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Connecting with Patients for Better
Outcomes

Ranking with the Stars! How it
Correlates with Outcomes

Burnout of physicians and patient dissatisfaction with care are
two related constructs that not only impact outcomes but also
make healthcare costly. A lot of new research is aiming to rebuild the lost human connection due to the burdens of
revolutionary as well as never-ending changes in healthcare
delivery models. Physician focus on patients’ needs is critical
to high quality care delivery.

There continues to be doubt about the accuracy
and value of CMS’s 5 Star-rating system for
SNF quality. Though the system has not been
able to convincingly show value when it comes
to individual resident outcomes, studies show
some correlation of these ratings with facilitylevel outcomes for chronic issues such as heart
failure.

A recent JAMA paper explored the evidence on interpersonal
interventions to enhance physician and patient connections.
Using a systematic evidence based review and Delphi
approach, a panel of 14 researchers, clinicians, patients,
caregivers, and health system leaders rated several practices
using 9-point Likert scales (−4 to +4) that reflected the
potential effect on patient and clinician experience and
feasibility of implementation. Finally, panelists selected their
“top 5” practices from among those with median ratings of at
least +2.
The systematic literature review (n = 73 studies) and
qualitative research activities yielded 31 preliminary practices
that were then distilled down to 5 recommendations: (1)
prepare with intention (take a moment to prepare and focus
before greeting a patient); (2) listen intently and completely
(sit down, lean forward, avoid interruptions); (3) agree on
what matters most (find out what the patient cares about and
incorporate these priorities into the visit agenda); (4) connect
with the patient’s story (consider life circumstances that
influence the patient’s health; acknowledge positive efforts;
celebrate successes); and (5) explore emotional cues (notice,
name, and validate the patient’s emotions).
In an era where health care providers are adjusting to new
regulations and technology, it is critical that we don’t lose the
patient connection. This study provides excellent
recommendations on how we can sustain physician (or any
other clinician) presence and meaningful connection with
patients in the clinical encounter, regardless of the setting of
care.
Zulman DM, Haverfield MC, Shaw JG, et al. Practices to Foster Physician Presence
and Connection with Patients in the Clinical Encounter. JAMA. 2020;323(1):70–81.
doi:10.1001/jama.2019.19003

In a recent retrospective cohort study, authors
reviewed records of 3923 adults discharged from
the hospital and admitted to 9 SNFs.
Next,
they correlated associations between overall
quality and individual ratings plus primary
outcomes of 30-day rehospitalizations and 30day emergency department visits. Patients in
higher-rated facilities had a 13% lower risk of
30-day rehospitalization versus patients in lowerrated facilities (hazard ratio, 0.87; 95% CI,
0.76-0.99). The risk of emergency department
visits was also lower for patients in facilities
with a higher overall quality rating and a
higher quality measures rating. Staffing and
health inspection ratings were not associated
with the primary outcomes.
Though this observational study does not
establish a causal relationship between star
ratings and outcomes, it does provide a signal
that SNFs that have the care and leadership
traits, do well on star-rating systems (through
better survey results), and possibly also are able
to set structures for better care. As a physician
and a medical director, the study reminds me
of my role as an administrative leader to push
for processes and structures that not only lead
to success in regulatory metrics but also care
metrics.
Bartley et al. Associations of SNF Quality Ratings With 30Day Rehospitalizations and ED Visits. Ann Long term Care.
2019. DOI: 10.25270/altc.2019.12.00091
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Mirror, Mirror on the Wall; Which Agent is Safest of them All (for VTE prophylaxis)?
Venous thromboembolism (VTE) (deep vein thrombosis [DVT] and pulmonary embolism [PE]) of long-term morbidity.
Patients undergoing total hip replacement (THR) and total knee replacement (TKR) receive venous thromboembolism (VTE)
pharmacoprophylaxis. It is unclear if aspirin is a reasonable preventative solution.
A systematic review was performed of randomized clinical trials (RCTs) assessing the effectiveness and safety of aspirin for
VTE prophylaxis compared with other anticoagulants in adults undergoing THR and TKR. The primary outcome was
any postoperative VTE (asymptomatic or symptomatic). Secondary outcomes were adverse events associated with
therapy, including bleeding.
13 RCTs were included (6060 participants: mean age, 63 years). The relative risk of VTE after THR and TKR was 1.12 (95% CI,
0.78-1.62) for aspirin compared with other anticoagulants. Other rates were comparable for DVT (RR, 1.04; 95% CI, 0.72-1.51)
and PE (RR, 1.01; 95% CI, 0.68-1.48). The risk of major bleeding, wound hematoma, and wound infection was not statistically
significantly different in patients receiving aspirin vs other anticoagulants. When analyzing THRs and TKRs separately, there
was no statistically significant difference in the risk of VTE, DVT, and PE between aspirin and other anticoagulants. Aspirin
had a VTE risk not statistically significantly different from low-molecular-weight heparin (RR, 0.76; 95% CI, 0.37-1.56) or
rivaroxaban (RR, 1.52; 95% CI, 0.56-4.12). The quality of the evidence ranged from low to high. Authors concluded that in
terms of clinical effectiveness and safety profile, aspirin did not differ statistically significantly from other anticoagulants.
This study is helpful for patients in the SNF settings where it may be hard to manage anticoagulants due to renal issues, cost
issues and due to monitoring needs. Based on these results, I may consider using aspirin for many patients after TKR and
THR. It is important though that consultants and other interdisciplinary team members are educated and are on the same
page.
Matharu GS, Kunutsor SK, Judge A, Blom AW, Whitehouse MR. Clinical Effectiveness and Safety of Aspirin for Venous Thromboembolism Prophylaxis After Total
Hip and Knee Replacement: A Systematic Review and Meta-analysis of Randomized Clinical Trials. JAMA Intern Med. Published online February 03, 2020.
doi:10.1001/jamainternmed.2019.6108

Cutting out Inappropriate Prescribing of Antibiotics
Less is more, when clinicians undertake antibiotic prescribing. Infectious disease experts worry that we are fast moving to an
age where many antibiotics will become irrelevant much thanks to irresponsible prescribing. A lot more effort is needed to
educate and train clinicians to avoid misuse of antibiotics. The prevalence of non-evidence-based prescribing is high, but how
high?
A recent study published in Health Affairs measured the frequency with which all filled antibiotic prescriptions were
associated with infections and in-person visits for Medicaid patients in the period 2004–13. Authors found that among 298
million antibiotic fills, 55 percent were for clinician visits with an infection-related diagnosis, 17 percent were for clinician
visits without an infection-related diagnosis, and 28 percent were not associated with a visit. Large fractions of antibiotic
prescriptions are filled without evidence of infection-related diagnoses or accompanying clinician visits. They concluded that
current ambulatory antibiotic stewardship policies miss about half of antibiotic prescribing.
For the post-acute and long-term care settings, this study emphasizes the responsibility that we physicians and other
practitioners carry to enhance antibiotic stewardship. A large proportion of antibiotics are ordered during a phone
communication without formal patient assessment and opportunities for monitoring are replaced with premature prescribing.
Regular meetings of infection control committees and the use of McGeer’s and Loeb criteria can help immensely.
Fischer, M. A., Mahesri, M., Lii, J., & Linder, J. A. (2020). Non-Infection-Related and Non-Visit-Based Antibiotic Prescribing Is Common Among Medicaid Patients.
Health Affairs, 39(2), 280-288.

