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‘Update in Hospital Medicine’ offered 
practice pearls at HM19

Studies that question common practices

By Jeff Craven

O
n the big stage at HM19 in late March, Carrie Herzke, 

MD, FAAP, FACP, SFHM, and Christopher Moriates, 

MD, FACP, SFHM, undertook the daunting task of 

summarizing a year’s worth of research relevant to the 

practice of hospital medicine – all within the span of an 

hour.

As has been standard with the “Update in Hospital Med-

icine” session at previous SHM Annual Conferences, the 

presenters touched on lighter topics in the medical litera-

ture: a prospective cohort study that found drinking cof-

fee was inversely associated with mortality, even for those 

who drink up to eight cups a day; a cross-sectional obser-

vational study in which patients noted that what a physi-

cian wears is an important consideration for them during 

care, with a white coat preferred over formal attire as the 

most highly rated preference in a clinical care setting; and 

a study from a pediatric journal in which researchers cal-

culated the average transit time for a Lego figurine head 

ingested by an adult.

But Dr. Herzke and Dr. Moriates mainly covered more 

serious subjects. In an interview before the session, Dr. 

Herzke, associate vice chair for clinical affairs in the de-

partment of medicine at Johns Hopkins Medicine in Bal-

timore, said she and Dr. Moriates chose studies across the 

fields of infectious diseases, cardiology, and hematology 
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Hospitalists can help alleviate rising drug costs
Four key actions providers can take

By Madhukar Kasarla, MD, and  
Kirthi Devireddy, MBBS

B
ecause of the increasing costs of pre-

scription drugs and medical therapies, 

many patients are unable to afford the 

treatment they need that could improve 

their health or even save their lives. In the Unit-

ed States, drug manufacturers can set their own 

prices – a policy that has resulted in overall med-

icine costs being far higher than in other places 

around the globe. Increasingly, insurers are pass-

ing the costs along to patients through higher 

deductibles, and pharmaceutical companies are 

making record profits.

Something needs to change in order to achieve 

the right balance between maintaining pharma-

ceutical innovation and ensuring patients have 

proper access to treatments they need. Waiting 

for legislation, regulation, or the courts is not an 

effective short-term solution. Instead, hospitalists 

can take immediate actions to help by alleviating 

the costs for as many patients possible. 

 

Historical context
Here are a few important factors that played a role 

in the dramatic price increase of pharmaceuticals.

Entrance of generic drugs: Around 2012 the en-

trance of generic drugs caused major unexpected 

competition in the medical industry. During this 

time, many insurers were promoting the generic 

drugs and not allowing brand names to be cov-

ered when a generic substitute was available.

“Orphan drugs” and manufacturer pricing: In 

2014, 33 new brand-name drugs were launched in 

the United States, and only 8 had a direct price 

competitor at the time they were introduced. In 

addition, manufacturers were free to set their 

prices. Over the past decade, introductory prices 

for brand name drugs have reached unprecedent-

ed levels. 

Expiring patents: There are 182 drugs that no 

longer have patent protection or any associated 

generics available. This creates opportunities for 

manufacturers to maintain patent-era pricing or 

even engage in price gouging. 

Lack of robust competition: Several high-

priced blockbuster drugs hit the market to treat 

serious diseases, most of which do not have 

generic brand substitutes. More than 500 drugs 

have only one marketed generic. In addition, 

manufacturer mergers and acquisitions have oc-

curred, which has led to a more concentrated and 

less competitive market for pricing.

Stricter Food and Drug Administration poli-

cies: American consumers have access to the saf-

est and most advanced pharmaceutical system in 

the world, which requires several trials and test-

ing before the drug can be brought to the market. 

The downside means higher costs for the brand 

and manufacturer that they will want to recoup 

through the price of the drug on the market. 

Number of new drugs allowed to enter the 

market: New drugs that enter the market in the 

United States do so more quickly than in most 

other countries. The $76 billion in research and 

development that pharmaceutical companies 

claim overlooks the ways that U.S. employers 

and taxpayers pay for at least 44% through tax 

subsidies and credits. What makes it worse is 

that research shows most corporate research and 

development is directed at minimally innovative 

new drugs. 

   

How to alleviate rising drug costs 
The good news is that hospitalists can do some-

thing about the high costs of pharmaceuticals. 

Understand and offer alternative ways for 

drug intake: Many patients admitted to a hospital 

with severe infections are initially started with 

intravenous medications. Although conversion 

from intravenous to oral therapy is inappropriate 

for a patient who is critically ill or has an inabili-

ty to absorb oral medications, every hospital will 

have a certain number of patients who are eligi-

ble for a switch from intravenous to oral therapy.

The World Health Organization reports that 

the irrational use of medicines is a major problem 

worldwide, including antibiotics. Switching from 

IV to oral enables one to select a cheaper or older 

antibiotic that is as effective as the IV antibiotic. 

However, this requires breaking the lingering be-

lief that IV medications’ bioavailability is stronger 

and creates less susceptibility to the illness recur-

rence. For many medications, essentially the same 

amount of drug is found in the blood when given 

intravenously or orally. In addition, research has 

shown several benefits beyond cost reduction for 

oral over IV, such as earlier discharge and reduced 

risk of infections. 

Limit unnecessary antibiotic prescriptions 

and consider antibiotics stewardship programs: 

The Centers for Disease Control and Prevention 

reports that one in three (47 million) antibiotic 

prescriptions are unnecessary. Most of these un-

necessary antibiotics are prescribed for respira-

tory conditions caused by viruses. Although the 

White House released the National Action Plan 

for Combating Antibiotic-Resistant Bacteria in 

2015, which set a goal of reducing inappropriate 

outpatient antibiotic use by at least half by 2020, 

hospitalists can still do more by being extremely 

cautious with prescribing drugs to patients. Use 

appropriate consultants whenever necessary to 

suggest the right drug. For example, consider an 

infectious disease specialist to suggest the appro-

priate type and length of time for an antibiotic. 

In addition, hospital-based programs dedicated 

to improving antibiotic use, known as antibiotic 

stewardship programs, have been shown to opti-

mize the treatment of infections and reduce ad-

verse events associated with antibiotic use. 

Review labs and vitals carefully and encour-

age a higher level of patient care beyond the 

digital tools available: Studies have shown an 

oversight in an exam (a “miss”) can result in real 

consequences, including death. Our $3.4 trillion 

health care system is responsible for more than 

a quarter of a million deaths per year because 

of medical error. Much of that is a result of 

poorly coordinated care, poor communication, 

patients falling through the cracks, or knowledge 

not being transferred. “True clinical judgment 

is more than addressing the avalanche of blood 

work, imaging, and lab tests; it is about using hu-

man skills to understand where the patient is in 

the trajectory of a life and the disease, what the 

nature of the patient’s family and social circum-

stances is, and how much they want done,” wrote 

Abraham Verghese, MD, in the New York Times 

in 2018 (“How Tech Can Turn Doctors into Clerical 

Workers”). This also means understanding wheth-

er the patient is on any other type of medication 

and having knowledge of possible consequences 

for drug interactions. Always look for safe med-

ications or discontinue the use of any unneces-

sary drugs the patient is currently taking.

Allow pharmacies to automatically substitute 

less expensive equivalent drugs: When prescrib-

ing pharmaceuticals for patients, determine if 

there are any substitutes that can help alleviate 

costs while delivering equivalent care. 

Hospitalists can make a difference
There are many variables that play a role in rising 

pharmaceutical costs in the United States. One 

of the most significant is that there are no strat-

egies in place to control pricing of drugs and the 

profits made by the pharmaceutical companies.

Although finding new drugs that can cure ma-

jor life-threatening diseases or illnesses is import-

ant, so is ensuring that more patients have access 

to such drugs at a reasonable cost. While there 

are several ways that the government can and 

should help with enabling and supporting this 

balance, it most likely requires such large chang-

es that it will take a long time. As a result, it is 

important for hospitalists to find effective short-

term solutions that can be implemented right 

away to alleviate the rising costs of pharmaceuti-
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Malpractice: More lawsuits does not equal 
more relocations

By Alicia Gallegos
MDedge News

P
hysicians who have been 

sued multiple times are no 

more likely to relocate geo-

graphically than doctors 

who have never faced a claim, a new 

study shows. 

David M. Studdert of Stanford 

(Calif.) University and his colleagues 

analyzed data from Medicare and 

the National Practitioner Data Bank 

(NPDB) to assess associations be-

tween the number of paid malprac-

tice claims that doctors accrued and 

exits from medical practice, changes 

in clinical volume, geographic relo-

cation, and change in practice-group 

size. The study population included 

480,894 physicians who had 68,956 

paid claims from 2003 to 2015. Of the 

study group, 89% had no claims, 9% 

had one claim, and the remaining 

2% had two or more claims that ac-

counted for 40% of all claims. Nearly 

three-quarters of the doctors studied 

were men, and the majority of special-

ties were internal medicine (17%), gen-

eral practice/family medicine (15%), 

emergency medicine (7%), radiology 

(6%), and anesthesiology (6%). 

Physicians with a higher number 

of claims against them did not re-

locate at a greater rate than physi-

cians who had fewer or no claims, 

the investigators wrote in the New 

England Journal of Medicine.

More claims against a doctor were 

associated with a higher likelihood 

of leaving medicine and more shifts 

into smaller practice settings. For 

instance, physicians with one claim 

had 9% higher odds of leaving the 

practice than doctors with no claims, 

and physicians with five or more 

claims had a 45% higher chance of 

leaving medicine than doctors with 

no claims, the researchers found.

In addition, investigators found 

that doctors with two to four claims 

had 50%-60% higher odds of enter-

ing solo practice than physicians 

with no claims, and physicians with 

five or more claims had nearly 150% 

higher odds of moving to solo prac-

tice than doctors who had never 

been sued. Physicians with three or 

more claims were more likely to be 

male, work in surgical specialties, 

and be at least age 50 years.

The study ad-

dresses concerns 

that physicians 

with troubling 

legal records were 

moving across 

state lines for a 

fresh start, Mr. 

Studdert said in 

an interview.  “We 

were surprised to 

find that physicians who accumu-

lated multiple malpractice claims 

were no more likely to relocate their 

practices than physicians without 

claims. The National Practitioner 

Data Bank probably has something 

to do with that.”

Established by Congress in 1986, 

the NPDB was started, in part, to 

restrict the ability of incompetent 

physicians to move across states to 

hide their track records. By requir-

ing hospitals to query doctors re-

cords before granting them clinical 

privileges and encouraging physi-

cian groups, health plans, and pro-

fessional societies to do the same, 

the NPDB has “almost certainly 

increased the difficulty of relocation 

for physicians with legal problems,” 

the authors noted in the study.

A primary takeaway from the 

analysis is that, while a single 

malpractice claim is a relatively 

weak signal that a quality problem 

exists, multiple paid claims over a 

 relatively short period of time are a 

strong signal that a physician may 

have a quality deficiency, Mr. Stud-

dert said in the interview.

“Regulators and malpractice in-

surers should be paying closer atten-

tion to this signal,” he added. “To the 

extent that physicians are aware of 

a colleague’s checkered malpractice 

history, they may have a role to play 

too. Vigilance about signs of further 

problems, for one, but also careful 

thought about the wisdom of refer-

ring patients to such physicians.” 

Michelle M. Mello, JD, PhD, and 

Mr. Studdert both reported receiv-

ing grants from SUMIT Insurance 

during the conduct of the study.

FDA to expand opioid labeling with 
instructions on proper tapering

By Lucas Franki
MDedge News

T
he Food and Drug Administration is mak-

ing changes to opioid analgesic labeling 

to give better information to clinicians on 

how to properly taper patients dependent on 

opioid use, according to Douglas Throckmorton, 

MD, deputy director for regulatory programs in 

the FDA’s Center for Drug Evaluation and Re-

search. 

The FDA has recently received reports that 

patients physically dependent on opioid pain 

medicines who are taken off their medication too 

quickly have experienced serious adverse events, 

such as withdrawal symptoms, uncontrolled 

pain, and suicide. 

Both the FDA and the Centers for Disease Con-

trol and Prevention offer guidelines on how to 

properly taper opioids, Dr. Throckmorton said, 

but more needs to be done to ensure that pa-

tients are being provided with the correct advice 

and care.

The changes to the labels will include expand-

ed information to health care clinicians and are 

intended to be used when both the clinician and 

patient have agreed to reduce the opioid dosage. 

When this is discussed, factors that should be 

considered include the dose of the drug, the du-

ration of treatment, the type of pain being treat-

ed, and the physical and psychological attributes 

of the patient. 

Other actions the FDA is pursuing to combat 

opioid use disorder include working with the 

National Academies of Sciences, Engineering, and 

Medicine on guidelines for the proper opioid an-

algesic prescribing for acute pain resulting from 

specific conditions or procedures, and advancing 

policies that make immediate-release opioid for-

mulations available in fixed-quantity packaging 

for 1 or 2 days.

“The FDA remains committed to addressing 

the opioid crisis on all fronts, with a signifi-

cant focus on decreasing unnecessary expo-

sure to opioids and preventing new addiction; 

supporting the treatment of those with opioid 

use disorder; fostering the development of 

novel pain treatment therapies and opioids 

more resistant to abuse and misuse; and tak-

ing action against those involved in the illegal 

importation and sale of opioids,” Dr. Throck-

morton said.

Find the full statement by Dr. Throckmorton 

on the FDA website.
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cals and provide proper patient care regardless 

of their economic status – all of which requires 

better research, analysis, and comparison be-

fore prescribing treatment to patients. 
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