L etters to the Editor

Hospitalism Debate

To the Editor:

The article by Saver and Doescherlon
the rising tide of hospitalism brings
up some excellent points. | am writ-
ing, however, to clarify one area. | am
afamily physician who gave up hospi-
tal work to improve the care of my
patients through increased availabili-
ty. | would not be as effective in my
office practice had | not had years of
hospital experience.

The authors bring up the issue of
training doctors differently for ambu-
latory and hospital medicine in family
practice. | suggest that there is an
impossibility to provide either train-
ing without the knowledge of the
other. While | do not practice oncolo-
gy in my practice as a primary skill, |
would have done very poorly without
that training in my residency. When |
left my residency, | had full privileges
to place Swan-Ganz catheters, central
line catheters, and temporary pace-
makers at 4 major hospitals in
Columbia, South Carolina. While | do
not use these skills in my office-based
practice, they have provided very
valuable training that has helped me
to improve my ambulatory patient
care. The paradigm that Saver and
Doescher outline in their article does
not fit with my views of an absolute
division between hospitals and ambu-
latory medicine. Well-rounded train-
ing is needed by all to provide prima-
ry care services, and we should base
our decisions more on patients’
needs, and not on traditions or per-
ceived threats to our profession.

William, J. Epperson, MD
Inlet Medical Surgical Center
Murrells Inlet, South Carolina
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To the Editor:

The concept of the upkeep of skills
becomes pertinent to the debate
about hospitalists: whether family

practice residencies should train for
inpatient care and whether family
doctors should do it. My opinion is
that the answer must be yes to both. A
negative answer speaks a death knell
to our specialty, our knowledge base,
our credibility, our ability to handle
severe sickness and life-or-death situ-
ations, our self-esteem, and our
patients’ needs for appropriate, sensi-
tive, timely, and optimal care.

Once an individual has mastered a
given procedure or process, it takes a
minimum of reinforcement to main-
tain. For example, | learned blood-
drawing as a medical student from an
IV nurse by following her around and
gleaning her tricks. | learned well.
Drawing blood is not rocket science,
but not everyone gets good at it.

Now in my office, two medical
assistants draw blood, hardly ever
missing. | will draw those they miss,
maybe one a month, always the hard
ones. So much for the theory of
requiring large numbers of proce-
dures to keep up your skill. Though
this is probably true for some teams,
such as in heart surgery, where work-
ing together is all-important and takes
reinforcement and practice with all
the newer players.

The danger comes when more
mishaps and missed diagnoses are
expected because of the multiple
pressures on the practice of careful
and caring medicine. Far from
removing the family doctor from the
hospital, this suggests involving him
or her in every hospital and ICU case
as a consultant if the patient has no
personal family physician, and as
captain of the team if he or she had a
long-standing relationship.

Why would | make such a sugges-
tion? Three reasons: (1) Sick

patients often have or will develop
multisystem disease. Nurses are
entrusted with alerting us to omi-
nous vital signs but cannot recognize
early nonapparent pathology. Recent
understaffing undermines even the
best nurses’ attention. (2) Apparent
changes in hospital medicine and
procedures are more often superfi-
cial than substantial, more like
changing the jargon than learning a
new language. Outside physicians do
not get in-services on new gadgets
and forms, so it seems that the spe-
cialists, the ICU nurses, and now the
hospitalists “know” a lot more than
we do. But even the specialists do
not know the details of certain
machines. And none of them know
as much as we do outside their own
fields. They are focused on depth,
not breadth. (3) When other special-
ists are called in, they do not see
their role as pulling together all dis-
parate parts of the patient’s care.
We generalists cannot know
everything. But we have a better
chance of pinpointing evolving
pathology in all organ systems in
very sick hospitalized patients, espe-
cially if we have known these
patients before — but even if we
have not. Aha, you say, that is exact-
ly what a hospitalist is for. . .and he
can do it better. | doubt that turning
my patient over to a hospitalist
would be better for the patient. |
suggest that my seeing him through
his acute illness in the hospital will
save the system money, since multi-
ple other specialists will not need to
be called in by the limited subspe-
cialist. My presence will bring my
knowledge of this patient and of gen-
eral medicine to the specialist. It will
refresh my hospital skills and my
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comfort level within the hospital cul-
ture. It will reinforce new learning
and will bring to tire patient my ongo-
ing concern for him and his family. A
major benefit is observing at close
hand the skills and conscientiousness
of the specialists to which we refer.
Without being on cases together,
there is no way to know how other
doctors care for our patients.

| suggest that the same loss of skill
by a generalist who does not spend
enough time in the hospital, pertains
to a hospitalist who is never in the
office. The first will lose fluency injar-
gon, familiarity with acute drugs, and
comfort around very sick patients; the
second will lose fluency in continuity
of care, familiarity with outpatient
drags, and comfort in recognizing
acute, but not severe, illnesses occur-
ring while a patient is in the hospital
with his major illness — such as rash-
es; allergies; ear, nose, and throat dis-
orders; psychologic disorders; gyne-
cologic disorders; urinary problems;
and others.

Just because emergency room
physicians exist, family physicians
do not cease learning about and
treating emergencies. Just because
hospitalists exist, family physicians
should not abdicate their own hos-
pital role. That this happens
because they are not paid, and in
fact, are penalized (capitation) is no
reason to acquiesce to the results of
a system that encourages this per-
version of our whole profession and
specialty. It is a reason to encourage
the wisdom and courage of all of us
to change the system to preserve
what is good, even in the face of
adverse and probably transient con-
ditions.

Our hospital and office perspec-
tives enhance one another, making
us more valuable in both places. As
with phlebotomy, if we were once
skilled at taking care of hospital
patients, our medical management
expertise and our concern will carry
us through, even if we do not prac-
tice those skills all day every day.
Our patients need our skill and

advocacy most when they are the
most ill.

Pepi Granat, MD

South Miami, Florida

The preceding letters were
referred to Dr Saver and Dr
Doescher, who respond as fol-
lows:

Dr Epperson raises the question of
whether it is important to acquire
inpatient skills, even though they may
not subsequently be used. We see
value in gaining experience with inva-
sive procedures that our patients are
likely to undergo, if only so that we
can better prepare patients for what
they are facing. However, whether
acquiring personal proficiency in a
procedure that will not be performed
in practice is a good use of valuable
training time is debatable. How are
skills in the placement of Swan-Ganz
catheters useful in ambulatory prac-
tice (ignoring the issue of whether
anyone should be using these
devices)? Some skills in the medical
management of inpatients may trans-
late to better outpatient care, espe-
cially in the current environment of
discharging patients “quicker and
sicker” from the hospital, but judg-
ment of appropriate care based on the
skewed population of inpatients may
not always apply to outpatients.
Given the limitless amount of knowl-
edge that could be helpful for prac-
tice, it might be a better use of train-
ing time to improve family therapy
skills or learn procedures such as
colonoscopy than to acquire inpatient
skills that will not be used.

Dr Granat makes a good case for
the value of primary care physician
involvement, even when patients are
receiving specialized care in the ICU.
Our editorial attempted to highlight
the fact that the shift toward hospital-
ism is happening in the relative
absence of outcome data. Given the
economic, structural, and conve-
nience factors involved, it seems
unlikely that the tide will be turned in
most urban centers, unless research
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demonstrates that important out-
comes are, in fact, worse when pri-
mary care providers are not involved
with inpatient care. It could also be
that the benefits for patients outweigh
any costs. The research simply has
not been done, and time and tide
seem unlikely to wait for good stud-
ies.

As for Dr Granat's assertion that,
“Once an individual has mastered a
given procedure or process, it takes a
minimum of reinforcement to main-
tain”: this is likely true for some pro-
cedures and some people and untrue
for others. We cited some of the vol-
ume-outcome literature in our editor-
ial, and the findings are mixed. Would
Dr Granat agree to fly on an airliner
whose pilot had worked regularly in
the past, but who had flown only a
few times per year for the past 10
years? How much experience is need-
ed to become proficient with a proce-
dure, how much is necessary to main-
tain proficiency, and how do we eval-
uate proficiency? These are other
questions that clearly beg for more
research.

Hospitalism is changing the nature
of practice for many generalist physi-
cians, and its reduction of time
demands outside the office is certain-
ly seductive. Whether itis good or bad
for patients needs careful controlled
study, and we fear that those rigorous
evaluations may never take place. It
also has implications for family medi-
cine and residency training that can-
not be ignored unless the tide rapidly
begins to ebb, an eventuality that cur-
rently seems unlikely.

Barry G. Saver, MD, MPH
Mark P. Doescher, MD, MSPH
University of Washington
Seattle

Antibiotics for Acute
Bronchitis

To the Editor:

I found the article by Oeffinger et all
about the treatment of acute bron-
chitis in adults very interesting. In a
1997 article from Iceland in which
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serologic test results from adults
with acute bronchitis were analyzed,
84% had negative serology, 14% had
viral serology, and only 2% had bac-
terial serology.2 This confirms that
acute bronchitis in most cases is a
viral disease. Also, in Norway, acute
bronchitis is treated with antibiotics
in a vast majority of cases3despite
the evidence4that antibiotics are of
no clinical value to the duration of
symptoms or complications.

The differential diagnosis and
treatment of lower respiratory tract
infections is difficult, when the diag-
nosis is based on clinical evaluation
alone. In a recent study,5we demon-
strated that a rapid test of C-reactive
protein, done in the general practi-
tioner's office and providing an
answer within 10 minutes, can be
helpful in determining patients with
respiratory tract infections who are
in need of antibiotic treatment. The
test contributed to the reduction of
antibiotic consumption by one
fourth in our investigation. We feel
that this test is one of the best tools
to exclude bacterial causes of acute
bronchitis, and is also a good peda-
gogic way to explain to the patient
that he will not benefit from using
antibiotics.

Most antibiotics are prescribed in
general practice, and | agree with the
authors’ concern that the way gener-
al practitioners deal with this is cru-
cial. Still, we have few problems with
antibiotic resistance in Norwegian
primary care. Pneumococci are still
sensitive to penicillin V, and the fre-
quency of resistant Haemophilus
influenzae has constantly been 7%
to 10% during the last years. The
main reason for this favorable situa-
tion is most likely the use of peni-
cillin V as the drug of choice in the
treatment of the most common respi-
ratory tract infections, such as acute
otitis media, sinusitis, tonsilitis, and
acute bronchitis.

Antibiotic resistance is closely
related to the total amount of antibi-

otics prescribed and the proportion
of broad-spectrum antibiotics. The
most important issues are to reduce
the total amount of antibiotics and
to use narrow-spectrum antibiotics
like penicillin V in most cases. Even
in Norway, we can reduce the use of
antibiotics, especially in patients
with acute otitis media or acute
bronchitis.
Morten Lindbaek, MD
Department of General Practice
University of Oslo
Norway
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The preceding letter was referred
to Dr Oeffinger, who responds as
follows:

We appreciate Dr Lindbaek’s interest
in our work and his thoughtful input.
To date, there has not been wide-
spread use of this test in the manage-
ment of acute bronchitis in the United
States. The potential usefulness of the
rapid C-reactive protein test is inter-
esting and should be further evaluat-
ed prospectively in a randomized trial
to see if patients treated with antibi-
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otics for a positive test result have
better outcomes compared with those
with a negative test result. We agree
that this could be an excellent way to
reinforce to patients that antibiotics
are not warranted.

Dr Lindbaek’s comments regard-
ing the use of penicillin and the
prevalence of bacterial resistance
reminds us to be aware of our differ-
ent geographic locations when mak-
ing a clinical decision. As mentioned
in our article, 23.6% of outpatientiso-
lates of Streptococcus pneumoniae
collected in 30 different medical cen-
ters in the United States were resis-
tant to penicillin.1 As Dr Lindbaek
notes, the incidence is different from
locale to locale. This point is well
demonstrated in a recent multina-
tional study of the prevalence of
antimicrobial-resistant pathogens in
the middle-ear fluid of children with
otitis media. S pneumoniae suscepti-
bility to amoxicillin ranged from 62%
in the United States to 95% in eastern
and central Europe.2

In summary, the points offered
provide interesting areas for further
investigation. In the meantime, one
must still question the use of antibi-
otics, particularly amoxicillin, in the
United States for the treatment of
acute bronchitis in the otherwise
healthy adult.

Kevin C. Oeffinger, MD
Laura M. SneU,, MPH
University of Texas
Southwestern Medical Center
at Dallas
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