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•The field of Hospital Medicine is growing

• HM provides many benefits – shorter LOS, equal or 
increased quality and patient satisfaction

• Premise – “the benefits of inpatient specialization and full-
time hospital presence outweigh the disadvantages of a 
purposeful discontinuity of care”

R.E.S.P.E.C.T.



*top 5% of Altmetric scores

Background
• Multiple studies suggest female physicians may be more 
likely than males to:

◦ Adhere to clinical guidelines
◦ Provide preventative care
◦ Use patient-centered communication
◦ Perform well on standardized exams

• No large studies exist to determine if patient outcomes 
differ



Methods
• Random 20% sample of Medicare Inpatient and Carrier 
Files

◦ >65 years old
◦ Hospitalized with medical condition
◦ Jan 2001-Dec 2014

• Primary outcomes
◦ 30 day mortality
◦ 30 day readmission

Methods

• 3 multivariable linear models
◦ Model 1 – adjusted for patient age, sex, race/ethnicity, primary 

diagnosis, comorbidities, household income

◦ Model 2 – Model 1 + hospital fixed effects (clustered by hospital)

◦ Model 3 – Model 2 + physician age, location/type of training



Results
• 1,583,028 hospitalizations 

• 58,344 physicians
◦ 32.1% female (slightly younger, more likely osteopathic)

*Difference persisted in all 3 models, and in subgroup analysis

Female Male Risk difference NNT

30-day mortality 11.19% 11.49% -0.43% 233

30-day readmit 15.01% 15.57% -0.55% 182
P<.001

Results (in context)

10 million 
annual 

Medicare 
admissions 

NNT to prevent 
1 death of 233 

₌
43k lives saved 
annually if all 

physicians 
were female

Saves 13k lives annually



Impact to Practice

2016 Medscape Physician 
Compensation Report

Physicians = A Fine Wine?



*top 5% of Altmetric scores

Background

• Previous studies suggest older physicians:
◦ Have decreased clinical knowledge

◦ Adhere less to standards of treatment

◦ Perform worse on process measures (diagnosis, screening, prevention)

• No large studies exist to determine if patient outcomes 
differ



Methods
• Random 20% sample of Medicare Inpatient and Carrier Files

◦ >65 years old
◦ Hospitalized with medical condition
◦ 2011-2014
◦ Primary analysis hospitalists only included

• Primary outcomes
◦ 30 day mortality
◦ 30 day readmission
◦ Cost of care

Methods
• Adjusted for multiple characteristics:

◦ Patient – age, sex, race/ethnicity, primary diagnosis, comorbidities, 
household income, day of the week of admission

◦ Physician – sex, medical school, MD/DO

◦ Hospital – hospital fixed effects 

• Performed thirteen secondary analyses



Results
• 736,537 hospitalizations 

• 18,854 physicians

*No difference in 30 day readmission rates

<40 40-49 50-59 ≥60

30-day mortality 10.8% 11.1% 11.3% 12.1%

Odds ratio Reference 1.04 1.07 1.17

Cost $1008 $1027 $1056 $1071

Cost increase (%) Reference 1.8% 4.7% 6.3%

*P-value <0.001 
for all 

Results – Mortality By Patient Volume

<40 40-49 50-59 ≥60

Low volume (<90/yr) 12.7% 14.6% 16.0% 17.0%

Med volume (90-200/yr) 10.8% 11.2% 11.2% 12.5%

High volume (>201/yr) 10.7% 10.9% 10.8% 10.9%

Higher patient volumes had “protective 
effect” against increasing mortality with 
older physicians



Impact to Practice

• Why these results?
o Age effects

o Less adherence to guidelines/not up to date

o Skills/knowledge wane with time

o Younger physicians have more HM-specific training (handoffs, QI/safety, guideline 
adherence)

• We must rigorously measure the outcomes of CME and MOC 
programs to ensure we maintain our knowledge and skills

Rocket Science 101: 
Preventing Burnout



*top 5% of Altmetric scores

Background
• Burnout is at epidemic levels (~50%)

• Impacts patient care, professionalism, physician 
safety, and work effort

• Even 1-point changes in burnout scores can reduce:
•Self-perceived medical errors

•Work hours

•Suicidal ideation



Methods
• Systematic review and meta-analysis
• Included studies with comparative data 
assessing effect of an intervention on 
burnout with validated scoring
• Organizational interventions

• Individual interventions

• Excluded studies of medical students and 
non-physicians

2617 articles 
identified

230 met criteria 
for full-text 

review

37 cohort studies 
and 15 RCTs 

(3630 physicians)

Re
su

lt
s

Category Impact Trends

Overall Burnout 54% to 44% 
(p<0.0001)

Organizational interventions  
had more impact than 
individual interventions 
(p=0.03)

Emotional Exhaustion 2.65 point reduction 
(p<0.0001)

Using mindfulness- / stress-
management-focused
interventions decreased score 
by 4.68 points (p<0.0001)

High Emotional Exhaustion 38% to 24%  
(p<0.0001)

Depersonalization 0.64 point reduction 
(p<0.01)

Using mindfulness- / stress-
management-focused
interventions decreased score 
by 2.01 points (p<0.0001)

High Depersonalization 38% to 34%
(p=0.04)



Impact to Practice
• High level burnout is consistent with:
• Emotional Exhaustion score > 30

• Depersonalization score > 12 
EMOTIONAL EXHAUSTION

DEPERSONALIZATION

Future Directions
•Which interventions work best?
• Does a combination of institutional and individual 
interventions work better than either alone?

• What are the long-term effects of interventions?
• Is re-exposure to the intervention needed?



You Can Pick Your Friends, 
You Can Pick Your Nose, 
But Should You PICC Complicated Pneumonia?

*top 5% of Altmetric scores



Background

• 15% of kids hospitalized with pneumonia have effusion or 
empyema

• National guidelines are vague on PO vs IV antibiotics post-
discharge

• Only one single-center study has addressed this question

Methods

• Retrospective cohort study using PHIS + medical record

• Inclusion – 2mo-18yrs, ICD-9 pneumonia + pleural effusion

• Exclusion – ICD-9 for “chronic condition”, not admitted 
through ED, no abx on day 1, LOS < 4 days



Methods
• Primary outcome – treatment failure (ED revisit or readmit 
resulting antibiotic change or pleural drainage)

• Secondary outcomes
◦ PICC complications
◦ Adverse drug reactions
◦ ED revisits or admits not related to treatment failure
◦ Composite score of all measures

Methods

• Full matching based on propensity scores
◦ age, race, insurance, LOS, culture results, ICU admit, pleural drainage

• 2123 kids from 36 hospitals included
o 1842 PO (86.8%)

o 281 PICC (13.2%)



Results

Outcome PICC Oral Matched risk 
difference

Treatment failure 3.2% 1.4% 1.8% (P=0.1)

PICC complication 7.1% N/A N/A

Adverse drug reaction 3.2% .01% 3.1% (P=0.003)

Composite measure 17.8% 3.1% 14.8% (P=0.001)

Adjusted event rates (%)

- No difference in 
treatment failures

- Lots of PICC 
complications

- More adverse drug 
reactions with PICC

Results

• PICC use varied significantly by hospital (0-71%) and region

PICC = black

PO = grey



Impact to Practice

• In patients without chronic conditions who can take PO 
and have parapneumonic effusions, we should be 
discharging them on PO antibiotics 

• Specificity in national guidelines may help with 
standardization of practice across hospitals and regions

Oprah Says. . .



*top 5% of Altmetric scores

Background
• Skin and soft tissue infections are a frequent reason for 
outpatient and inpatient visits

• Optimal antibiotic strategies for small skin abscesses are not 
defined

• Many providers do NOT provide antibiotics if small (<5cm), no 
cellulitis/systemic symptoms, non-sensitive area, not 
immunocompromised



Methods
• Multicenter (six sites), prospective, double-blind RCT

• Inclusion – patients at urgent care, ED, clinics
o n=786 (281 children, 505 adults)

• Exclusion – “Sensitive” areas (face/genitals/hands), bites, fevers 
(>38.5), SIRS, immunosuppression, surgical site, abx in previous 
2 weeks

Methods

• Randomized 1:1:1 for clindamycin, TMP/SMX, or placebo

• Standardized I+D protocol.  Packing “as needed”

• Test-of-cure follow-up (7-10 days) and 1 month post-tx
follow-up (day 40)



Methods

• Primary outcome – clinical cure by 7-10 day f/u visit

• Secondary outcomes
o Cure rates at 1-month

o Adverse events

Results
• 91.3% with positive abscess culture

• Staph aureus in 67.0% (49.4% MRSA, 17.8% MSSA)

• Mean abscess area – 3.89cm2



Results – Cure Rate at 10 Day Visit

Clindamycin TMP-SMX Placebo

All patients 83.1% 81.7% 68.9%

Children only 89.1% 82.4% 68.5%

Staph aureus 83.5% 83.2% 63.8%

NOT staph aureus 83.8% 81.9% 83.1%All patients
- Both abx superior to 

placebo (P<0.001)

- No statistical 
difference between 
clindamycin and 
TMP-SMX

Children only
- Both abx superior to 

placebo

- Clindamycin superior 
to TMP-SMX 
(P=0.03)

- Abscesses with Staph 
showed the 
treatment benefit 
with abx

- Non-staph abscesses 
did not show a 
benefit with abx

Results – 1 Month Follow-Up

Clindamycin TMP-SMX Placebo

1 month cure 78.6% 73.0% 62.6%

Infxn at new body site 6.8% 13.5% 12.4%

Adverse events 21.9% 11.1% 12.5%

- Both abx superior to 
placebo (P<0.001 
and P=0.01)

- No statistical 
difference between 
clindamycin and 
TMP-SMX

- Clindamycin had 
significantly lower 
rate of “new” 
infections than TMP-
SMX (P=0.03)

- Clindamycin was not 
statistically superior 
to placebo for new 
infections (P=0.06)

- More adverse events 
with clindamycin

- Most were 
mild/minor and 
resolved without 
sequelae (e.g. 
diarrhea, dyspepsia)



Impact to Practice

• Treatment of simple/small skin abscesses with antibiotics 
may improve cure rates at 10 days and 1 month

• Clindamycin was superior to TMP-SMX in children in this 
study

No Diggity…You Got to Bag it Up



Background
•Acute UTI is the most common serious bacterial infection of 
childhood

•Current guidelines recommend screening urinalysis or dipstick 
• Follow-up culture if pyuria or bacteriuria 

•Many institutions save time by catheterizing for both screening 
UA and culture concomitantly
•Most urine samples will have negative screening UA for pyuria or 

bacteriuria



Methods
•Children’s Hospital of Philadelphia Emergency Department
• >90,000 visits annually
• 63% of children catheterized in ER
• 4.3% positive cultures

•Included patients 6 months to 2 years meeting minimal criteria
• Febrile
• Girls <2years
• Circumcised boys <1year, uncircumcised boys <2years

•Bag placed on arrival to ED room

•Parents encouraged to hydrate child and notify nurse of urine

Methods
PDSA Cycle 1

• Education provided to 
staff in urgent care 
area

• Feedback collected

PDSA Cycle 2

• Expansion to all 
care areas

• Staff-specific 
education

PDSA Cycle 3

• Visual 
reminders 
added to EMR

• Triage nurses 
inform families 
of policy 



Results
•No change in emergency department LOS

•No increase in revisit rate within CHOP network

•Reduction in catheterizations performed
• 63% of febrile children prior to intervention

• 30% during intervention
• Results sustained 

Impact to Practice



The Pen(icillin) is Mighter Than the Scalpel?
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Background

• RCTs and meta-analyses in adults show safety of 
nonoperative treatment of acute appendicitis in some cases

• Some studies in children suggest the same, but no meta-
analysis has combined the evidence

Methods

• Meta-analysis

• 2 independent searchers/reviewers

• 4 nonrandomized controlled trials, 1 RCT (all single center)
o 404 patients (168 antibiotics, 236 appendectomy)

o 5-18 years old



Methods
• Primary outcome – “failure rate”
o Antibiotics – surgery within 48 hours, no resolution of symptoms, 

recurrence within 1 month
o Appendectomy – reoperation, histopathology negative for appendicitis

• Secondary outcomes
◦ “Complications”
◦ Cost (immediate and total)
◦ Length of hospital stay
◦ Length of disability days

Results 

• 9.5% (16/168) failure rate 
with antibiotics (RR 8.92)

• Appendicolith increases 
risk of failure (RR 10.43)



Results

• 26.8% (45/168) of antibiotic group had appendectomy 
within 1 year

• Higher rate of recurrence with appendicolith (33.3%) than 
without (12.3%)

Results

• Antibiotics had:
o Longer LOS (mean difference 14.32 hours)

o Shorter length of disability (mean difference 13 days)

o Less immediate and total cost

• No statistically significant difference in complication rate



Impact to Practice
• Patients with acute uncomplicated appendicitis without 
appendicoliths may be appropriate candidates for medical 
therapy
o Relatively high rate of failure/recurrence.  Patient/family preference is key!

• May have lower cost and shorter total disability days

• Type and duration of antibiotics not standardized 

When the Lights Go Down in the City…
Should We Put Them Back On?



*top 25% of Altmetric
scores

Background

• Phototherapy is very common
•Guidelines exist for starting phototherapy

•Minimal guidance for discontinuing phototherapy
• No guidance for birth hospital phototherapy



Methods

• Retrospective cohort study
• 7048 infants >35 weeks gestational age with phototherapy before age 14 days
• Born at one of 16 Kaiser hospitals in Northern California

• 2012 – 2014

•Excluded infants:
• Without at least 2 total serum bilirubin levels (TSBs)

• With conjugated hyperbilirubinemia

Methods

• Primary outcome:
•Rebound hyperbilirubinemia
• Return of TSB to or above the AAP phototherapy threshold within 72 hrs

• Bivariate and multivariate odds ratios obtained by logistic 
regression



Results

• Who had higher odds of rebound?
• Infants with lower gestational age (35-37 weeks)
• Asian infants
• Infants with higher TSB at termination of phototherapy

• Who had lower odds of rebound?
• African-American infants
• Older postnatal age
• Infants <2500g
• Infants who received ≥4 feedings with formula
• Infants who received home phototherapy

Results: Prediction Rule and Score
•3 predictors:
•Gestational age
•Age at initiation of phototherapy
•Relative TSB at phototherapy termination*

*extrapolated for ~75% of samples

15 (if gestational age<38 weeks) – 7 x (age in days at phototherapy 
initiation) – 4 x (AAP phototherapy threshold – TSB at phototherapy 

termination) + 50



Results Using Score

<10% risk of rebound if score <30

<4% with score <20

Impact to practice

TSB 5mg/dL
below 

threshold

2.8% 
probability 
of rebound

TSB 3mg/dL
below 

threshold

6% 
probability 
of rebound

TSB 1mg/dL
below 

threshold

12.3% 
probability 
of rebound



Can We Predict Early Onset Sepsis in 
Neonates?

*top 5% of Altmetric scores



Background

• Previous guidelines for evaluation of infants at risk for early 
onset sepsis (EOS) were based on older data

• 15-20% of term/late-term infants evaluated for sepsis

• 5-8% of term/late-term infants get empiric antibiotics

Methods
• Cohort study

• 204,485 infants ≥ 35 weeks at 14 Kaiser Permanente 
hospitals

• Developed prediction model for EOS
o GA, maternal temp, GBS carriage, ROM, intrapartum abx
o Infant clinical status



EOS calculator at:
https://neonatalsepsiscalculator.kaiserpermanente.org
/?kp_shortcut_referrer=kp.org/eoscalc

Methods

• Primary outcome – abx within the first 24 hours

• Secondary outcomes – blood culture in first 24 hours, abx
between 24-72 hours, abx days per 100 live births

• Also evaluated readmission for EOS and outcomes of EOS 
cases

https://neonatalsepsiscalculator.kaiserpermanente.org/?kp_shortcut_referrer=kp.org/eoscalc


Methods

Baseline period

(Jan 2010-Nov 2012)

Learning period

(Dec 2012-June 
2014)

EOS calculator 
period

(July 2014-Dec 
2015)

Used CDC 
guidelines

n=95,343

EOS calculator, 
no guidance

n=52,881

EOS calculator 
used with 
guidance

n=56,261

Results 

Outcome Baseline EOS 
calculator

Difference 
(unadjusted)

Difference
(adjusted)

Blood cx in first 24 hrs 14.5% 4.9% -9.6% -7.7%

Abx in first 24 hrs 5.0% 2.6% -2.3% -1.8%

Abx 24-72 hrs 0.5% 0.4% -0.1% 0.05%

Abx days per 100 infants 16.0 8.5 -7.6 -3.3

EOS calculator use with guidance 
had significant reduction in blood 
cultures and antibiotic use



Results 

No difference between groups in 
readmissions for EOS or outcomes of 
EOS cases!

Impact to Practice

• In this population, use of an EOS calculator reduced blood 
culture and antibiotic use without effecting readmission 
rates or worsening EOS outcomes

• Further studies needed to ensure generalizability, but this 
is likely the future of sepsis risk stratification



You Down with CPG? Yeah, You Know Me!
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Background
• Bronchiolitis is the leading cause of infant hospitalization in the 
US

• Many hospitals instituted Clinical Practice Guidelines (CPGs) 
given evidence for supportive care

Methods
• Retrospective analysis of 267 patients (0-24 months) 
with bronchiolitis at Seattle Children’s Hospital
•51 seen in ED only, not admitted

•3 directly admitted

•213 treated in ED, admitted to inpatient unit

•Excluded children with complicated baseline history



Methods 
• Level of adherence to CPG determined with Pediatric 
Respiratory Illness Measurement System (PRIMES) indicators

•Bronchiolitis

•Avoidance of routine CBC

•Avoidance of viral testing

Methods
• Adherence score tertiles

• Settings
• ED

• Inpatient

• ED/Inpatient combined

OUTCOMES

• ED and inpatient LOS

• ED and inpatient costs

• Inpatient admission

• 7d return ED visit

• 7d inpatient readmission



Results

ED Only

• Shorter ED LOS

• Lower likelihood of 
inpatient admission

ED/Inpatient 
Combined

• Shorter inpatient LOS

• Lower costs

• Laboratory testing

• Radiographic 
studies

• Respiratory therapy

Inpatient Only

• NO significant 
differences in:

• Cost

• LOS

No differences in ED revisits or inpatient readmissions

Impact to Practice

SMARTER, BETTER

CHEAPER, SHORTER



Take a Deep Breath
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Background
• High-flow warm humidified oxygen (HFNC) frequently 
used for bronchiolitis

Methods
• Open, Phase 4 RCT from July 2012 to May 2015

• 202 children 
• <24 months 

• Moderate bronchiolitis

• Requiring supplemental oxygen



Methods

2LNC

Standard 
therapy

Cold wall 100% 
NC oxygen

Max flow 2LPM

FiO2 = 0.3

High flow 
therapy

Warm 
humidified 

oxygen

Max flow            
1 L/kg/min     

(up to 20LPM)

FiO2 = 0.6

Outcomes
• Primary
•Time to wean off oxygen

• Secondary
• Length of stay

• Transfer to ICU

• Adverse events

• Treatment failure



Results
Standard Therapy High-flow Therapy p-value

Time to Oxygen 
Weaning,

Hours (median)
24 (18-28) 20 (17-34) 0.61

Length of Stay,
Days (median)

2 (1-3) 2 (1-3) 0.99

Transfer to ICU,      
n (%)

12 (12%) 14 (14%) 0.41

Adverse 
events

Any 2 2
--

Serious 0 0

Results



Results
• 32 children deteriorated on standard therapy 
•Changed to high-flow therapy
•20 (63%) recovered and avoided transfer to ICU

Impact to Practice
• No impact on:
• Time to wean off oxygen
• LOS
• Adverse Events

• Possible impact on:
• Prevention of transfer to ICU for the deteriorating child

• Future study needed on:
• Who benefits most from HF?
• When do they benefit most?



What’s New With NAS?
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Background

• Average LOS in the US for infants with NAS was 17 days 
between 2009-2012

• Leads to significant cost

• Can QI methodology be used to improve this?

Methods
• Yale New Haven Children’s Hospital
o 287 infants – only analyzed if ≥ 35 wks GA, mothers on methadone daily, no significant 

comorbidities

• Pre-intervention (Jan 2008 – Feb 2010)

• Multiple PDSA cycles (March 2010 – April 2015)

• Post-intervention (May 2015 – June 2016)

• Primary outcome – Average LOS

• Secondary outcomes – % of infants receiving morphine, Average total cost

• Balancing measures – ICU transfers, seizures, 30 day readmission related to withdrawal



Methods

Results 

Outcome Baseline Post-implem Difference

Average LOS (days) 22.4 5.9 -16.5

% treated with morphine 98% 14% -84%

Average total cost $44,824 $10,289 -$34,535

Breast fed 20% 40% +20%

*All P<.01No increase in balancing measures



Impact to Practice
• Multi-faceted, inter-professional interventions may 
significantly reduce LOS and cost for infants with NAS 
without increasing seizures or 30 day readmission rates

*top 5% of Altmetric scores



Background

• Limited data guide choice of pharmacologic agent when 
needed for infants with NAS

• Morphine is used in >80% of infants with NAS

• Buprenorphine – mixed agonist/antagonist at opioid 
receptors.  Used for addiction and chronic pain.

Methods
• Single-site, double-blind, double dummy clinical trial

• 63 term infants – exposed to opioids in utero, signs of NAS needing 
medication
o Morphine vs buprenorphine
o Triggers for administration and weaning protocolized
o If symptoms not controlled with max dose – phenobarbital added

• Primary outcome – Duration of treatment for symptoms

• Secondary outcomes – Hospital LOS, % of infants requiring phenobarbital



Results 

Outcome Morphine Buprenor. Difference P-value

Median tx duration (days) 28 15 -13 <.001

Median LOS (days) 33 21 -12 <.001

Use of phenobarbital 23% 15% -8% 0.36

No difference in adverse events or readmissions

Impact to Practice
• In term infants with NAS requiring pharmacotherapy, 
buprenorphine may reduce duration of treatment and 
hospital LOS when compared with morphine use.



X Marks the Spot
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Background
• Lumbar puncture is frequently performed in children

• Rates of unsuccessful lumbar puncture may be as high 
as 40-50%

• Improving success could:
• Reduce pain

• Reduce unnecessary hospitalizations and medications

• Decrease cost

Methods
• Prospective, non-blinded RCT
• Children’s Hospital of Philadelphia ED

• Convenience sample 
• Infants 0-6 months receiving LP

• June 2014 to February 2016

• Excluded known spinal cord abnormalities, non-English-
speaking patients



Methods
• 128 infants randomized to standard LP or US-assisted

• Primary outcome
•Successful first tap

• Secondary outcome
•Successful tap within 3 attempts

Results
• Average time from probe placement to skin marking:
•5 minutes, 17 seconds

Attempt

Successful Tap
Absolute  Risk Difference 

(95% CI)Traditional 
(n=64)

US-assisted
(n=64)

On 1st

attempt
31% 58% 27% (10-43%)

Within 3 
attempts

44% 75% 31% (15-47%)



Impact to Practice
• Number needed to treat = 4
• On 1st attempt

• Within 3 attempts

Quick Hits!



Cut the Cord?
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Impact to Practice
• Delay umbilical cord clamping for at least 30-60 seconds in 
preterm AND term infants
o Reduces risk of iron deficiency and anemia 

• Slight increased risk of jaundice requiring phototherapy in term 
infants, so watch for it!

• Jury is still out on “milking” the placenta

Renewing Our Vows



*top 5% of Altmetric scores

Background/Methods

• The AAP released clinical practice guidelines on UTIs in 
2011

• Guidelines are updated every 5 years

• No changes!



Gonna Find Out Who’s Naughty or Nice?
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Background

• It is widely believed that Santa Claus visits children based 
on the previous year’s behavior

• No empirical evidence exists to support this claim

Methods
• Retrospective observational study

• Telephone survey of staff from every UK hospital with a pediatric ward
o 186 staff who worked on Christmas day

• Fit logistic regression models for odds of Santa visit with:
o Distance to north pole
o Naughtiness (school truancy, child conviction rates)
o Socioeconomic status



Results 
• No correlation between school absenteeism or 
conviction rate and odds of Santa visit

• ↑ odds of no Santa visit with↓ socioeconomic 
status in England (OR 1.31, P=0.031)

•A generally decreasing pattern of Santa visits 
was observed with decreasing socioeconomic 
status

Impact to Practice
• Naughtiness did not correlate with odds of Santa visits
o Individual present counts were not obtained
o Being sick in the hospital may offset behavior

• Socioeconomic status had inverse relationship with Santa 
visits

• It’s nice to have fun articles to share around the holidays



Kawasaki “Update”
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Updates from 2004
• We found a cause for KD!

•Just kidding.

Updates from 2004 to 2017
• Update on the cause of KD? No update.
• Environmental?
• Infectious?
• Genetic?
• Mutations
• Increased incidence among families
• Increased incidence among Japanese children

•Update on long-term care



At the Heart of It
• Terminology is very important
•Large/giant aneurysms do NOT “resolve, regress or remodel”

• Z-scores are very important
• LAD/RCA coronary artery Z scores ≥2.5 have high 
specificity for KD (98%)
• Canadian and Japanese Z-scores perform well

• Baseline echocardiograms are very important
• Repeat suboptimal echo with sedation in <48hrs

Treatment Updates
Treatment 2004 2017

IVIG 2g/kg 2g/kg

ASA
High-dose (80 to 100 mg/kg per day)

Moderate- (30-50mg/kg/d)
OR High-dose is reasonable

Corticosteroids for 
Acute KD

No routine use
Longer course if high-risk of IVIG 

failure

Corticosteroids in 
the IVIG-Resistant 

Patient

Pulse dosing if IVIG failure x 2
Pulse as alternative to second 

infusion of IVIG
Longer course if IVIG failure x 1

Immunomodulators
Uncertain

May be considered after failure of 
second IVIG and/or steroid course



Incomplete Kawasaki

Impact to Practice
• Adjust long-term care for Kawasaki patients

• Focus on Z-scores

• Consider use of steroids and immunomodulators in 
your management

• Make nice graphs



Premise – “The benefits of inpatient specialization and full-
time hospital presence outweigh the disadvantages of a 
purposeful discontinuity of care”

*top 5% of Altmetric scores



• We do not yet fully know HM’s effect on overall patient health, total cost, and MD well being

• “Increasing reliance on hospitalists entails a number of risks and costs for everyone involved in 
the health care system – most critically for the patients that system is meant to serve”

oLack of patient-provider relationship

oDiscoordination of care

oAcute care focus may not lead to effective disease prevention/health promotion

• “Studies are under way to see whether these pitfalls can be mitigated, but I suspect the 
inherent tensions will remain fundamentally irresolvable”

• HM carries “risks and costs” for physicians
oKnowledge and skills of “community physicians” may decline

oDitto for hospitalists

oHospitalists may not feel accountable to their communities → less effective 
advocates for comprehensive care

• “The profession of medicine stands to suffer”

oLack of integrated care

oShift-work mentality – “Sorry, but that’s not in my job description”

oImpermeable barrier between outpatient and inpatient docs

oLoyalty to hospitals, not patients
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