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AAIM IN ACTION

AAIM President’s Update

s we immerse ourselves in the

holiday season while continuing
full steam ahead with our work
responsibilities, it is an opportune time
for a short update in all the different
things in which AAIM is involved.

This year and the last few months

in particular have seen a flurry of
publications. Some are in print, some
are percolating at various journals, and
some are in the final throes before
being submitted. In addition, there are about a half dozen
more in process. (You can see those that are completed by
going to the News and Initiatives section of the website.)

Our ability to generate these thoughtful and scholarly

works is a strong testimonial to the volunteer spirit of our
members who enthusiastically roll up their sleeves to invest
the time and energy needed to make all this happen. When
that commitment is coupled with our talented staff, really
good things happen. We have had opportunity to share drafts
of some of our manuscripts in process with the members of
the Internal Medicine Education Advisory Board, which is
convened by AAIM and includes representatives from the
American College of Physicians, the American Board of Internal
Medicine, the Accreditation Council for Graduate Medical
Education, the Residency Review Committee for Internal
Medicine, the Society for General Internal Medicine, and the
Society for Hospital Medicine as well as observers from the
American College of Osteopathic Medicine, American Medical
Association, and the Association of American Medical Colleges.
Invariably, the members of this group have been strong in
their praise, citing both the importance of the topics being
addressed as well as the quality of the papers themselves.
This external validation is a good reflection of the fact that
the community of internal medicine sees AAIM as a pivotal
spokesperson for the discipline. In other words, the notion
behind forming AAIM in the first place is being validated.

ACGME has been in and continues the process of formally
reviewing their requirements. One key area is that of duty
hours and the broader topic of wellness. We have spent
considerable time providing feedback. Specifically with respect
to duty hours we offered a well-reasoned argument for being
less restrictive and more flexible. When recently invited to
comment on proposed revisions to the common program
requirements, it was gratifying to see that the proposed
revisions are highly consistent with our recommendations.
You can find AAIM's position paper as well as comments on
the ACGME's proposed language on the website (News and
Initiatives/Accreditation).

AAIM has spent a lot of time re-inventing the website.
The goal was not just to make it more attractive, but to make
it more accessible to individual members. When you have a

Our ability to generate these thoughtful
and scholarly works is a strong testimonial
to the volunteer spirit of our members
who enthusiastically roll up their sleeves
to invest the time and energy needed to

make all this happen.

better idea of all the things AAIM is doing on your behalf and
better access to tools councils and committees develop, AAIM
fulfills its aspiration to help members with the responsibilities
they have every day. For example, sharing best practices in
terms of Clinical Competency Committees provides a curated
resource that many programs can adopt.

This fall, we took the key first step in implementing our
new meeting format. Recall Academic Internal Medicine Week
that had been in the fall will now be in the spring (registration
is now open online so make your plans to join us in Baltimore
March 19-22).

The APDIM meeting traditionally held in the fall has
been expanded to encompass both the historical APDIM
perspective but also help individual members enhance their
skill sets—thus the name AAIM Skills Development Conference.
The conference was specifically designed to provide venues
for people to learn new skills to help them in their day to
day responsibilities and develop skills needed for career
advancement, in a fashion that allowed individuals to not
only learn from one another but also for learning across the
constituencies in AAIM. Many of the other AAIM member
groups offered precourses and workshops at the conference.
The conference has received outstanding feedback in terms
of its content. Now we need to build this meeting and make
it even more successful as measured by continued positive
reviews and increasing attendance as those who attended
spread the word.

The other half of the meetings equation is the newly
redesigned Academic Internal Medicine Week, which will be
AAIM’s first foray into convention centers. A record number
of workshop proposals have been submitted which foretells
not only a strong program (as has always been the case) but
also strong attendance. We are excited that two “headliners”
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have accepted our invitation to be keynote speakers.
Paul Farmer, MD, who is acclaimed for his work in the
underdeveloped world will join us as will Kate Goodrich,
MD, who serves as CMS Director of the Center for Clinical
Standards. | urge all of you to attend this banner meeting.
Your elected leaders in AAIM are working on a variety
of additional initiatives that will keep us productive and
busy well into the future. All these endeavors are aimed
at cementing our status as the key “go-to” organization
in academic internal medicine, if not in all of internal
medicine. The holiday season is a good reminder of how
grateful I am to be part of an organization that is having
so much impact. The timing also presents an opportune
time for me to urge all of you to be thankful for our
many blessings. The tumult of our lives often precludes
our taking the time to reflect on the truly great things
about our chosen profession and discipline. It is easy for
the negative to dominate. This season is a time to fight
that off and remind ourselves of the really neat stuff not
the least of which is having an impact on the individuals
who are the future of medicine. And of course, it is vital
to go beyond the professional dimension to the personal
and reflect on the importance of family, loved ones, and
friends. All of us at AAIM and | personally wish the greatest
of holidays to all. Q

Sincerely,

L/c(@\L\

D. Craig Brater, MD
AAIM President

The AAIM Skills Development Conference
was specifically designed to provide
venues for people to learn new skills to
help them in daily responsibilities as well

as for career development.
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RESIDENCY EDUCATION

Panacea or Placebo: 10 Years of X+Y Ambulatory
Scheduling in Internal Medicine Residency

decade has passed since leading organizations in graduate
medical education (GME) called for the redesign of
ambulatory training in internal medicine residencies (1-4).
As a result, residencies are reexamining the traditional
model of weekly continuity clinic, which creates conflict
between inpatient and outpatient responsibilities (3,5). To
meet Accreditation Council for Graduate Medical Education
recommendations, programs across the country are adopting
innovative scheduling strategies for continuity clinic.
Ambulatory block scheduling has emerged as a common
solution to better separate inpatient from outpatient care.
In this model, residents alternate inpatient rotations with
dedicated ambulatory time. The first of this construct to be
described was the 4+1 model, which alternates four weeks
of inpatient rotations with one week of outpatient clinic (6).
Other variations exist, including a 50/50 configuration, with
alternating one month blocks of inpatient and outpatient
experiences (the latter during consult and other non-ward
inpatient experiences) (7). Collectively these models are referred
to as block scheduling or X+Y scheduling, where X refers to
inpatient blocks and Y refers to focused ambulatory time (8).
Several key advantages to X+Y scheduling have emerged
along with unintended consequences. In this article, we
summarize the impact of X+Y scheduling across several
domains, including resident satisfaction, ambulatory education,
and continuity of care, and share our own experiences with the
X+Y block schedule, highlighting some challenges and solutions.

Resident Satisfaction

By requiring residents to balance inpatient and outpatient
responsibilities, traditional scheduling creates a stressful
environment that can compromise resident perception of
ambulatory medicine as an enjoyable field of practice (3,9).
A key feature of X+Y scheduling is separation of ward and
non-ward duties, which leads to less fragmentation of care
(5,10). Residents report increased focus in clinic, greater
satisfaction with preceptors, and improved teamwork and safety
environments (5-7). Hospital-based clinics, private practices, and
medical homes have all successfully implemented X+Y. Regardless
of the setting, overall resident satisfaction with continuity clinic
is consistently improved with X+Y scheduling (5,6,10-12).

Exposure to Outpatient Medicine

Block scheduling allows for larger residents patient
panel sizes as well as more time spent in ambulatory care
(7,10,11,13). Furthermore, the transition to block scheduling
is associated with higher teaching conference attendance, as
the separation of inpatient and outpatient responsibilities

may generate additional time for classroom education (7).
Dedicated ambulatory experiences create opportunities to
standardize and promote an ambulatory curriculum, and
residents report improved learning opportunities and greater
confidence in practicing outpatient medicine (7,10,12).

Continuity of Care

Despite the benefits outlined, continuity as reported from
the patient perspective is consistently decreased in this new
scheduling model (7,11-13). With X+Y scheduling, patients are
less likely to see their primary resident provider for acute visits
or post-hospitalization follow-up appointments needed within
a week of discharge. A potential solution is to create a system
of practice partners who share responsibility for a patient
panel (9). Another solution is to employ shorter scheduling
intervals with frequent cycling of inpatient and outpatient
experiences (7). Call et al reported improved continuity and
resident satisfaction with tandem two-week-long cycles
alternating ward and non-ward rotations (14). During non-
ward intervals, residents have two clinics per week and one
“mini-clinic,” which allows for follow-up of more complex
patients and completion of other administrative clinic duties.

The impact on continuity of care from the resident’s
perspective is less clear. While residents in a 4+1 model saw
their own patients more often (13), residents in a 50/50
model saw fewer of their own patients (7). The increased
time between ambulatory clinic sessions in the 50/50 model
as well as the relative decrease in total months spent in clinic
compared with the 4+1 model likely account for this finding.
Interestingly, patient satisfaction was not affected by the
decreased continuity of care, and missed appointments actually
decreased (7). Given the discrepant results, more studies are
needed to assess the real impact on patient care as well as the
patient-resident relationship.

Experiences, Challenges, and Lessons Learned
At the established university program, we restructured our
ambulatory experience utilizing a 50/50 schedule alternating
inpatient and outpatient months. This model is less disruptive
to institutions that are dependent on resident ward coverage,
since 4+1 models require one-fifth of the residents to be off the
inpatient service at any given time. Non-ward rotations such
as subspecialty consultation, ambulatory block, and electives
take place during the outpatient month, in addition to two
continuity clinic sessions per week. Prior to implementation,
hope existed that moving to a 50/50 schedule would simplify
outpatient scheduling. However, many schedule changes are
still made each month to accommodate consult team rounding,

Academic Internal Medicine Insight | 2016 | 14:4



space in clinic, and vacations. Despite the loss of ward service
distractions, consult services and electives still reduce the

time residents spend on ambulatory duties. Additionally, the
inpatient month leads to challenges in maintaining continuity
and ownership of outpatients. Residents are paired with a
practice partner who has the opposite 50/50 schedule, but
outpatient handoffs are not formalized.

However, implementing an X+Y schedule in a brand new
program is not an easy task either. A program that welcomed
its first 16 interns in 2014, we implemented a 4+1 block
schedule with residents spending five half-days in continuity
clinic during the +1 week. As a new program, our inpatient
services are not yet dependent on resident workforce and
therefore tolerate a large percentage of residents off of the
wards. Our initial challenge was faculty acceptance of this
new model and their discontent with disrupted continuity.
The 4+1 model is not like the “real world” and expectations
for resident follow up were high. Faculty development efforts
focused on resident expectations were crucial in promoting
culture change. Defining clear expectations, timeframes for
test follow up, and a back-up coverage process has increased
resident involvement, decreasing the likelihood of missed
results. We also found that when the residents are away for
four weeks, there appears to be a lack of interest in clinic
on returning and a diminished sense of patient ownership.
Likewise, it takes longer for residents to master the outpatient
electronic medical record and clinic flow, and for patients to
establish relationships with the residents. The logistics of the
4+1 model appear to be a burden on the scheduling staff as
well. Numerous scheduling errors in the first year only added
to the turmoil. However, we are pleased to report that in
our second year we found that the residents settled in well
with the 4+1 model. Their sense of ownership of patients,
punctuality inpatient follow-up, and participation in didactics
blossomed and created a positive environment in the clinic.

While encountering many hurdles, we have worked
hard to adapt this model in in two different institutions by
developing new expectations and educational processes for
residents, faculty, and staff. Several years after implementation
we can say we have made much progress, although we know
new challenges are ahead.

Conclusion

X+Y schedules have the potential to improve the resident
continuity clinic experience by decreasing tensions between
inpatient and outpatient duties, allowing for more ambulatory
educational experiences, and improving continuity from
the resident perspective. Implementation of X+Y requires
programs to provide an infrastructure to promote resident
autonomy and patient ownership and offer sufficient faculty
supervision while preserving patient safety and quality of care.

It is a complex problem and every solution will have a
corresponding tradeoff. We propose that X+Y scheduling is
not a panacea, but each program will need to thoughtfully
consider intended and unintended consequences prior to
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implementation. We hope that our “real world” experiences
with X+Y scheduling, at two different training programs,
initiate a conversation to begin to outline best practices and
share solutions.
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ADMINISTRATION, FINANCE, AND REGULATORY

New to an Administrative Leadership Role?

Internal medicine administrators and faculty leaders come to
their positions from a wide range of backgrounds. For some
administrators, this role is a first experience working with
physicians or in higher education. Many faculty have limited or
no experience with supervision of nonmedical staff, financial
management, or strategic planning. Administrative leaders are
expected to gain an in-depth understanding of the research,
educational, clinical, and administrative missions of an
academic internal medicine department in addition to having
core skills in financial and human resources management.
Departments of internal medicine are commonly
organized into administrative units in which the chair’s office
provides overall organizational direction and structure, with
divisions organized for the management of educational
programs and subspecialty medicine topics. The scope of
responsibilities managed at the department and roles held
at the division level will vary from institution to institution

based on its school’s organizational structure and management
arrangements with affiliated hospitals.

Departments of internal medicine are large, diverse,
and dynamic. Academia is predicated on the testing of new
theories, the development of cutting-edge practices, and
creative applications in all mission areas. Administrative leaders
work with faculty, learners at all stages of development,
staff, and institutional process partners to facilitate these
professional aspirations in a fiscally responsible and compliant
manner. Individuals new to administration in internal medicine
will soon learn a new language (or languages), and AAIM
welcomes them to a community of people in similar roles who
are willing and able to help.

Figure 1 provides an overview of the top 10 areas where
new administrative leaders should begin their focus, with
suggestions on areas to explore depending on their new role
and responsibilities. Q

FIGURE 1. Focus for New Administrators

1. Institutional and Departmental Overview ¢ Review your health system and department’s mission, vision, and values.
* Review how your health system and your department are structured.

* Meet faculty and staff leaders in your department and health system, and hear their concerns and
challenges and what they see as opportunities.

» Understand your department’s and your unit's business continuity plans.

* Review important dates on the department’s calendar.

* Review key departmental and health system policies, including those on compliance (both mandatory and
role specific), internal controls, and conflict of interest.

o Understand whether your department is affiliated with a Department of Veterans Affairs Medical Center
and how that relationship is defined.

 Review referring physician satisfaction data.

3. Faculty o Understand faculty tracks for your medical school.

e Overview appointment and promotion processes.
* Review the annual calendar of faculty activities:

o Sabbaticals

e CV reviews

o Performance reviews and merit program

e Effort reporting and disclosure of outside activities
o Understand the compensation structure and components of salary.

* Review faculty satisfaction data.
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5. Research Administration * Review the department'’s research performance standards and expectations for protected time for research.
e Understand how your department is reimbursed for research.
o Tour your research labs.
¢ Understand pre- and post-award processes and policies and infrastructure.

* Review space assignments, funding per square foot, and other metrics for both wet and dry lab research
programs.

* Understand bridge funding, cost-sharing, retention. and other research-related policies.

7. Clinical Administration * Review your department’s clinical performance standards and expectations for clinical assignments.

e Understand how your department is reimbursed for clinical activities (productivity and clinical
administrative roles).

e Tour your clinic and procedural areas, including call center units.
* Review clinical productivity data:
® RVUs
e Clinic visits
e Discharges
* Review patient satisfaction data.
* Be aware of anticipated arrival of accreditation bodies (for example, the Joint Commission).

9. Charge Capture/Billing e Meet the revenue cycle lead.
e Overview clinical services (both inpatient and outpatient).
* Review key metrics.
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FELLOWSHIP EDUCATION

3M to the Rescue: A Perspective on Setting Up a
Neurosurgical Co-Management Service

Setting the Scene
We had just finished residency and started our first jobs
as academic hospitalists at Nebraska Medicine. One of
the clinical directors of the Department of Internal Medicine
tasked us with starting a new co-management service with
the department of neurosurgery. Co-management between
hospitalists and surgical services has become a well-established
trend nationwide, with the intention to provide better patient
outcomes, reduce the length of stays, and improve patient
satisfaction.

We set out to streamline the care of medically complicated
neurosurgical patients while simultaneously offloading some
work assigned to general medicine teams. Being the new kids
on the block, fresh out of training and eager to impress, the
task of starting a new service seemed daunting, but we were
excited.

We sought the advice of one of our mentors who had
successfully put together a co-management service with the
department of orthopedic surgery nearly a decade earlier.

He reminded us of an annual lecture he gives to our internal
medicine residency program: “Ten Commandments for
Effective Consultations” (1). The article provides a template
for being a good consultant that still rings true today. Though
each commandment is important, a few of them were
fundamental in building our new service.

Determine the Question

Early on we sat down with the neurosurgery faculty to
better understand their vision for how we might enhance
the care of their patients. Neurosurgical patients tend to be
medically complex and sometimes require a higher degree
of care and scrutiny before prescribing a certain treatment—
for example, post-operative pain management in a patient
with severe chronic obstructive pulmonary disease (COPD)
and obstructive sleep apnea (OSA), management of glycemic
control in diabetic patients started on stress-dose steroids,
or managing steroid taper for patients with a prolonged
treatment course. To serve as general consultation criteria, we
put together a list of co-morbid conditions, which included
hypertension, diabetes, OSA, COPD, and coronary artery
disease. We felt that these were bread-and-butter medicine
issues that added a degree of complexity that would benefit
from the eye of an internist.

Honor Thy Turf (or Thou Shalt Not Covet Thy
Neighbor’s Patient)

Historically at our institution, trauma patients who
require neurosurgical intervention remain under the care
of the trauma surgery team. While the neurosurgeons were

eager for us to help care for their patients, offering a cohesive
co-management service while inserting ourselves into the

care of neurosurgical patients who were under the care of

a primary trauma surgery service would have been difficult.
Setting boundaries and articulating our availability solely to
neurosurgery primary patients was an important decision.

Teach with Tact

The neurosurgical patients at our institution are managed
by a neurosurgical intern, higher-level resident, and two
midlevel providers, along with a neurosurgery attending.
Because these patient conditions tend to be complicated,
failure to identify a decompensating patient early on can have
dire consequences. Building a relationship with residents such
that they are comfortable asking for help when needed has
been important for us. As a teaching institution, we try to
not merely list recommendations for our patients, but rather
provide some of the background reasoning and anticipatory
guidance integral to their care. Though we are always
available for questions overnight, we expect the in-house
residents to call and speak to us directly rather than simply
instruct the nurse to “call medicine.”

As a team of three rotating consultants, we felt we were
not equipped to manage neurosurgery patients as a primary
service. The discussion from the beginning was that our service
would be only consultative in nature.

Though the intent and purpose of our service was
outlined in early talks with the neurosurgery faculty, we
could have been a bit clearer early on describing our role to
the residents. To remedy this problem, we put together a
document describing the purpose of our service and which
patients would be appropriate for consultations.

As part of the culture of any isolated service, age-old
practices that are not necessarily evidence-based may exist.

As a means to update and standardize the care we provide

to our patients, we have set the goal of holding joint journal
clubs, reviewing current evidence-based practices, and
proposing changes to patient management accordingly. Any
discussion regarding changes to patient management requires
a collaborative and considered approach that comes more
naturally once a good professional relationship has been
established.

Follow Up

As academic hospitalists, we see ourselves as leaders in
safe transitions of care and good communication between
primary service and outside providers, and pioneers in quality
and patient safety. A significant part of our service has been
enhancing communication with patients’ families, other
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consultative services, primary care physicians, and accepting
facilities. We are actively involved in the discharge process:
reviewing the orders, orchestrating outside testing and follow-
up, and communicating the plan to the patient’s caregivers
(for example, reviewing tapering doses of medications like
steroids and anti-epileptic drugs or relaying plans for follow-
up urine studies in patients with DI following pituitary
adenoma resection).

The Road Ahead

Curriculum Development and Educational Content

Although much of our understanding of the
management of potential neurosurgical complications and
their degree of urgency came from residency training and
on-the-job-learning, the head of hospital medicine at our
institution referred us to a module written for the Society
of Hospital Medicine (2). The module outlined some of the
specifics regarding the medical management of neurosurgical
patients, and despite discovering the content late in the
first year of our service, we found it to be invaluable and
wished we had reviewed it sooner. We hope to translate
our experiences into the development of future educational
content and curricula for other hospitalists co-managing
neurosurgery patients.

Preoperative Cardiac Risk Assessment

While we initially thought the vast majority of
neurosurgical patients were admitted under emergent or
urgent circumstances, we were surprised to find that about
one-half of admissions were planned well in advance. With a
better understanding of the demographic of our service, we
have taken steps to set up a pre-op clinic where we will assess
risk, order necessary testing, and establish our relationship
with the patient and family long before admission. We
hope it will lower hospital costs, decrease complications,
and improve patient satisfaction by promoting continuity of
consultative care.

Conclusion

With these principles in mind, we have managed to build
a successful service over the past year. An added bonus to the
implementation of our service was a happier nursing staff,
which was consistent with a UCSF study an added benefit to
establishing neurosurgical co-management service at UCSF was
improved patient care as perceived by nursing (3). Last month,
we were honored by the nursing staff as outstanding providers
of the quarter on the neurosurgical floor. With more time and
tracking of patient data, we hope to further study how our
co-management model effects the care we provide to patients
by tracking data like readmissions and complication rates of
common hospital-acquired conditions. We are excited at what
the road ahead brings. @)
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OPINION AND COMMENTARY

Point-Counterpoint: Mandated Duty-Hour Changes
Have Significantly Improved Resident Education

Iam pleased to introduce our first Opinion and Commentary piece using the point-counterpoint format. Significant change
is always accompanied by controversy in key issues such as true value (benefits and costs), unanticipated consequences,
and overall impact (positive and negative effects). No change in recent years has had the magnitude of impact on resident
education as the progressive duty hour limitations mandated by the Accreditation Council for Continuing Medical
Education and other regulatory bodies. AAIM members, with their considerable experience in graduate medical education,
articulate contrasting opinions with supporting evidence on this critical topic. | hope to facilitate more point-counterpoints
for future issues. | encourage feedback from Insight readers regarding your opinions on this topic and on this new format

for Opinion and Commentary. Q

Stephen A. Geraci, MD
Editor, Academic Internal Medicine Insight

Point: Mandated Duty Hour Changes Have Significantly

Improved Resident Education

M uch controversy has arisen over the impact of duty hour
restrictions on resident well-being, overall education,
and patient outcomes since their initial implementation by the
American College of Graduate Medical Education (ACGME)

in 2003. Despite the controversies, duty hour reforms have
positively impacted graduate medical education in many

ways. By limiting work hours and on-call frequency, and by
prescribing days off, these reforms have improved resident
well-being. Fletcher and colleagues, in a systematic review of
the impact of ACGME’s 2003 duty hour reforms, concluded
that rates of burnout had fallen with duty hour restrictions (1).
Several other systematic reviews have supported this association
(2-4). Additional studies have suggested that residents now
enjoy an improved work-life balance since the initial (2003)
reforms (5-7). Furthermore, a number of studies suggest that
shorter work shifts may well improve patient care (8-10).

The most positive impact of duty hour reforms has been
to facilitate graduate medical education reform universally.
Studies relating the impact of duty hour restrictions to
resident education and patient outcomes, however, have
been disappointing. Data suggest that these reforms have
been detrimental to resident and fellow education secondary
to work compression (needing to complete their duties
while adhering to strict time limitations) and have had little
beneficial impact on patient outcomes (11-17). These findings
underscore the importance of understanding the complex
systems in which resident and fellow education occurs since
mere reductions in and reorganization of duty hours do not
correlate with improved education or patient outcomes.
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As a result, and as part of its accreditation redesign,
ACGME created the Clinical Learning Environment Review
(CLER) program to provide information to residencies
and fellowships—and to their institutions—to help them
understand how their clinical sites engage mastery of
knowledge and skills they need to provide safe, high quality,
and cost-efficient patient care by focusing on patient safety,
health care quality, care transitions, supervision, duty hours
and fatigue management and mitigation, and professionalism.
It has led to important dialogue and improved integration of
residents into their local medical communities, participating
in the processes rather than being only passive learners. It has
also encouraged high quality educational research to identify
best practices related to duty hours to minimize their effects
on resident education and patient safety.

Duty hour reforms have appropriately challenged
the graduate medical education community to change
the education paradigm. With the realized understanding
that reducing and restructured work hours did not, in and
of themselves, provide a positive impact on many of the
outcomes anticipated, the resulting shift to more concrete
and more meaningful metrics assessing system-wide changes
and use of better pilot testing will move us from empiric to
data-driven improvements. Ultimately, duty hour reforms and
reductions have and will continue to increase the education
community’s accountability to both physicians-in-training and
the public. @)
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Counterpoint: Mandated Duty Hour Changes Have
Significantly Improved Resident Education

n 2011, the Accreditation Council for Graduate Medical
Education instituted standards that not only included the
80-hour work week, but also additional restrictions aimed at

limiting consecutive work hours and defining limits on the
duration of night-float rotations (1). The intended goals of
duty hour restrictions included improved patient safety and
outcomes, improved resident quality-of-life and well-being,
and improved (or at least unhindered) resident education.
Although these goals are laudable, we find the evidence to
support these restrictions unconvincing and the attributable
implementation costs quite high (2,3).

Few studies have shown improvement in quality of care
from these changes. Pediatric residents that napped more
than one hour during a 24-hour shift appeared to make
better medical decisions (4) and interns working in the MICU
or CCU settings with limited time on continuous duty were
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found to make better decisions and fewer serious errors

than those working traditional shifts (5). Two additional
studies showed improved adherence to practice guidelines
and improved clinical outcomes in patients managed by
medicine residents after the 2003 work hour changes (6,7).
The majority of studies, however, failed to show consistent or
significant improvements in patient outcomes, as measured
by morbidity, mortality, medication errors, adverse events,
complication rates, readmission rates, and other outcomes
(8-14). A 2015 report comparing medication error rates in the
eight years following the 2003 ACGME work hour revisions
with rates before the changes identified a significant increase
in medication error rate in the patients studied, although the
difference did not persist beyond 2007 (13).

continued on page 12
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OPINION AND COMMENTARY

continued from page 11

The intended goals of duty hour restrictions
included improved patient safety and
outcomes, improved resident quality-of-life
and well-being, and improved (or at least

unhindered) resident education.

Turning to resident well-being and quality of life, the
evidence is again mixed. A 2004 study of internal medicine
interns found a significant increase in sleep and reductions
in attentional failures associated with intensive care unit
shifts greater than 16 hours (15). However, a national survey
in 2012 of orthopedic residents assessment of the 2011 work
hour limits revealed that, while nearly 60% felt that the
80-hour work week was appropriate and that resident quality
of life was improved, less than 20% were satisfied with the
regulations overall due to perceived detriments to patient
care (16). A study of 213 general surgery intern opinion of
the impact of the 2011 duty hour restrictions showed no
apparent effect on their perceived quality of life (17). Finally, a
longitudinal cohort study of interns in 51 residency programs
at 14 institutions was performed to evaluate the effect of
the 2011 duty hour reforms. Despite showing a reduction in
hours worked weekly, the study failed to show a significant
improvement in hours slept, depressive symptoms, or sense of
well-being. It did, however, reveal a significant increase in the
percentage of interns reporting concerns about making serious
medical errors (18).

Evidence indicates an overall erosive effect of these
restrictions on education. Of the few studies showing a
beneficial or neutral result, the most optimistic report
compared clinical exposure prior to and after the 2011
restrictions. The investigators found that interns saw more
patients, wrote more detailed notes, and attended more
conferences after the restrictions were in place. However,
outcomes were only measured for a short time period (19).

A study analyzing resident pass rates for the board certifying
examination before and after the 2003 duty hour changes
failed to demonstrate a significant difference (20). Similarly,
a comparison of the American Board of Surgery In-Training
Examination scores, as well as intern and chief resident case
volume at a single academic institution, found no significant
drop in test scores but an increase in the case volume of both
interns and chief residents (21).

Countering these results are studies in which duty hour
changes negatively impact resident education. A survey
of 200 medicine and surgery residents who trained before
and after the 2003 duty hour restrictions found that while
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residents felt that fatigue-related errors had decreased, it
was offset by handoff related errors. Residents reported

that the restrictions diminished formal education, bedside
learning, and procedural training (22). A study comparing
two 2011 regulation-compliant call models found that
medicine interns had more sleep than the control group,

but both compliant schedules resulted in more handovers,
reduced intern availability for teaching conferences, and
reduced their presence during daytime work hours (23). Both
residents and nurses perceived lower quality of care with the
2011-compliant models and residents noted lower overall
satisfaction with these models.

Looking at the first cohort of general surgery residents
at multiple institutions to experience the 2011 restrictions,
Antiel and colleagues found that residents reported less
operating room time as well as decreased continuity of care
and coordination of care. Feelings of burnout, perceived
suboptimal quality of life, and thoughts of giving up a career
in surgery remained common despite the duty hour changes
(17). A survey of inpatient medicine attending physicians
from 2001-2008 found that the 2003 restrictions resulted
in a significant reduction in the percentage of physicians
reporting having enough time for teaching (24). Similarly,
investigators found that patients were progressively more
likely to identify the attending physician rather than a
resident physician as the physician most involved in their
care with each enactment of work hour limits (25). Residents
on an ICU rotation assigned to a 16-hour continuous duty
schedule experienced a significant reduction in didactic
teaching session attendance, mid-day hospital round
attendance, and self-directed reading. The authors felt that
some of these findings could be attributed to a shift in
workload to attending physicians, resulting in less availability
to teach (26). Finally, some studies report a worsening of
professionalism with the advent of duty hour restrictions.
Byrne reported that 23% of residents falsely reported duty
hours; the most common reason was fear of jeopardizing the
training program’s accreditation (27).

Two recent papers deserve special mention. Bilimoria and
colleagues conducted a cluster-randomized trial of 117 general
surgery residency programs comparing an ACGME-compliant
work schedule to a more flexible schedule that included work
week limitations but did not limit continuous duty hours or
proscribe minimum times between shifts. When comparing
the ACGME compliant group with the flexible schedule
cohort, the authors observed non-inferior rates of death or
serious complications in the flexible schedule cohort and no
significant differences in satisfaction or well-being between
the groups. Residents in the flexible cohort were less likely to
report negative perceptions concerning patient safety, resident
education, and professionalism but were more likely to report
a negative impact on personal activities (28). A follow-up study
revealed similar perceptions by the participating residency
program directors of the scheduling impact on patient safety,
continuity of care, and resident education (29).
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In summary, the effect and efficacy of resident duty
hour restrictions in general has either not changed or slightly
improved clinical outcomes while resident well-being has
improved. However, there may be a negative impact on
resident education, as reviewed (30). @
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RESIDENT EDUCATION

Bridging the Gap: A Post-Hospital Discharge Follow-Up

Visit Curriculum

Background and Introduction
he transition of care from the inpatient to outpatient
setting is a vulnerable time for patients. Following
hospital discharge, 49% of patients experience at least one
medical error (1) and 20% of patients experience an adverse
event (2). Of Medicare beneficiaries, 15% are readmitted
within 30 days of being discharged (3).

The majority of studies focus on efforts to reduce
hospital admissions through inpatient discharge planning.
While no single intervention has a significant effect on
rates of readmission, bundled interventions involving post-
discharge follow-up phone calls, patient-centered discharge
instructions, and early visits with physicians may decrease
readmission rates (4). Specifically, heart failure and chronic
obstructive pulmonary disease patients appear to have lower
rates of readmission when patients receive close outpatient
follow up (5-8). However, little is published on what should
be addressed during this follow-up visit.

To address this gap, the California Health Care
Foundation published a hospital discharge follow-up checklist
for primary care physicians (9). Additionally, Medicare created
a transitional care management (TCM) program in which
outpatient physicians accept responsibility for the patient as
he or she transitions back into the community setting. TCM
offers guidance on what should be included in follow-up
visits (10). Both programs focus on pre-visit communication
with the patient and other providers, a review of the hospital
course, medication reconciliation, and arrangement of home
services and community resources. These initiatives stress the
importance of patient education and strategies to prevent
readmissions.

The University of Pittsburgh implemented several key
initiatives to improve our inpatient-to-outpatient transitions
of care and to reduce hospital readmissions. Specifically, we
reminded patients at the time of discharge, and after leaving
the hospital, to follow up with their primary care provider.
However, no standardized approach existed regarding this
follow-up visit, and our residents did not receive formal
training in this type of transition of care. To provide guidance
to our residents and align our educational programming with
Accreditation Council for Graduate Medicine and American
Board of Internal Medicine competencies, we developed and
implemented a curriculum focused on the transition of care
from the inpatient to the outpatient setting.

Innovation

We developed a curriculum for internal medicine
residents to standardize the post-hospital discharge visit.
Based on the California Health Care Foundation checklist and
the Medicare TCM requirements, this visit included reviewing
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the hospital course, including tests and studies performed
or recommended, and any results pending at discharge;
performing a medication reconciliation; and ensuring
adequate home care services and specialist follow-up. We
also focused on the importance of patient education and
discussion of goals of care.

Our curriculum consisted of an interactive case-based
didactic presentation and small-group discussion, a handout
summarizing key points, a template within our electronic
medical record, and faculty development. The didactic
instruction occurred during one 45-minute time period
dedicated to classroom teaching prior to resident continuity
clinic (that is, pre-clinic conference). We provided to each
resident a handout highlighting key points of the visit.
Faculty met with residents who missed the conference to
provide them with individual instruction. In addition, we
made a template available in the electronic medical record.
We presented background information and the curriculum
to all clinic preceptors, who we invited to attend the didactic
sessions and emailed copies of the materials.

To evaluate the curriculum, we surveyed residents
regarding their attitudes toward and confidence levels
with conducting a post-hospital discharge visit prior to and
three months after the curriculum instituted. We based each
survey item on a 5-point Likert-type scale. We performed
a two-tailed t-test with a p-value of 0.05 considered
statistically significant on these results. We assessed residents’
implementation of the curriculum by evaluating post-hospital
discharge visit notes using a standardized checklist. Two
reviewers independently evaluated the notes. We calculated
inter-rater reliability from a random sample of 20 notes
(kappa = 0.8). We compared de-identified notes written
in the 12 weeks prior to the curriculum (pre-curriculum)
to those written in the immediate 12 weeks following
(post-curriculum) and again from 14 to 24 weeks after the
curriculum (delayed post). We randomly selected and graded
one post-hospital discharge visit note per resident from each
time period.

Results

A total of 48 (91%) internal medicine residents
participated in the program. Only 4% reported that they
had previously received formal education regarding the
post-hospital discharge clinic visit, while 67% had received
education on the process of discharging patients from the
hospital. At three months, with a 96% response rate on the
follow-up survey, resident attitudes regarding the importance
of the visit and having that visit within 14 days of discharge
improved, as did their confidence in all aspects of conducting
the visit (Table 1).
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TABLE 1. Resident Attitudes and Confidence before and after the Post-Hospital Discharge Visit Curriculum

Three Months Post-
Discharge Curriculum
Mean * SD

Pre-Curriculum

-Value
(Mean = SD) P

Composite Attitude 18.1 £ 1.5 189+1.3 0.0073

Importance of seeing a patient in clinic within 14 days of discharge 42 +0.7 46+0.5 0.0060

Importance of preventing avoidable hospitalizations 47 05 48 +0.5 0.5089

Ability to conduct a post-hospital discharge follow-up visit 3.8+0.7 44 +05 <0.0001

Confidence to perform accurate medication reconciliation 43 +0.7 47 +£05 0.0038

Confidence to reduce medical errors after discharge from the hospital

3409

41+05 <0.0001

Responses based on a 5-point Likert-type scale, where 1 = not important/confident and 5 = extremely important/very confident.

Resident participants wrote a total of 120 post-
hospitalization follow-up notes in the pre-period, 80 notes in
the post-period, and 56 in the delayed post-period. Among the
post-period notes, 30% utilized the template, while among the
delayed post-period notes, 20% utilized the template.

Nineteen residents had notes in all three time
periods;16% and 26% of the post notes and delayed post
notes, respectively, used the template. The mean percentage of
checklist items included in each note during each time period
did not differ significantly. The pre-curricular period average
checklist score was 67.9%, the post was 65.5%, and the
delayed post was 67.3%. No statistically significant differences
existed in the percentage of residents who included the
components of the visit in their documentation before and
after the curriculum was instituted (Table 2).

Lessons Learned

The post-hospital discharge visit is important for the
transition of patient care to the outpatient setting. Our
trainees had received no training in this domain and did not
feel confident in their ability to conduct this visit. After a brief
intervention consisting of a case-based didactic presentation
and handout and template availability, confidence and
attitudes toward the visit improved up to three months
following the intervention. We could not easily measure the
impact of this intervention on actual behavior during the post-
discharge hospital follow-up visit by examining documentation
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alone. Many residents were documenting essential visit
components at baseline despite indicating their low confidence
with conducting the visit. Furthermore, evaluation of the
true impact of the curriculum was difficult given the small
number of eligible participants who had at least one note
documented in each time period. In addition, adoption of the
documentation template was suboptimal during the study
period. Frequent reinforcement by clinic preceptors for use

of the template as well as the components important to this
visit type may improve use of the template as well as the care
delivered in this setting.

Conclusions

By participating in a post-hospital discharge curriculum
our residents showed significant improvements in attitudes
and confidence levels despite a lack of measurable
improvement in documentation. Our post-hospital follow-
up visit curriculum addresses an important, yet infrequently
discussed, topic. Clinic faculty can deliver the curriculum in a
brief amount of time during a pre-clinic conference or other
educational venue. With continued curricular implementation
and frequent reminders, we anticipate that the increased
confidence and attitudes toward conducting this outpatient
visit type, as well as use of the documentation template, will
contribute to safer patient care in the post-hospital follow-
up period. Because we based the curricular materials and

continued on page 16
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continued from page 15

TABLE 2. Resident Documentation of the Post-Hospital Discharge Visit

Checklist Item Pre Post Delayed Post
n (%) Yes n (%) Yes n (%) Yes

1. Hospital course summary included 18 (94.7%)

3. Medication reconciliation performed 9 (100%) 18 (94.7%) 7 (89.5%)

5. Follow-up with specialist mentioned 16 (84.2%) 15 (78.9%) 5 (78.9%)

7. Assessment and plan included 16 (88.9%) 17 (89.5%) 7 (89.5%)

9. Goals of care mentioned 1 (5.3%) 1 (5.3%) 4 (21.1%)
documentation template on Medicare guidelines and other REFERENCES
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ACADEMIC INTERNAL
MEDICINE WEEK

BALTIMORE CONVENTION CENTER, BALTIMORE, MD

MARCH 19-22, 2017

Academic Internal Medicine Week 2017 marks the first
time Alliance members from all five member organizations
will host meetings during the same week to maximize
opportunities for education, networking, and collaboration.

This premier conference, designed for faculty and staff
in departments of internal medicine at medical schools
and teaching hospitals, has been expanded to include all
of the existing meetings as well as the APDIM Program
Administrators Meeting and the APDIM Chief Residents
Meeting. Academic Internal Medicine Week is the only
conference of this magnitude for academic internal
medicine professionals. Registration for some events will

); be limited, so be sure to register as soon as possible.

Visit www.im.org to download agendas, book housing,

i [
THE ALLIANCE and register!

Even Better Together

Academic Internal Medicine Insight | 2016 | 14:4 17



Presorted Standard

B

A AI M US Postage

Alliance for Academic Internal Medicine PAID
Washington DC

330 John Carlyle Street
Suite 610 PERMIT NO. 3070

Alexandria, VA 22314

The new IM Essentials suite

for the Internal Medicine Clerkship and USMLE Step 2

IM Essentials Flashcard app
named one of the best medical
apps by MedPage Today!

M Essentis @

IM Essentials &

lllllllllll

BACP Eoim oI nline y

Created by over 90 internal medicine clerkship directors, IM Essentials covers the key topics and
concepts in the core medicine clerkship through textbook chapters and self-assessment questions. The
IM Essentials suite consists of 2 print books and an online program. The print books and online version
can be purchased individually. FREE access to the online version is included with either print book.

Sample the content or order now at www.acponline.org/ime
In partnership with

=SACP cbpim

American College of Physicians Clerkship Directors in Internal Medicine

MD4195




	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack

