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Where we are, where we’re going, we’re we’ve been



1994 “Before the Titans, TV shows and pedal taverns”



2019



N Engl J Med 2016; 375:1009-1011



Growth in the Number of Hospitalists 

in the United States, 2003–2016.

N Engl J Med 2016; 375:1009-1011







Old standards. New hits… 



Timeless Pearls! 



2018-
2019 

Updates

1 Best Practices in Medication 
Reconciliation

2 Antibiotic Stewardship 

3 Delirium management

4 Discharge AMA

5 Discharge Pearls***



Best Practices –
Medication Reconciliation 



CHAOS MEDICATION TRANSITION 



ADEs

Random 

chaos

Common 

sense

Systematic??

Med Rec

Gold 

Standard

Med Rec  



Clinical question

– Which Med Rec intervention is most effective at 
reducing inpatient medication discrepancies?

Study design

– Mentored, Quality Improvement study

Setting

– 791 patients in 5 hospitals over 25 months
J Hosp Medicine, epub:  8/21/19 DOI 10.12788/jhm.3308



Interventions and Results

J Hosp Medicine, epub:  8/21/19 DOI 10.12788/jhm.3308





What stands out?
Sources: need at least 2

Interdisciplinary input

Diverse mix

-carried over

-OTC

-vitamins

-supplements

-nonhelpful or 

harmful

?Potential for ADEs

?Omitted medications

?Handwritten vs. EMR



• QR code to access Marquis/SHM resources 
portal 





Timeless Pearls

• Seek to obtain a Best Possible Medication 
History (BPMH) on admission.  

• Specially trained Pharmacy staff and support:
essential. Advocate for evidence-based 
resources. 

• There may be unintended 
consequences to implementation
of new systems (ie EHR). 



Antibiotic Stewardship



Vignette

78 year old female PMH dCHF, severe aortic 
stenosis, presented to MICU with septic shock 
(gram negative bacteremia) due to acute 
cholecystitis.

• IR consulted and placed percutaneous cholecystostomy

• Weaned off pressors and now stable for transfer to 
floor

• By day 4, still on IV Piperacillin-tazobactam, but now 
ready for discharge…

• What will we do with the antibiotics?



Duration – how long to treat? 

The Medicine team discusses on rounds… 

Point: “Continue antibiotics for as long as 
drain in place.”

Counterpoint: “6 weeks? Really?”

Surgery intern (In August): “I have no idea.”

Surgery resident: “Not sure, but I know what to do:
let’s ask our chief.”



Duration

Meanwhile, the surgery team asks the chief.. flinches 
& hold their breath, waiting for an answer:  

“We want to sign off. What should we write for 
how long to treat?”

(…) 

Surgery chief: “Ask the Hospitalist.”

(This takes place in 2020)



Why We Should Care 

Hospital Medicine Goals

– Not only high quality of care

– Opportunity for leadership in this area

45 randomized controlled trials showing 
non-inferiority of shorter antibiotic regimens



45 randomized controlled trials showing 
non-inferiority of shorter antibiotic regimens

J. Hosp. Med. 2018 May;13(5):361-362.



FIND SOME 2019 STUDY 

• Belabor the results of the prior table in 
specifics .. CAP, etc



“…The overuse of 

antibiotics is not a 

knowledge problem or 

a diagnostic problem; 

it is largely a 

psychological 

problem.”

JAMA Intern Med. 2016;176(11):1649-1650.



Clinical question

– What are the predictors and outcomes associated 
with excess duration of antibiotic treatment?

Study design

– Retrospective cohort

Setting

– 43 hospitals, Michigan Hospital Safety Consortium

Ann Intern Med. 2019;171(3):153-163.



Included

– Adult inpatients with CAP or HC-associated PNA

– Treatment ≥4 days and within first 2 days 

Key Exclusions

– Patients who received insufficient duration 
(≥2 days less than shortest guideline)

– MICU or ventilator need, other infection, pregnant or severe 
immunocompromise, bacteremia

Outcomes

– 1°Rate??? (specify) of excess antibiotic treatment 
duration (how common is this practice)

– 2°Death, readmission, ED visit, Abx-associated ADE

Ann Intern Med. 2019;171(3):153-163.



Primary outcome

• Patients with excess antibiotic treatment 
duration
67.8% of patients:  abx longer than indicated

Each excess day abx = 5% increased odds of ADE

•



Secondary Outcomes

• Longer duration did not improve mortality, 
reduce readmissions or re-visits to ED

• Increased Odds of pt-reported side effects. Its 
not fun to be on abx (nausea, GI)

Ann Intern Med. 2019;171(3):153-163.



We believe the study; even more it gives us  clues as to how to 
improve our individual practice?

(Each bar = 1 hospital)     Average excess days per patient: ______

Factors Associated with Excess Treatment

– Sputum culture – negative (2.5 d) or positive (3.2 d)

– No end date documented (2.9d)

Ann Intern Med. 2019;171(3):153-163.



Factors Associated with Excess Treatment

1) 93.2% excess therapy =  prescribed at discharge. 

2) Sputum culture – negative (2.5 d) or positive 
(3.2 d)

3) No end date documented (2.9d)

We believe the study; even more it 
gives us  clues as to how to improve 

our individual practice? 



7 days Stewardship 



* IDSA 2019 
Exceptions

1) Pregnancy

2) 1 month post renal 
transplant

3) Pre-urologic 
procedure with 
mucosal trauma 

SIDE NOTE! Sometimes the right 
duration might even be ZERO

JAMA. 2019;322(12):1222. doi:10.1001/jama.2019.14876.

*



Timeless Pearls

• Evidence and common sense together support 
shorter course of antibiotics for PNA.

• Use discharge as an opportunity to narrow 
and shorten duration.  

• Don’t test for or treat nonpregnant 
adults for asymptomatic 
bacteriuria

• Constantine is dead, 
long live Stewardship!



Delirium



“The I.C.U. setting itself can feel sinister to 
patients, as if lifted from “The Twilight Zone.” 

The eerie, sleep-indifferent lights. The 
cacophony of machines and alarms.”

https://well.blogs.nytimes.com/2013/07/22/nightmares-after-the-i-c-u/



2019 or recent article on B-CAM or 
whatever relating to DIAGNOSIS



B-CAM & CAM-ICU

• These are great and easy, the more you use 
them, the more hypoactive dlieiurm you will 
find 



Work-up: need a systematic 
approach

• Old Standard

– How about a self-referential mnemonic? NEJM

• New hit

– Clinical Problem Solvers



N Engl J Med 2017; 377:1456-1466.





Clinical question

– What are the effects of haloperidol or ziprasidone, as 
compared with placebo, on delirium in ICU patients?

Study design

– Randomized, double-blind, placebo-controlled

Setting

– 16 medical centers, MIND-USA
N Engl J Med 2018; 379:2506-2516.



Included

– Age > 18 years, MICU or SICU patients, CAM-ICU + 
delirium

– Shock or respiratory failure

Excluded

– Severe cognitive impairment, pregnancy, history of 
torsades/QT prolongation/NMS

Treatment arms
1) IV Haldol <20mg/d 2) IV ziprasidone <40mg/d 

Outcomes                or placebo 

– 1°Days alive without delirium or coma

– 2°Duration of delirium, time to extubation, times to:  
final successful ICU d/c, hospital d/c, 30d and 90d 
survival N Engl J Med 2018; 379:2506-2516.



N Engl J Med 2018; 379:2506-2516.

Results



Am J of Health-System Pharm, Vol. 72, Issue 23_Supplement_3, 1 December 2015, S133–S139.

Of the 87 patients who met the study inclusion criteria, 23 
(26%) were continued on antipsychotic therapy after their 
transfer from the MICU to the medical ward. Of the 23 
patients continued on antipsychotic therapy, 9 (39%) were 
discharged from the hospital with an antipsychotic.



Quick Take: Use Apps to Help!



Fast Facts (Palliative 
Care Network of 
Wisconsin), Dr 
David Weissman, 
Dr Sean Marks MD



Fast Facts (Palliative 
Care Network of 
Wisconsin), Dr 
David Weissman, 
Dr Sean Marks MD



Timeless Pearls

• Compared to placebo, neither drug made a 
difference in delirium duration, ICU time or 
mortality

• Despite lack of benefit, both drugs were well-
tolerated 

• Only use in uncontrolled agitation, 
otherwise:

treating ourselves > patient



AMA Discharges







AMA Discharges – Fast Take

• Common: 1-2% of all discharges

• Risky 20.2% unplanned readmission vs. 
10.1% routinely discharged 

• AMA begets AMA: 
20x odds of repeat AMA on readmit

Am J Med. 2019 Jun;132(6):708-717.



• So then why are we writing AMA discharges?

• Thoughts include:

• To persuade our patients to stay (perhaps with 
$ implications)

• Legal protection for the physician or hospital

• Reputation (I didn’t think this dc was smart)





J Gen Intern Med. 2012 Jul; 27(7): 825–830.



Legal mythbuster





Timeless pearls

• Discharges AMA:  common, fraught with risk, 
may threaten the patient-physician relationship

• Patients financially responsible for AMA 
discharge

• Remain an ally, don’t misinform.

• Move from AMA to SDM!



Discharge



Targeted approaches at discharge
• Multi-disciplinary approach to continuation and 

stopping unnecessary meds (med rec) 

• Opportunity to be good stewards (abx duration)

• Discontinue new anti-psychotics  (delirium) 

• Shared decision making (in place of AMA)



1 Medication   
Reconciliation

2 Antibiotic Stewardship 

3 Delirium

4 Discharge AMA

5 Discharge Pearls



What is your experience? 

Let’s continue this conversation:

@chasejwebber

#MedTwitter
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MOC Questions

Question 1

Which of the follow represents the most common 
antibiotic-associated adverse event reported by 
patients after 30 days?

A. Pruritis
B. C difficile infection
C. Diarrhea
D. Oral candidiasis



Answer: C Diarrhea 

Rationale: Gastrointestinal distress and GI symptoms 
represent the most common antibiotic-associated 
adverse event reported by patients. This is 
particularly true in patients treated with excess 
antibiotic therapy, where each excess day of 
treatment accounts for a 5% increase in odds of ADE.

Citation: Vaughn VM, et al. “Excess Antibiotic 
Treatment Duration and Adverse Events in Patients 
Hospitalized with Pneumonia.” Ann Intern Med. 
2019;171: 153-163.



Question 2

According to recently updated (June 2019) IDSA 
guidelines, asymptomatic bacteriuria should be 
treated in which of the following clinical 
scenarios?

A. Patients with spinal cord injury
B. Patients undergoing joint arthroplasty
C. Patients with indwelling foley catheters
D. Patients undergoing urologic procedures



Answer: D Patients undergoing urologic procedures

Rationale: IDSA guidelines recommend against 
screening or treating most nonpregnant adults for 
asymptomatic bacteriuria. Few exceptions to this rule 
include patients undergoing urologic procedures with 
expected mucosal trauma, as well as following recent 
renal transplant (first 1-3 months post transplant).

Citation: Nicolle LE, et al. “Clinical Practice Guideline 
for the Management of Asymptomatic Bacteriuria: 
2019 Update by the Infectious Diseases Society of 
America. Clin Infec Diseases 2019:68: 83-110.


