Academic 

Hospital Medicine Division

The Division of Hospital Medicine at the Emory University School of Medicine and Emory Healthcare is 

currently seeking exceptional individuals to join our highly respected team of physicians and medical 

directors.  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.

A career ith Emory includes:

• Generous salary, benefits, and incentives

• Faculty appointments commensurate with experience

• Broad range of clinical, academic, and research

experiences

• On-site medical directors

• Flexible scheduling options

• Full malpractice and tail coverage

Apply  for immediate openings!

Email your cover letter and C  to:

Dr. Dan Hunt, Director

c/o Danielle Moses, Physician Services

Coordinator/Recruiter for Medicine

Phone: 404-778-7726

danielle.moses@emoryhealthcare.org

medicine.emory.edu/hospital-medicine  |  emoryhealthcare.org/hospital-medicine

Our Programs:
Emory University Hospital

Emory University Hospital Midtown

Emory University Orthopaedics & Spine Hospital

Emory Saint Joseph’s Hospital

Emory Johns Creek Hospital

Emory Decatur Hospital

Emory Hillandale Hospital

Grady Memorial Hospital

Veterans Affairs Medical Center, Atlanta

The Ohio State Wexner Medical Center

As one of the nation’s largest academic hospitalist programs, we lead a variety of teaching

and non-teaching inpatient and consultative services. OSUWMC Division of Hospital

Medicine is dedicated to the health and well-being of our patients, team members, and our

OSUWMC community. Our mission is to improve the lives of our patients and faculty by

providing personalized, patient-centered, evidence-based medical care of the highest

quality. We are currently seeking exceptional physicians to join our highly regarded team.

Preferred candidates are BC/BE in Internal Medicine or Internal Medicine-Pediatrics, have

work experience or residency training at an academic medical center, and possess excellent

inpatient, teamwork, and clinical skills. 

J o i n  a  L e a d e r  i n  H o s p i t a l  M e d i c i n e

Manageable clinical workload with flexible

scheduling options

Competitive salary & bonus including a rich

benefit package

Faculty appointment commensurate with

experience 

Research & teaching opportunities as well as

ongoing education and development programs

Occurrence-based malpractice and relocation

allowance

Our Faculty Enjoy:

NOW INTERVIEWING COMPETITIVE APPLICANTS

N a t a s h a  D u r h a m ,  D A S P R    

n a t a s h a . d u r h a m @ o s u m c . e d u  

h o s p i t a l m e d i c i n e @ o s u m c . e d u    

h t t p : / / g o . o s u . e d u / h o s p i t a l m e d i c i n e

W e  a r e  a n  E q u a l  O p p o r t u n i t y / A f f i r m a t i v e  A c t i o n  E m p l o y e r ,  Q u a l i f i e d  w o m e n ,  m i n o r i t i e s ,  V i e t n a m - e r a  a n d

d i s a b l e d  V e t e r a n s ,  a n d  i n d i v i d u a l s  w i t h  d i s a b i l i t i e s  a r e  e n c o u r a g e d  t o  a p p l y .  T h i s  i s  n o t  a  J - 1  o p p o r t u n i t y .
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Find your next job today!
 visit SHMCAREERCENTER.ORG 

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

What we’re offering:

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

practices;

• Network with experienced hospitalist colleagues and 

collaborative leadership;

• Ability to develop quality improvement projects in transition 

of care and other scholarly pursuits of interest;

• Commitment to patient safety in a team approach model;

• Potential for growth into leadership roles;

• Competitive salary, comprehensive benefit package, 

relocation, and so much more!

What we’re seeking:

• Collaborative individual to work with diverse population 

and staff;

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

• Completion of an accredited Internal Medicine or 

Family Medicine program;

• BC/BE in Internal or Family Medicine;

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

• No J1 visa waiver sponsorships available.

What the area offers:

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

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

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

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

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

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

Sweet Hospitalist Opportunity with 
Penn State Health

Chicago—Vibrant City,

Family Friendly Suburbs

IMMEDIATE OPENINGS-Advocate Medical 

Group (AMG), a part of Advocate Health 

Care, is actively recruiting HOSPITALISTS for 

growing teams across metro Chicago.

• Flexible 7 on7 off scheduling

• Manageable daily census

• Established, stable program with 

 90+ providers

• First-rate specialist support

• Comprehensive benefits, relocation & 

 CME allowance

Advocate Medical Group is part of 

Advocate Aurora Health – the 10th largest 

not-for-profit health system in the nation.

Submit CV & cover letter to 

Rebecca.bork@advocatehealth.com

Tomorrow starts today.

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

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

physicians to join our comprehensive Hospitalist Department

• Day and Nocturnist positions

• Previous Med/Peds Hospitalist experience is preferred  

• Leadership opportunities available

Located in Western Massachusetts Berkshire Medical Center is the 

region’s leading provider of comprehensive health care services

• Comprehensive care for all newborns and pediatric inpatients including:

o  Level Ib nursery

o  7 bed pediatrics unit

o  Care for pediatric patients admitted to the hospital

• Comprehensive adult medicine service including:

o  302-bed community teaching hospital with residency programs

o  Geographic rounding model

o  A closed ICU/CCU

o  A full spectrum of Specialties to support the team

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

School and University of New England College of Osteopathic Medicine

• 7 on/7 off 12 hour shift schedule

We understand the importance of balancing work with a healthy 

personal lifestyle

•  Located just 2½ hours from Boston and New York City

•  Small town New England charm

•  Excellent public and private schools

•  World renowned music, art, theater, and museums

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

family location.

Berkshire Health Systems offers a competitive 

salary and benefi ts package, including relocation.

Interested candidates are invited to contact: 

Liz Mahan, Physician Recruitment Specialist, Berkshire Health Systems

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

Applications accepted online at www.berkshirehealthsystems.org
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Hospitalists as physician executives
HM provides “foundational leadership skills”

By Brian Harte, MD, SFHM

H
ospitals and health systems 

are increasingly looking to 

physicians to provide lead-

ership at the most senior 

executive level. While the chief med-

ical officer (CMO) or similar role has 

given physicians a seat at the exec-

utive table at many organizations, 

physicians are also being sought 

for the chief executive officer (CEO) 

role at the head of that table.

A commonly referenced study 

from 2011 by Amanda Goodall, MD, 

in Social Science & Medicine, con-

cluded that, among a cohort of high-

ly ranked hospitals, overall quality 

metrics were approximately 25% 

higher in hospitals where a physi-

cian was CEO, in comparison to hos-

pitals with nonphysician CEOs (2011 

Aug;73[4]:535-9). 

In addition, new positions at the 

hospital and health system level are 

coming into existence: Examples 

include chief of population health, 

chief innovation officer, chief qual-

ity officer, and chief patient experi-

ence officer, among others.

There is every reason to think 

that these senior executive physi-

cian roles can – and in many cases 

perhaps should – be filled by hos-

pitalists. Hospital medicine is an 

ideal “proving ground” for future 

physician leaders. I believe that the 

best practitioners of hospital medi-

cine are also the best candidates for 

hospital, health care, and health sys-

tem physician executive leadership, 

because many of the characteristics 

essential for success as an executive 

are the same characteristics that are 

essential for success as a hospitalist. 

Strong candidates should have the 

following characteristics:

• A patient-centered perspective: 

Perhaps the most important char-

acteristic of a leader is empathy. 

To appreciate the complex, and of-

ten challenging, emotional states 

of our patients keeps us connected 

at the most fundamental, human 

level to the work we do and to our 

patients and families. Empathy 

can – and should – extend to fel-

low caregivers as well, and allows 

us to practice and lead teams in 

the most human of professions. 

No leader – in health care, anyway 

– can last long without being able 

to demonstrate empathy, through 

words and behavior.

• A systems-based practice: A hos-

pitalist must be able to have a foot 

in each of two canoes – to be able 

to see each patient and their fam-

ily individually and develop pref-

erence-based plans of care, and 

also to be able to focus on process, 

structure, and outcomes for the 

hospital system as a whole. The 

former trait is imbued in us during 

training and is the critical foun-

dation for the patient-physician 

relationship. The latter, however, 

is something different entirely 

and reflects an ability to have per-

spective on the entire ecosystem 

of care – and apply principles of 

process and quality improvement 

to achieve forward looking results. 

That’s leadership.

• Team leadership: Another funda-

mental attribute of leaders is to 

assemble a talented and diverse 

team around an objective, and 

then to delegate both tasks and 

their ownership, deferring to 

expertise. Hospitalists – the best 

ones, anyway – similarly recognize 

that, for the vast majority of a 

patient’s hospital stay, the most 

important caregiver in a patient’s 

care is someone other than them-

selves. At any given time, it might 

be the nurse, aide, pharmacist, 

care manager, transporter, radiol-

ogy tech, urologist, housekeeper, 

surgical resident, or anyone in-

volved in that patient’s care. The 

hospitalist’s greatest value is in de-

veloping the plan of care with the 

patient and their family, and then 

communicating – and therefore 

delegating – that plan to individ-

uals with the expertise to execute 

that plan. I believe the biggest dif-

ficulty hospitalists have in assum-

ing leadership roles is getting out 

of the comfortable weeds of daily 

clinical operations and instead 

focusing on goals, strategies, and 

teams to accomplish them. The 

best hospitalists are doing this al-

ready as part of their daily care.

• The ability to manage relation-

ships: Hospitalists manage and 

work among a team of diverse tal-

ents. They also have accountability 

relationships to clinical and admin-

istrative leaders in the hospital, 

each of whom may be in a position 

of authority to place demands on 

the hospitalists: A partial list might 

include the CEO, the chief medical 

officer, chief nurse, chief of staff, 

other medical staff departments, 

academic leaders, and of course, pa-

tients and their families. Function-

ing in a “matrixed” organization 

– in which lines of authority can 

go in many directions – is standard 

fare, even at the executive level, 

and the key competency is open 

and frequent communication. 

• Experience: Already, hospitalists 

assume leadership roles in their 

hospitals – leaders in quality, medi-

cal informatics, patient experience, 

and continuous improvement. In 

these roles, physicians work with 

senior executives and other hos-

pital leaders to both set goals and 

implement strategies, providing 

visibility and working relation-

ships that can be helpful to aspir-

ing leaders.

Perhaps more so than most other 

specialties, then, hospitalists demon-

strate foundational leadership skills 

in their day-to-day practice – an 

ideal start to a leadership path. This 

is not to say or suggest that a career 

devoted purely to clinical practice is 

somehow inferior – far from it. How-

ever, as health care organizations 

turn to the medical community to 

provider leadership, hospitalists are 

well positioned to develop and be 

developed as executive leaders.

How can SHM help? While man-

agement degrees become a common 

pathway for many, some health sys-

tems and professional organizations 

support their membership with a 

leadership development curriculum 

which may be a better place to start. 

In my opinion, SHM provides one 

of the most thorough and relevant 

experiences available. The SHM 

Leadership Academy focuses on 

developing a broad set of additional 

leadership competencies across a 

spectrum of experience. The format 

varies depending on the course, but 

all rely heavily upon experienced 

hospitalist leaders – in fact, many 

current and former Board members 

and officers volunteer their time to 

facilitate and teach at the Academy, 

including at the entry level. It’s a 

powerful way to learn from others 

who have started walking the lead-

ership path.

Dr. Harte is a past president of 
SHM and president of Cleveland 
Clinic Akron General and Southern 
Region.
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ERIC TAKAHASHI, DO

HOSPITAL MEDICINE

FEATURED HOSPITAL MEDICINE 

LEADERSHIP POSITIONS

 ■ North Knoxville Medical Center

Knoxville, TN

 ■ Palmdale Regional Medical Center

Palmdale, CA

 ■ Parkland Medical Center

Derry, NH

 ■ Plantation General Hospital

Ft. Lauderdale, FL

 ■ Sentara Albemarle Medical Center

Elizabeth City, NC

COAST-TO-COAST LEADERSHIP 

AND STAFF POSITIONS

 ■  Critical Care/Intensivist • Hospitalist

Nocturnist • Observation Medicine

SNF Specialist

844.819.5483

EnvisionPhysicianServices.com/Hospitalist2018

HOSP_32.indd   1 10/17/2018   9:50:20 AM


