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BY THERESE BORDEN
MDedge News

FROM CHEST n The COVID-19 pandemic may
be inflicting collateral damage on vulnerable pa-
tients with chronic conditions, in particular, those 
with chronic obstructive pulmonary disease, 
according to a commentary published in CHEST 
(2020 May 28. doi: 10.1016/j.chest.2020.05.549) 
by a group of physicians who study COPD. 

Not only is COPD among the most prevalent 
underlying diseases in hospitalized COVID-19 
patients (Clin Microbiol Infect. 2020 Jun 8. doi: 
10.1016/j.cmi.2020.05.041), but other unantici-
pated factors of treatment put these patients at 
extra risk. Valerie Press, MD, assistant professor 

of medicine and pediatrics at the University 
of Chicago, and colleagues aimed to alert phy-
sicians to be aware of the potential negative 
effects, or collateral damage, that the pandemic 
can have on their patients with COPD, even 
those without a COVID-19 diagnosis.

These concerns include that patients may 
delay presenting to the ED with acute exacer-
bations of COPD, and once they present, they 
could be at later stages of the exacerbation. 
Further, “evaluation for COVID-19 as a pos-
sible trigger of acute exacerbations of COPD 
(AECOPD) is essential; however, implementing 
proven AECOPD therapies remains challenging. 
For instance, routine therapy with corticoste-

‘Don’t suffer in 
silence’: Get help 
for emotional 
distress
BY DEBRA A. SHUTE

Nisha Mehta, MD, said her phone has been
ringing with calls from tearful and shaken 
physicians who are distressed and unset-

tled about their work and home situation and 
don’t know what to do.

What’s more, many frontline physicians are 
living apart from family to protect them from 
infection. “So many physicians have called me 
crying. ... They can’t even come home and get a 
hug,” Dr. Mehta said. “What I’m hearing from 
a lot of people who are in New York and New 
Jersey is not just that they go to work all day and 
it’s this exhausting process throughout the entire 
day, not only physically but also emotionally.”

Physician burnout has held a steady spotlight 
since long before the COVID-19 crisis began, 
Dr. Mehta said. “The reason for that is multifold, 
but in part, it’s hard for physicians to find an 
appropriate way to be able to process a lot of the 
emotions related to their work,” she said. “A lot 
of that brews below the surface, but COVID-19 
has really brought many of these issues above 
that surface.”
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Dr. Valerie Press 
said, “Assessment 
of patient recovery 
and functional 
capacity, beyond 
lung function and 
dyspnea symptoms, 
will need to include 
deconditioning, 
anxiety, PTSD, 
weakness, and 
malnutrition.” 
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Clinicians using CURE ID to report COVID-19 cases
BY DOUG BRUNK
MDedge News

Federal health officials are en-
couraging clinicians to use the 
free CURE ID mobile app and 

web platform as a tool to collect 
cases on the treatment of patients 
with COVID-19, in conjunction 
with ongoing clinical trial efforts.

“By utilizing the CURE ID plat-
form now for COVID-19 case col-

lection – in conjunction with data 
gathered from other registries, EHR
systems, and clinical trials – data 
collected during an outbreak can be 
improved and coordinated,” Heath-
er A. Stone, MPH, said during a 

June 9 webinar sponsored by the 
Food and Drug Administration. 
“This may allow us to find pos-
sible treatments to help ease this 
pandemic, and prepare us better to 
fight the next one.”
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During the hour-long webinar, Ms. 
Stone, a health science policy analyst 
in the office of medical policy at the 
Food and Drug Administration’s 
Center for Drug Evaluation and Re-
search, demonstrated CURE ID, an 
Internet-based data repository first 
developed in 2013 as a collaboration 
between the FDA and the National 
Center for Advancing Translation-

al Sciences, a part of the National 
Institutes of Health. It provides 
licensed clinicians worldwide with 
an opportunity to report novel uses 
of existing drugs for patients with 
difficult-to-treat infectious diseas-
es, including COVID-19, through 
a website, a smartphone, or other 
mobile device. The app can be down-
loaded for free at http://cure.ncats.io. 

It can also be downloaded from the 
Apple app store or the Google Play 
store by searching “CURE ID.”

According to Ms. Stone, the 
platform’s three main goals are to 
enhance the understanding of new 
uses of approved medical products, 
to facilitate clinical trials and drug 
development, and to serve as a 
resource for physicians to share in-

formation where no FDA-approved 
product (which has been proven to 
be safe and effective) exists for the 
new use. CURE ID enables users 
to report their own cases as well as 
read cases of neglected infectious 
diseases with no sufficient approved 
therapies from other clinicians 
around the world. “It also enables 
clinicians to engage directly with 
communities of disease experts 
around the world, breaking down 
geographic and specialty silos,” Ms. 
Stone said. “It also enables them 
to access information on approved 
therapies for each disease and as 
well on active clinical trials.”

To date, CURE-ID contains infor-
mation on 325 infectious diseases, 
including 1,580 case reports and 
18,907 clinical trials. Initial pilot 
priority diseases include COVID-19, 
mycetoma, atypical mycobacteria, 
drug-resistant gonorrhea, and rare 
and resistant fungal infections, as 
well as multidrug resistant gram-neg-
ative bacteria. 

As of June 9, COVID-19–related 
data on the platform includes 151 
case reports that have been extract-
ed from the published literature or 
entered by clinician users, 80 discus-
sion posts, and links to 694 clinical 
trials, 303 journal articles, 212 news 
articles, and 34 events. A total of 65 
repurposed drugs have been identi-
fied as potential treatments for the 
virus, including 15 drugs with 10 or 
more cases.

“This facilitates clinicians report-
ing their real-world experiences 
treating COVID-19 patients, when 
patients are unable to be enrolled 
in a clinical trial,” Ms. Stone said. 
“It includes an updated case report 
form tailored to COVID-19 and 
data fields that have been harmo-
nized with other real-world data 
and clinical trial platforms.” She 
pointed out that voluntary submis-
sion of cases to CURE ID is not a 
substitute for filing information 
with regulatory and public health 
authorities, where required. The 
platform also enables data to be 
entered and adverse events to be 
automatically shared with the FDA’s 
MedWatch Adverse Reporting Sys-
tem.

Ms. Stone concluded the webinar 
by announcing the formation of 
a new private-public partnership 
between the Critical Path Institute 
and the FDA and NCATS/NIH 
known as the CURE Drug Repur-
posing Collaboratory. The effort will 
begin with a pilot project focused 
on furthering drug development 
for COVID-19 through use of the 
CURE ID platform. She reported 
having no financial disclosures.

dbrunk@mdedge.com 
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roids for AECOPD may be delayed
due to diagnostic uncertainty and 
hesitation to treat COVID-19 with 
steroids while COVID-19 testing is 
pending,” the authors stated.

Shortages and scarcity of medica-
tions such as albuterol inhalers to treat 
COPD have been reported. Patients 
with COPD may be less likely to 
access their health care providers be-
cause of fear of COVID-19 infection. 
This barrier to care and the current 
higher threshold for presenting to the 
hospital may lead to more cases of 
AECOPD and worsening health in 
these patients, wrote the authors.

Dr. Press said in an interview: 
“Access to medications delivered 
through inhalers is challenging even 
without the pandemic due to the 

high cost of medications. Generic 
medications are key to improving 
access for patients with chronic lung 
disease, so once the generic albuterol 
becomes available, this should help 
with access.”

In addition to all of these concerns 
is the economic toll this pandemic is 
taking on patients. The association 
between COPD and socioeconom-
ic status has been studied in depth 
(Am J Respir Crit Care Med. 2019; 
199[8]:961-9) and would indicate 
that low-income patients with COPD 
would face an increased burden 
during an economic downturn. 

Dr. Press stressed that the COVID 
pandemic has highlighted critical-
ly important disparities in access 
to health care and disparities in 
health. “Many of the recommen-
dations regarding stay-at-home 
and other safety mechanisms to 
prevent contracting and spreading 
COVID-19 have not been feasi-
ble for all sub-populations in the 
United States. Essential workers do  
not have the ability to stay home. 
Further, those that rely on public 
transportation have less opportuni-
ties to social distance. Finally, while 
telemedicine opportunities have 
advanced for clinical care, not all 
patients have equal access to these 
capabilities and health disparities 
could widen in this regard as well. 
Clinicians have a responsibility 
to identify social determinants of 
health that increase risks to our pa-
tients’ health and limit their safety.”

The authors offer some concrete 

suggestions of how physicians can 
address some of these concerns:  
• Be alert to potential barriers to

accessing medication and be aware
of generic albuterol inhaler recent-
ly approved by the Food and Drug
Administration in response to
COVID-19–related shortages.

• Use telemedicine to monitor pa-
tients and improve home self-man-
agement. Clinicians should help
patients “seek care with worsening
symptoms and have clear manage-
ment guidelines regarding seeking
phone/video visits; implementing
therapy with corticosteroids, anti-
biotics, or inhalers and nebulizers;
COVID-19 testing recommenda-
tions; and thresholds for seeking
emergent, urgent, or outpatient
care in person.”

• Ensure that untried therapy for
COVID-19 “does not displace
proven and necessary treatments
for patients with COPD, hence
placing them at increased risk for
poor outcomes.”
Dr. Press is also concerned about

the post–COVID-19 period for pa-
tients with COPD. “It is too early to 
know if there are specific after effects 
of the COVID infection on patients 
with COPD, but given the damage the 
virus does to even healthy lungs, there 
is reason to have concern that COVID 
could cause worsening damage to the 
lungs of individuals with COPD.”

She stressed, “Post-ICU [PICU] 
syndrome has been recognized in 
patients with ARDS [acute respiratory 
distress syndrome ]generally, and pa-
tients who recover from critical illness 
may have long-lasting (and perma-
nent) effects on strength, cognition, 
disability, and pulmonary function. 
Whether the PICU syndrome in pa-
tients with ARDS due to COVID-19 
specifically is different from the PICU 
syndrome due to other causes remains 
unknown. But clinicians whose pa-
tients with COPD survive COVID-19 
may expect long-lasting effects 
and slow recovery in cases where 
COVID-19 led to severe ARDS and 
a prolonged ICU stay. Assessment of 
overall patient recovery and function-
al capacity (beyond lung function and 
dyspnea symptoms) will need to in-
clude deconditioning, anxiety, PTSD, 
weakness, and malnutrition. Addi-
tionally, clinicians may help patients 
and their families understand the 
expected recovery and help facilitate 
family conversations about residual 
effects of COVID-19.”  

The authors had no disclosures.
tborden@mdedge.com

SOURCE: Press V et al. Chest. 2020 May
28. doi: 10.1016/j.chest.2020.05.549.

COPD treatment may be delayed  // continued from page 1

COVID pandemic has 
highlighted critically important 
disparities in access to health 
care and disparities in health. 
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Frustrated that governments 
weren’t doing enough to support 
health care workers during the 
pandemic, Dr. Mehta, a radiologist 
in Charlotte, N.C., decided there 
needed to be change. On April 4, 
Dr. Mehta and two physician col-
leagues submitted to Congress the 
COVID-19 Pandemic Physician 
Protection Act, which ensures, 
among other provisions, mental 
health coverage for health care 
workers. An accompanying petition 
on change.org had received nearly 
300,000 signatures as of May 29.

Don’t suffer in silence
A career in medicine comes with 
immense stress in the best of times, 
she notes, and managing a pandem-
ic in an already strained system has 
taken those challenges to newer 
heights. “We need better support 
structures at baseline for physician 
mental health,” said Dr. Mehta. 

“That’s something we’ve always been 
lacking because it’s been against the 
culture of medicine for so long to say, 
‘I’m having a hard time.’ ”

If you’re hurting, the first thing to 
recognize is that you are not alone in 
facing these challenges. This is true 
with respect not only to medical care 
but also to all of the family, financial, 
and business concerns physicians are 
currently facing. “Having all of those 
things hanging over your head is a 
lot. We’ve got to find ways to help 
each other out,” Dr. Mehta said.

Check out virtual 
psychological counseling
Not unlike the way telemedicine has 
allowed some physicians to keep 
seeing their patients, many modali-
ties enable participation in therapy 

through video, chat, phone call, or 
any combination thereof. Look for 
a service that is convenient, flexible, 
and HIPAA compliant.

Traditional in-office mental 
health therapy has quickly moved 
to telemedicine. Many if not most 
insurers that cover counseling visits 

are paying for 
telepsychiatry or 
telecounseling. If 
you don’t know 
of an appropri-
ate therapist, 
check the Amer-
ican Psychiatric 
Association or 
its state chap-
ters; check the 
American Psy-

chological Association; or look for a 
licensed mental health counselor.

Because financial constraints 
are a potential barrier to therapy, 
Project Parachute, in cooperation 
with Eleos Health, has organized a 
cadre of therapists willing to provide 
pro bono online therapy for health 
care workers. The amount of free 
therapy provided to qualified front-
line workers is up to the individual 
therapists. Discuss these parameters 
with your therapists up front.

Similar services are offered from 
companies such as Talkspace and Bet-
terHelp on a subscription basis. These 
services are typically less expensive 
than in-person sessions. Ask about 
discounts for healthcare workers. 
Talkspace, for example, announced in 
March, “Effective immediately, health-
care workers across the country can 
get access to a free month of our ... 
online therapy that includes unlimited 
text, video, and audio messaging with 
a licensed therapist.”

Look into online support groups
For more on-demand peer support, 
look for groups such as the COR 
Sharing Circle for Healthcare Work-
ers on Facebook. The site’s search 
engine can point users to plenty of 
other groups, many of which are 
closed (meaning posts are visible to 
members only).

Dr. Mehta hosts her own Face-
book group called Physician Com-
munity. “I would like to think (and 
genuinely feel) that we’ve been 
doing a great job of supporting 
each other there with daily threads 
on challenges, treatments, pick-
me-ups, vent posts, advocacy, and 
more,” she said.

For anyone in need, PeerRxMed 
is a free, peer-to-peer program for 
physicians and other health care 
workers that is designed to provide 
support, connection, encourage-
ment, resources, and skill-building 
to optimize well-being.

For those craving spiritual com-
fort during this crisis, a number of 
churches have begun offering that 
experience virtually, too. First Uni-
tarian Church of Worcester, Mass., 
for example, offers weekly services 
via YouTube. Similar online pro-
gramming is being offered from all 
sorts of organizations across de-
nominations.

Download coping apps
For DIY or on-the-spot coping sup-
port, apps can help physicians get 
through the day. Apps and websites 
that offer guided meditations and 
other relaxation tools include Head-
space, Calm, and Insight Timer. Be-
fore downloading, look for special 
discounts and promotions for health 
care workers.

Additionally, COVID Coach 
is a free, secure app designed by 
the U.S. Department of Veterans 
Affairs that includes tools to help 
you cope with stress and stay 
well, safe, healthy, and connected. 
It also offers advice on navigat-
ing parenting, care giving, and 
working from home while social 
distancing, quarantining, or shel-
tering in place.

For practicing daily gratitude, 
Delightful Journal is a free app that 
offers journaling prompts, themes, 
reminders, and unlimited private 
space to record one’s thoughts.

Adopt a ritual
Although self-care for physicians is 
more crucial now than ever, it can 
look different for every individual. 
Along the same lines as keeping 
a journal, wellness experts often 
recommend beginning a “gratitude 
practice” to help provide solace and 
perspective.

Tweak and personalize these 
activities to suit your own needs, 
but be sure to use them even when 
you’re feeling well, said Mohana 
Karlekar, MD, medical director of 
palliative care and assistant profes-
sor at Vanderbilt University Medical 
Center, Nashville, Tenn.

One exercise she recommends is 
known as Three Good Things. “Ev-
ery day, at the end of the day, think 
about three good things that have 
happened,” she explained. “You can 
always find the joys. And the joys 
don’t have to be enormous. There is 
joy – there is hope – in everything,” 
Dr. Karlekar said.

A version of this article originally ap-
peared on Medscape.com.

Resources are available to help with emotional distress  // continued from page 1

The medical community has created sev-
eral pathways to help its own. Types of 

resources for health care workers on the 
COVID-19 front lines run the gamut from 
crisis hotlines to smartphone apps to virtual 
counseling, often for free or at discounted 
rates. 

The following list represents a cross-sec-
tion of opportunities for caregivers to re-
ceive care for themselves.

Crisis hotlines
• Physician Support Line. This free and

confidential hotline was launched by Mona
Masood, DO, a Philadelphia-area psychia-
trist and moderator of a Facebook forum
called the COVID-19 Physicians Group. The
PSL is run by more than 600 volunteer
psychiatrists who take calls from U.S. phy-

sicians 7 days a week from 8:00 a.m. to 
1:00 a.m., with no appointment necessary. 
The toll-free number is 888-409-0141.

• For the Frontlines. This 24/7 help line
provides free crisis counseling for front-
line workers. They can text FRONTLINE
to 741741 in the United States (support
is also available for residents of Canada,
Ireland, and the United Kingdom).

Resources from professional groups
• Action Collaborative on Clinician

Well-Being and Resilience. Created
by the National Academy of Medicine in
2017, the Action Collaborative comprises
more than 60 organizations committed to
reversing trends in clinician burnout. In
response to the pandemic, the group has
compiled a list of strategies and resources
to support the health and well-being of
clinicians who are providing health care

during the COVID-19 outbreak.
• American Medical Association. The

AMA has created a resource center ded-
icated to providing care for caregivers
during the COVID-19 pandemic. The web-
site includes specific guidance for manag-
ing mental health during the pandemic.

• American College of Physicians. The
professional society of internal medicine
physicians has created a comprehensive
guide for physicians specific to COVID-19,
with a section dedicated to clinician
well-being that includes information about
hotlines, counseling services, grief sup-
port, and more.

• American Hospital Association. The
AHA’s website now includes regularly up-
dated resources for health care clinicians
and staff, as well as a special section ded-
icated to protecting and enabling health
care workers in the midst of the pandemic.

Where to find support

Dr. Mehta
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BY HEIDI SPLETE
MDedge News

The presence of pulmonary arterial hyper-
tension, whether preexisting or occurring in 
conjunction with a COVID-19 infection, will 

likely increase the risk for morbidity and mortality 
in these patients, according to a research article 
published in Pulmonary Circulation. 

“The impetus for this manuscript was a recent 
discussion within the Pulmonary Hypertension 
Association (PHA) and [its] Scientific Leadership 
Council who expressed a need for guidelines from 
experts in the field,” wrote John J. Ryan, MD, of the 
University of Utah, Salt Lake City, and colleagues. 

The authors highlight some of the unique 
challenges in caring for patients with pulmonary 
hypertension (PH), particularly pulmonary ar-
terial hypertension (PAH), in the context of the 
COVID-19 pandemic. 

Telemedicine and temporary visit schedules for 
new and returning PAH patients can help reduce 
risk of virus transmission, if patient accessibility 
to telemedicine is feasible. Protocols to reduce 
the risk of virus exposure or transmission in the 
office setting included less frequent echocardi-
ography and 6-Minute Walk Tests (6MWTs) for 
patients in stable condition. In stable patients, 
“avoid pulmonary function of V/Q tests when 
possible,” the authors wrote. 

New patients who have been referred for PAH 
present a challenge in conducting a thorough 
evaluation that would normally include mea-
surement of invasive hemodynamics in keeping 
with current diagnostic guidelines. Clinicians will 
need to balance the potential risks of COVID-19 
exposure during elective procedures against the 
benefits of full evaluations to plan PAH treat-
ment, the authors noted. 

For established patients who are clinically sta-
ble, remote visits may be an option, with a risk/
benefit assessment of the need for in-person di-
agnostic tests at the current time, they said. How-
ever, telemedicine’s limitations include not only 
patient accessibility and understanding of audio 
and video technology, but also inability to accu-
rately measure vital signs, they said.

As for routine testing such as echocardiograms, 
6MWTs, and other laboratory testing, “it is im-
portant to consider the additive value of these 
sometimes comprehensive tests in the context of 
the risks associated with visiting the hospital or 
clinic to obtain them,” the authors said. 

Patients who are unstable and experience wors-
ening right heart failure (RHF) at home may have 
contracted a COVID-19 infection, but the dif-
ferential diagnosis includes sepsis, ischemia, and 
PAH disease progression. “During the current 
pandemic, fever at home in a PAH patient should 
be assumed to represent a COVID-19 infection,” 

and patients with worsening respiratory symp-
toms that require hospitalization should be tested 
for COVID-19, the authors emphasized. 

Use of extracorporeal membrane oxygenation 
or other intensive interventions should be consid-
ered in the context of risk assessment, the authors 
said. “As a general recommendation, practitioners 
should consider utilizing an established PAH-spe-
cific risk assessment tool to help identify patients 
who are more likely to survive heroic interventions 
during the COVID-19 outbreak,” they wrote. 

Training and education of PH providers will 
continue to be limited by the pandemic, and 
many clinical trials and research programs have 
been suspended and will need to be restruc-
tured to minimize risk of transmission of the 
COVID-19 virus, the authors said. However, 
health care providers must continue to provide 
PAH patients and families with advice and up-
dates in best practices, while “acknowledging that 
the situation changes rapidly,” they concluded. 

Dr. Ryan disclosed participating on the speak-
er’s bureau and providing consulting services for, 
Actelion and Bayer, as well as receiving research 
support from the Reagan Corporation, the Gor-
don Family, and the Cushman Family. 

chestphysiciannews@chestnet.org

SOURCE: Ryan JJ et al. Pulm Circ. 2020 Apr 29. doi: 
10.1177/2045894020920153.

NEWS 

Pandemic can complicate care of patients with PAH

Comorbidities increase COVID-19 deaths by factor of 12
BY RICHARD FRANKI
MDedge News

COVID-19 patients with an un-
derlying condition are 6 times 

as likely to be hospitalized and 12 
times as likely to die, compared with 
those who have no such condition, 
according to the Centers for Disease 
Control and Prevention.

Among those with underlying 
conditions such as cardiovascular 
disease or diabetes, 45.4% of pa-
tients with COVID-19 were hos-
pitalized, versus 7.6% of patients 
without an underlying condition, 
said Erin K. Stokes, MPH, and asso-
ciates of the CDC COVID-19 Emer-
gency Response team.

The difference in deaths was 
even greater over the study period 
of Jan. 22–May 30, 2020: 19.5% of 
COVID-19 patients with underlying 
conditions died, compared with 1.6% 
of those with no underlying condi-
tion. The gap narrowed, however, for 
ICU admissions, with corresponding 
rates of 8.5% and 1.5%, the investiga-
tors reported June 15 in the Morbidi-
ty and Mortality Weekly Report.

“The COVID-19 pandemic contin-
ues to be severe, particularly in cer-
tain population groups,” they said.

The cumulative incidence of lab-
oratory-confirmed cases up to May 
30, for instance, was nearly twice 
as high for those aged 80 years and 
over (902 per 100,000 population) 
than for those aged 70-79 years 
(464.2 per 100,000). Those aged 
50-59 years had the second-highest
incidence, 550.5 per 100,000, Ms.
Stokes and associates said.

“Among cases with known race 
and ethnicity, 33% of persons were 
Hispanic, 22% were black, and 
1.3% were [American Indian/Alas-
ka Native]. These findings suggest 
that persons in these groups, who 
account for 18%, 13%, and 0.7% of 
the U.S. population, respectively, are 
disproportionately affected by the 
COVID-19 pandemic,” they wrote.

Another source of disparity: “Inci-
dence among males and females was 
similar overall, [but] severe outcomes 
were more commonly reported 
among males,” the investigators not-
ed. Cumulative incidence was 401.1 
per 100,000 for males and 406.0 for 
females, but 6.0% of male patients 
died, compared with 4.8% of females.

As of May 30, a total of 1,761,503 
cases and 103,700 deaths had been 
reported to the CDC. Of those cas-
es, approximately 1.3 million were 

included in the analysis, with data 
on individual underlying health 
conditions available for 287,320 
(22%). The split on those cases was 
198,879 with health conditions and 
88,411 without, the CDC data show.

The most frequently reported un-
derlying conditions were cardiovas-
cular disease (32%), diabetes (30%), 
chronic lung disease (18%), and 
renal disease (7.6%), and there were 
no significant differences between 

males and females, Ms. Stokes and 
associates said.

The pandemic “is an ongoing 
public health crisis in the United 
States that continues to affect all 
populations and result in severe out-
comes including death,” they said, 
emphasizing “the continued need 
for community mitigation strategies, 
especially for vulnerable populations, 
to slow COVID-19 transmission.”

rfranki@mdedge.com 

Outcomes among patients with COVID-19 by comorbidity status
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At present, we are planning to hold the live meeting 
in Chicago, Illinois, pending travel restrictions, CDC 
recommendations, and the Restore Illinois regional 
plan. In the event that we are unable to hold the 
in-person meeting, a virtual CHEST Annual Meeting 
2020 will be made available with live interactive 
education, postgraduate courses, networking events, 
CHEST Games, and so much more, so you can attend 
the premier event in clinical chest medicine from the 
safety of your home.

Join us in Chicago to experience:

n Literature review sessions

n CHEST Games and virtual patient tours

n Latest research presentations on relevant topics
in the field

n Networking opportunities

n More than 50 hands-on simulation sessions

n Active learning opportunities, such as case-based
and group discussions

n The returning innovative competition, FISH Bowl

Learn More and Register
chestmeeting.chestnet.org

OCTOBER 17 - 21

Worry-free registration policy: Keeping safety precautions in mind 
and acknowledging that your workload is becoming increasingly 
heavier due to the progressing COVID-19 situation, CHEST will be 
granting full refunds to any registrant who finds that they can no 
longer attend CHEST 2020 as the meeting approaches.

BY BRUCE JANCIN
MDedge News

Secondary respiratory infections 
appear to be highly prevalent 
among patients with severe 

COVID-19, but at this point, most 
pulmonologists aren’t sure what to 
make of this understudied phenom-
enon. 

“We really do not understand the 
implications of secondary infections 
on outcomes in COVID-19 patients,” 
David L. Bowton, MD, FCCP, said 

in an interview. 
“In most early 
reports the inci-
dence of second-
ary infections 
was much higher 
in patients dying 
from COVID-19, 
compared to 
survivors, but 
it isn’t clear 
whether this in-

dicates that the secondary infection 
itself led to excess mortality or was 
more a marker of the severity of the 
COVID-19 infection. 

“Details of the diagnostic criteria 
used, the microbiology, and the ap-
propriateness of treatment of these 
secondary infections has not gener-
ally been included in these reports,” 
said Dr. Bowton, a pulmonologist 
and professor emeritus of critical 
care anesthesiology at Wake Forest 
University, Winston-Salem, N.C. 

One such early retrospec-
tive cohort study included 191 
COVID-19 patients in Wuhan, 
China. Of the 54 who died in hos-
pital, half had secondary bacterial 
lung infections (Lancet. 2020 Mar 
28;395[10229]:1054-62). 

This comes as no surprise to U.S. 
pulmonologists, who learned back 
in their training that many deaths 
during the so-called Spanish influ-
enza epidemic of 1918-1920 were 
actually caused by secondary pneu-
monia involving Staphylococcus au-
reus, commented Daniel Ouellette, 
MD, FCCP, associate director of 
medical critical care at Henry Ford 
Hospital, Detroit.

Study of secondary infections may 
be difficult given the challenges of 
obtaining bronchoalveolar lavage 
samples in mechanically ventilated 
patients with COVID-19, accord-

ing to Eric Gartman, MD, FCCP, a 
pulmonologist at Brown University, 
Providence, R.I., and director of 
the pulmonary function laboratory 
at the Providence Veterans Affairs 
Medical Center. 

“Unfortunately, many of the in-
vasive modalities that are typically 
employed to help diagnose secondary 
infections in critically ill patients are 
being severely limited or even pro-
hibited in COVID-19 patients due 
to infection control measures,” he 
said. As a result, Dr. Gartman noted, 
intensivists are often resorting to 
empiric broad-spectrum antimicro-
bial therapy in patients with severe 
COVID-19 and are without ready 
access to the bacterial cultures which 
might otherwise permit later treat-
ment de-escalation or retargeting.

Among the myriad areas of un-
certainty regarding COVID-19 is 

the proportion 
of bacterial 
coinfections 
that are hospital 
acquired. Given 
the lengthy du-
ration of inva-
sive mechanical 
ventilation in 
patients with se-
vere COVID-19 
– a mean of 9.1

days in the United Kingdom – the 
chances of hospital-acquired infec-
tion are likely substantial. Moreover, 
a recent single-center U.K. study 
involving microbiologic testing in 
195 consecutive patients newly hos-
pitalized for COVID-19 reported 
that community-acquired bacterial 
infection was uncommon: Just 4% 
of patients had pneumococcal coin-
fection at hospital admission, and 
S. aureus wasn’t detected in anyone
(Lancet. 2020;1:362. doi: 10.1016/
S2666-5247[20]30036-7). French
investigators have reported detect-
ing putative invasive pulmonary
aspergillosis in nearly one-third
of a small series of 27 consecutive
mechanically ventilated COVID-19
patients (Lancet Resp Med. 2020;
8[6]:e48-9). Dr. Gartman said the
diagnostic testing methods utilized
in this and similar reports haven’t
been prospectively validated in
COVID-19. The testing methods
may not indicate invasive Aspergillus

CRITICAL CARE MEDICINE 

Role of secondary 
infections in COVID-19 
remains a mystery 

Dr. Gartman

Dr. Bowton
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infection in this population with a 
high degree of certainty, since they 
have previously been performed 
mainly in patients with hematologic 
malignancies. 

“Although there is nothing defin-
itive regarding this research, as a 
practicing critical care doctor one 
should respect these findings and 
consider this secondary diagnosis 
if the supporting clinical data is 
positive, especially given that the 
mortality risk in this population is 
high,” he advised. 

Dr. Bowton said that he and his 
fellow intensivists at Wake Forest 
Baptist Health don’t routinely screen 
COVID-19 patients for secondary 
bacterial or fungal infections. And in 
talking with colleagues around the 
country, it’s his impression that most 
have similarly elected not to do so. 
But he added, “Our clinical index of 
suspicion for secondary infections 
is heightened and, if triggered, will 
initiate a search for and treatment of 
these secondary infections.”

bjancin@mdedge.com 

Continued from previous page
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COVID-19 + diabetes: Focus on glycemic control
BY JENNIFER LUBELL

Optimizing glycemic control “is 
the key to overall treatment 
in people with diabetes and 

COVID-19,” said Antonio Ceriello, 
MD, during a webinar sponsored by 
Harvard Medical School, Boston.

Dr. Ceriello, a research consultant 
with the Italian Ministry of Health, 
IRCCS Multi-Medica, Milan, high-
lighted a recent study that examined 
the association of blood glucose con-
trol and outcomes in COVID-19 pa-
tients with preexisting type 2 diabetes. 

Among 7,000 cases of COVID-19, 
type 2 diabetes correlated with a 
higher death rate. However, those 
with well-controlled blood glucose 
(upper limit ≤10 mmol/L) had a 
survival rate of 98.9%, compared 
with just 11% among those with 
poorly controlled blood glucose 
(upper limit >10 mmol/L), a reduc-
tion in risk of 86% (adjusted hazard 
ratio, 0.14; Cell Metab. 2020 May 1. 
doi: 10.1016/j.cmet.2020.04.021). 

Clinicians should also consider 
the possible side effects of hypogly-
cemic agents in the evolution of this 
disease. This is true of all patients, 
not just diabetes patients, Dr. Ce-
riello said. “We have data showing 
that ... hyperglycemia contributes 
directly to worsening the prognosis 
of COVID-19 independent of the 
presence of diabetes.”

Another risk factor is throm-
bosis, a clear contributor to death 
rates in COVID-19. Research 
on thrombosis incidence in 
COVID-19 patients with diabetes 
reported higher levels of D-dimer 

levels in people with diabetes, es-
pecially among those who couldn’t 
manage their disease. 

Tying all of these factors together, 
Dr. Ceriello discussed how ACE-
2 glycosylation, in combination 

with other factors in SARS-CoV-2 
infection, could lead to hyperglyce-
mia, thrombosis, and subsequently 
multiorgan damage in diabetes 
patients. 

chestphysicainnews@chestnet.org
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SLEEP MEDICINE 

Sleep burden index predicts recurrent stroke
BY PAULINE ANDERSON

A sleep burden index that con-
siders multiple sleep-wake 
disturbances (SWDs) predicts 

subsequent cardiocerebrovascular 

events during the 2 years after a 
stroke, preliminary results on an on-
going study suggest.

The index, which combines sleep 
duration, sleep-disordered breath-
ing, restless leg syndrome (RLS), 

insomnia, and sleep duration, is a 
better predictor of new events than 
a single sleep disorder alone.

With further evidence of its use-
fulness, “the sleep burden index 
could be integrated into clinical rou-

tine,” Simone B. Duss, PhD, of the 
department of neurology at Bern 
(Switzerland) University Hospital, 
told a press briefing.

The findings were presented on-
line at the Congress of the European 

12to16CHPH20_7.indd   14 6/29/2020   2:59:58 PM
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Academy of Neurology 2020, which 
transitioned to a virtual meeting be-
cause of the COVID-19 pandemic.

Sleep-wake disorders are very com-
mon in stroke patients and may preex-
ist or appear de novo as a consequence 
of brain damage, said Dr. Duss. “They 
may also be a result of medical, psy-
chological, or environmental challeng-
es these patients face after a stroke.” 

Clear evidence
There’s “clear evidence” that sleep 
disordered breathing is a risk factor 
for stroke, and negatively affects 
stroke outcome if left untreated, said 
Dr. Duss.

But for other SWDs, such as in-
somnia, RLS, and long and short 
sleep duration, “the evidence is less 
compelling,” she said. “However, 

some studies still suggest they influ-
ence stroke risk and outcome.”

Experts believe that sleep distur-
bances after a stroke lead to sleep 
fragmentation, as well as decreased 
slow wave sleep and REM sleep.

“This negatively affects inflam-
matory neuroprotective and synap-
tic plasticity processes during the 
recovery process of a stroke,” said 

Dr. Duss. “In the end, this results in 
worse outcomes with regard to re-
current events but also in activities 
of daily living and mood.”

The new analysis aimed to assess 
the impact of sleep-wake distur-
bances on recurrent events and 
outcomes following a stroke or 
transient ischemic attack (TIA). It 
included 438 patients with acute 
stroke (85%) or TIA (15%). The 
mean age of the study population 
was 65 years, and 64% were male.

Researchers used the National 
Institutes of Health Stroke Scale 

(NIHSS) to assess stroke severity. At 
admission, the mean NIHSS score 
was 4. Most strokes (77.2%) were 
supratentorial.

About one-fifth of stroke patients 
and one-third of TIA patients had 
experienced a previous event.

Researchers used functional out-
come scores to assess the clinical 
course of the stroke or TIA. In ad-
dition, they regularly asked patients 
about recurrence of cardiocerebro-
vascular events.

Investigators assessed sleep dis-
ordered breathing during the acute 
phase of stroke, so within the first 
few days, using respirography. They 
collected information on the pres-
ence of other sleep-wake disturbanc-
es from questionnaires and clinical 
interviews at 1 month, 3 months, 1 
year, and 2 years after the event.

About 26% of subjects showed 
severe sleep disordered breathing, 
“meaning that they had more than 
20 apnea-hypopnea events per 
hour,” said Dr. Duss.

More than a quarter of patients 
reported subclinical symptoms 
of insomnia (measured using the 
Insomnia Severity Index), and up 
to 10% reported severe insomnia 
symptoms corresponding to the 
clinical diagnosis of insomnia, she 
said.

About 9% of patients in the acute 
phase of stroke, and 6% in the more 
chronic phase, fulfilled the diagnos-
tic criteria of RLS.

More ‘skewed’
The results for sleep duration were rel-
atively “skewed,” said Dr. Duss. More 

Continued on following page

The index, which combines 
sleep duration, sleep- disordered 
breathing, restless leg syndrome, 
insomnia, and sleep duration, is 
a better predictor of new events.
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patients reported longer sleep duration 
(more than 9 hours) at 1 month than 
at month 3, and more reported shorter 
sleep duration (4.0 hours or less) at 
month 3 than at month 1.

The researchers built a sleep bur-
den index for the combined impact 
of the various sleep-wake distur-
bances.

They used this index as a predic-
tor of subsequent cardiocerebrovas-
cular events within 3 months after 
an event. They used a composite 
outcome that included recurrent 

stroke or TIA, MI, heart failure, and 
urgent revascularization, as well as 
new cardiocerebrovascular events, 
from 3 to 24 months.

The analysis showed that the 
mean sleep burden index was higher 
for stroke patients with a recurrent 
event, compared with stroke or TIA 
patients without a recurrent event 
(P = .0002).

A multiple logistical regression 
model with the presence or absence 
of a recurrent event as an outcome 
showed that the sleep burden index 
is a significant predictor of recurrent 

events (odds ratio, 2.10; P = .001). This 
was true even after controlling for age, 
gender, and baseline stroke severity.

The baseline apnea/hypopnea 
index and sleep duration were also 
significant predictors of new events. 
Importantly, though, the sleep bur-
den index remained a significant 
predictor of recurrent events even 
after excluding the apnea/hypopnea 
index component, said Dr. Duss. 
“So the predictive power of the sleep 
burden index is not only driven by 
the apnea-hypopnea index at the be-
ginning of a stroke.”

Sleep-wake disturbances “should 
be more carefully assessed and con-
sidered in comprehensive treatment 
approaches,” not only in stroke pa-
tients, but in neurologic patients in 
general, said Dr. Duss

The research was supported by 
grants from the Swiss National 
Science Foundation and the Swiss 
Heart Foundation. Dr. Duss and Dr. 
Dawson disclosed no relevant finan-
cial relationships.

A version of this article originally ap-
peared on Medscape.com.

BY JENNIE SMITH
MDedge News

Children with cystic fibrosis have inadequate 
sleep even during times of normal lung func-
tion, according to results from a new study.

Children aged 6-12 years had more sleep is-
sues compared with preschoolers or teenagers, 
researchers also found, and the quality of sleep 
among caregivers was seen strongly linked to that 
of their children with CF. 

For research published in the Journal of Cystic 
Fibrosis, Kelly C. Byars, PsyD, and colleagues at 
Cincinnati Children’s Medical Center and the 
University of Cincinnati surveyed parents of 91 
medically stable patients with cystic fibrosis aged 
18 and younger at a single CF treatment center 
between 2016 and 2017. 

Fifty-four percent of the children in the study 
were female, the mean age was 9 years, and 90% 
of the caregivers were mothers. In addition to the 
sleep questionnaires, the researchers looked at 
the children’s available lung function data from 
around the time of the survey. Forced expiratory 
volume in 1 second (FEV1) measures showed 
the vast majority had no obstructive lung dis-
ease (73% of the cohort) or only mild symptoms 
(18%) at the time their caregivers were surveyed.

Overall, some 40% of caregivers said they had 
concerns about their own sleep, while 29% said 
they were concerned for their children’s sleep. 

Parents reported night waking, daytime sleepi-
ness, and difficulty falling asleep as their main 
problems, and difficulty falling asleep as the top 
issue for their children, along with daytime sleep-
iness, night waking, and mouth breathing. 

Sleep issues were most pronounced for children 
aged 6-12 and their caregivers, a group for which 

44% of caregivers said they 
were concerned for their 
children’s sleep and 55% for 
their own sleep. For this same 
group only 8% of parents re-
ported their children having 
nocturnal cough, and just 5% 
reported gastrointestinal prob-
lems at night. 

Overall, the caregivers in 
the study reported inade-
quate sleep, with more than 

half saying they got less than 7 hours per night. 
Similarly, more than half of the school-age and 
adolescent patients with CF were getting less 
than the nightly minimum recommended by the 
American Academy of Sleep Medicine.

The researchers noted “large effects for parent 
and child associations for insomnia symptoms 
that may be amenable to treatment,” especially 
trouble returning to sleep and daytime sleepiness.

The study “is the first to examine parent re-
ported sleep disturbances and sleep duration in 
both parents and their children with CF spanning 

a broad age range and including patients who 
were medically stable and predominantly free of 
lung dysfunction,” Dr. Byars and colleagues wrote 
in their analysis, adding that sleep health should 
be integrated into care protocols for CF patients 
and their families, and families of children with 
other chronic illnesses.

In a comment on Dr. Byars and colleagues’ 
study, Hovig Artinian, MD, a pediatric pulmo-
nary and sleep medicine specialist at Helen De-
Vos Children’s Hospital in Grand Rapids, Mich., 
said the findings “highlight for all of us that we 
must regularly assess and address sleep distur-
bances in our children with CF specifically, but 
also in all children with chronic conditions.”

Children with CF “carry a heavy burden,” Dr. 
Artinian said, “balancing living their lives with daily 
interruptions to their typical day to complete mul-
tiple treatments. As a result, sleep can be impacted 
even when there are no other clinical or objective 
signs of illness, so that was not an entirely surprising 
finding.” Difficulties with sleep onset and mainte-
nance can be prevalent in the absence of changes 
in children’s daytime behavior or any other psycho-
logical signs, Dr. Artinian said, noting that in his 
practice he routinely asks families whether children 
snore (something recommended by the American 
Academy of Pediatrics for all well-child checks) and 
whether they have any other concerns about their 
sleep. 

“Even if the answer is ‘no’ the first time, the act of 
asking plants a seed in their minds to keep an eye 
open and to know they can discuss it with us at a 
future visit if concerns come up,” Dr. Artinian said. 

Dr. Byars and colleagues noted several limita-
tions to their study including its cross-sectional, 
single-center design, potential participant se-
lection bias, reliance on parent reports of child 
sleep, and use of a novel, nonvalidated survey 
instrument.

The researchers received funding from the 
Boomer Esiason Foundation for their study and 
disclosed no financial conflicts of interest. Dr. 
Artinian had no relevant disclosures. 

chestphysiciannews@chestnet.org

SOURCE: Byars KC et al. J Cyst Fibros. 2020 May. 
doi: 10.1016/j.jcf.2020.04.003.
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Children with cystic fibrosis and their 
caregivers face sleep difficulties
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CARDIOLOGY 

ACE inhibitors and severe COVID-19 under study
BY SUE HUGHES

A new nationwide U.S. observa-
tional study suggests that ACE 
inhibitors may protect against 

severe illness in older people with 
COVID-19, prompting the start of a 
randomized clinical trial to test the 
strategy. 

A new meta-analysis of all the 
available data on the use of ACE 
inhibitors and angiotensin-receptor 
blockers (ARBs) in COVID-19–in-
fected patients has concluded that 
these drugs are not associated with 
more severe disease and do not in-
crease susceptibility to infection.

The observational study (doi: 
10.1101/2020.05.17.20104943), which 

was published on the Med Rxiv pre-
print server on May 19 and has not 
yet been peer reviewed, was conduct-
ed by the health insurance company 
United Heath Group and by Yale 
University, New Haven, Conn.

The investigators analyzed data 
from 10,000 patients from across 
the United States who had tested 
positive for COVID-19, who were 
enrolled in Medicare Advantage in-
surance plans or were commercially 
insured, and who had received a 
prescription for one or more antihy-
pertensive medications.

Results showed that the use of ACE 
inhibitors was associated with an al-
most 40% lower risk for COVID-19 
hospitalization for older people en-
rolled in Medicare Advantage plans. 
No such benefit was seen in the 
younger commercially insured pa-
tients or in either group with ARBs.

At a telephone media briefing on 
the study, senior investigator Harlan 
M. Krumholz, MD, said: “We don’t
believe this is enough info to change
practice, but we do think this is an
interesting and intriguing result.

“These findings merit a clinical 
trial to formally test whether ACE 
inhibitors – which are cheap, widely 
available, and well-tolerated drugs 

– can reduce hospitalization of pa-
tients infected with COVID-19,”
added Dr. Krumholz, professor of
medicine at Yale and director of the
Yale New Haven Hospital Center for
Outcomes Research.

A pragmatic clinical trial is now 
being planned. In this trial, 10,000 
older people who test positive for 
COVID-19 will be randomly as-
signed to receive either a low dose 
of an ACE inhibitor or placebo. 

Recruitment for the trial began 
in June of 2020. It is open to all 
eligible Americans who are older 
than 50 years, who test negative for 
COVID-19, and who are not tak-
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Studied in a heterogeneous range of chronic
fibrosing ILDs with a progressive phenotype*

663 patients with di�erent chronic fibrosing ILDs and clinical
signs of progression were randomized in a double-blind,
placebo-controlled, 52-week trial. The primary endpoint

was the annual rate of decline in FVC over 52 weeks1,2

Proven to slow progression
by reducing lung function decline

OFEV (nintedanib) reduced the annual rate of FVC
decline by 107 mL/year (57% relative reduction)

compared with placebo (95% CI=65, 148; P<.001)1,2

Demonstrated safety
and tolerability profile

The most common adverse reactions were
gastrointestinal in nature and generally of

mild or moderate intensity1†

One capsule, twice daily
with food

See Brief Summary of Prescribing Information
for complete dosing recommendations1

Please see additional Important Safety Information
on the following page and accompanying Brief Summary
of Prescribing Information.

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (CONT’D)
Gastrointestinal Disorders (cont’d)
Nausea and Vomiting (cont’d)
• In most patients, events were primarily of mild to

moderate intensity. If nausea or vomiting persists
despite appropriate supportive care including anti-
emetic therapy, consider dose reduction or treatment
interruption. OFEV treatment may be resumed at full
dosage or at reduced dosage, which subsequently
may be increased to full dosage. If severe nausea or
vomiting does not resolve, discontinue treatment.

Embryofetal Toxicity: OFEV can cause fetal harm when
administered to a pregnant woman and patients should
be advised of the potential risk to a fetus. Women should
be advised to avoid becoming pregnant while receiving
OFEV and to use highly e�ective contraception during
treatment and at least 3 months after the last dose of
OFEV. As the impact of nintedanib on the e�ectiveness
of hormonal contraception is unknown, advise women
using hormonal contraceptives to add a barrier method.
Verify pregnancy status prior to starting OFEV and
during treatment as appropriate.

Arterial Thromboembolic Events: In the chronic
fibrosing ILDs with a progressive phenotype study,
arterial thromboembolic events and myocardial
infarction were reported in less than 1% of patients
in both treatment arms. Use caution when treating
patients at higher cardiovascular risk, including known

coronary artery disease. Consider treatment interruption
in patients who develop signs or symptoms of acute
myocardial ischemia.

Risk of Bleeding: OFEV may increase the risk of
bleeding. In the chronic fibrosing ILDs with a progressive
phenotype study, bleeding events were reported in 11%
of OFEV versus in 13% of placebo patients. In clinical
trials, epistaxis was the most frequent bleeding event
reported. Use OFEV in patients with known risk of
bleeding only if the anticipated benefit outweighs the
potential risk.
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ing medications for hypertension. 
Prospective patients can sign up at 
a dedicated website (https://www.
unitedinresearch.com).

The randomized trial, also con-
ducted by United Health Group and 
Yale, is said to be “one of the first 
virtual COVID-19 clinical trials to 
be launched at scale.”

For the observational study, the 
researchers identified 2,263 people 
who were receiving medication for 
hypertension and who tested pos-
itive for COVID-19. Of these, ap-
proximately two-thirds were older, 
Medicare Advantage enrollees; one-
third were younger, commercially 
insured individuals.

In a propensity score–matched 

analysis, the investigators matched 
441 patients who were taking ACE 
inhibitors to 441 patients who were 
taking other antihypertensive agents; 
and 412 patients who were receiving 
an ARB to 412 patients who were re-
ceiving other antihypertensive agents.

Results showed that, during a me-
dian of 30 days after testing positive, 
12.7% of the cohort were hospital-

ized for COVID-19. In propensity 
score–matched analyses, neither 
ACE inhibitors (hazard ratio, 0.77; P 
= .18) nor ARBs (HR, 0.88; P = .48) 
were significantly associated with 
risk for hospitalization.

However, in analyses stratified by 
the insurance group, ACE inhibitors 
(but not ARBs) were associated with 
a significant lower risk for hospital-

Continued from previous page
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NOW APPROVED

OFEV is the only FDA-approved therapy
for the treatment of chronic

fibrosing ILDs with a progressive phenotype1

LEARN MORE AT OFEVHCP.COM

FDA, Food and Drug Administration; FVC, forced vital capacity.

*The trial included patients with hypersensitivity pneumonitis, idiopathic nonspecific interstitial pneumonia, unclassifiable idiopathic
interstitial pneumonias, sarcoidosis, rheumatoid arthritis-associated ILD, other autoimmune ILDs, and other ILDs.2

†Diarrhea was reported in 67% of patients receiving OFEV vs 24% on placebo.2

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (CONT’D)
Elevated Liver Enzymes and Drug-Induced
Liver Injury
• Cases of drug-induced liver injury (DILI) have been

observed with OFEV treatment. In the clinical trials and
post-marketing period, non-serious and serious cases
of DILI were reported. Cases of severe liver injury with
fatal outcome have been reported in the post-marketing
period. The majority of hepatic events occur within the
first three months of treatment. OFEV was associated
with elevations of liver enzymes (ALT, AST, ALKP, and
GGT) and bilirubin. Liver enzyme and bilirubin increases
were reversible with dose modification or interruption
in the majority of cases. In the chronic fibrosing ILDs
with a progressive phenotype study, the majority
(95%) of patients with ALT and/or AST elevations had
elevations less than 5 times ULN and the majority (94%)
of patients with bilirubin elevations had elevations less
than 2 times ULN.

• Patients with low body weight (less than 65 kg),
patients who are Asian, and female patients may have
a higher risk of elevations in liver enzymes. Nintedanib
exposure increased with patient age, which may result
in increased liver enzymes.

• Conduct liver function tests prior to initiation of
treatment, at regular intervals during the first three
months of treatment, and periodically thereafter or
as clinically indicated. Measure liver function tests
promptly in patients who report symptoms that may
indicate liver injury, including fatigue, anorexia, right

upper abdominal discomfort, dark urine, or jaundice.
Dosage modifications, interruption, or discontinuation
may be necessary for liver enzyme elevations.

Gastrointestinal Disorders
Diarrhea
• In the chronic fibrosing ILDs with a progressive

phenotype study, diarrhea was reported in 67% versus
24% of patients treated with OFEV and placebo,
respectively. Events were primarily mild to moderate
in intensity and occurred within the first 3 months.
Diarrhea led to permanent dose reduction in 16% and
discontinuation in 6% of OFEV patients, compared to
less than 1% of placebo-treated patients, respectively.

• Dosage modifications or treatment interruptions may
be necessary in patients with diarrhea. Treat diarrhea
at first signs with adequate hydration and antidiarrheal
medication (e.g., loperamide), and consider dose
reduction or treatment interruption if diarrhea
continues. OFEV treatment may be resumed at the full
dosage (150 mg twice daily), or at the reduced dosage
(100 mg twice daily), which subsequently may be
increased to the full dosage. If severe diarrhea persists,
discontinue treatment.

Nausea and Vomiting
• In the chronic fibrosing ILDs with a progressive

phenotype study, nausea was reported in 29% versus
9% and vomiting was reported in 18% versus 5% of
patients treated with OFEV and placebo, respectively.
Nausea led to discontinuation of OFEV in less than 1%
of patients and vomiting led to discontinuation of OFEV
in 1% of the patients.
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ization among the Medicare group 
(HR, 0.61; P = .02) but not among 
the commercially insured group 
(HR, 2.14; P = .12).

A second study examined out-
comes of 7,933 individuals with 
hypertension who were hospitalized 
with COVID-19 (92% of these pa-
tients were Medicare Advantage en-
rollees). Of these, 14.2% died, 59.5% 

survived to discharge, and 26.3% 
underwent ongoing hospitalization. 
In propensity score–matched analy-
ses, use of neither an ACE inhibitor 

(HR, 0.97; P = .74) nor an ARB 
(HR, 1.15; P = .15) was associated 
with risk of in-hospital mortality.

The researchers said their findings 

are consistent with prior evidence 
from randomized clinical trials sug-
gesting a reduced risk for pneumo-
nia with ACE inhibitors that is not 
observed with ARBs.

They also cited some preclinical 
evidence that they said suggests a 
possible protective role for ACE 
inhibitors in COVID-19: that ACE 

Continued on following page

“These findings merit a clinical trial to formally test 
whether ACE inhibitors – which are cheap, widely 
available, and well-tolerated drugs – can reduce 

hospitalization of patients infected with COVID-19.”
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inhibitors, but not ARBs, are as-
sociated with the upregulation of 
ACE2 receptors, which modulate 
the local interactions of the renin- 
angiotensin- aldosterone system in 
the lung tissue.

“The presence of ACE2 recep-
tors, therefore, exerts a protective 
effect against the development of 

acute lung injury in infections with 
SARS coronaviruses, which lead to 
dysregulation of these mechanisms 
and endothelial damage,” they add-
ed. “Further, our observations do 
not support theoretical concerns of 
adverse outcomes due to enhanced 
virulence of SARS coronaviruses 
due to overexpression of ACE2 re-
ceptors in cell cultures – an indirect 

binding site for these viruses.”
The authors also noted that their 

findings have “important implica-
tions” for four ongoing randomized 
trials of ACE inhibitors/ARBs in 
COVID-19, “as none of them align 
with the observations of our study.”

They pointed out that of the four 
ongoing trials, three are testing 
the use of ACE inhibitors or ARBs 

in the treatment of hospitalized 
COVID-19 patients, and one is 
testing the use of a 10-day course of 
ARBs after a positive SARS-CoV-2 
test to prevent hospitalization.

New meta-analysis
The new meta-analysis of all data 
so far available on ACE inhibitor 
and ARB use for patients with 

Continued from previous page
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COVID-19 was published online in 
Annals of Internal Medicine on May 
15 (doi: 10.7326/M20-1515).

The analysis is a living, system-
atic review with ongoing literature 
surveillance and critical appraisal, 
which will be updated as new data 
become available. It included 14 ob-
servational studies.

The authors, led by Katherine M. 

Mackey, MD, VA Portland (Ore.) 
Health Care System, concluded: 
“High-certainty evidence suggests that 
ACE-inhibitor or ARB use is not as-
sociated with more severe COVID-19 
disease, and moderate certainty 
evidence suggested no association 
between use of these medications 
and positive SARS-CoV-2 test results 
among symptomatic patients. Wheth-

er these medications increase the risk 
for mild or asymptomatic disease or 
are beneficial in COVID-19 treatment 
remains uncertain.”

In an accompanying editorial, Wil-
liam G. Kussmaul III, MD, Drexel 
University, Philadelphia, said that 
initial fears that these drugs may be 
harmful for patients with COVID-19
now seem to have been unfounded 

(doi: 10.7326/M20-3047).
“We now have reasonable reas-

surance that drugs that alter the 
renin-angiotensin system do not 
pose substantial threats as either 
COVID-19 risk factors or severity 
multipliers,” he wrote.

A version of this article originally ap-
peared on Medscape.com.
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PEDIATRIC PULMONOLOGY 

Experts publish imaging guide for pediatric COVID-19
BY CALEB RANS, PHARMD
MDedge News

A team of pulmonologists has 
synthesized the clinical and 
imaging characteristics of 

COVID-19 in children, and has de-
vised recommendations for ordering 
imaging studies in suspected cases 
of the infection.

The review also included use-
ful radiographic findings to help 

in the differential diagnosis of 
COVID-19 pneumonia from other 
respiratory infections. Alexandra 
M. Foust, DO, of Boston Chil-
dren’s Hospital, and colleagues 
reported the summary of findings 

and recommendations in Pediatric 
Pulmonology. 

“Pediatricians face numerous 
challenges created by increasing re-
ports of severe COVID-19–related 
findings in affected children,” said 
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Mary Cataletto, MD, FCCP, of  
NYU Langone Health in Mine-
ola, N.Y. “[The current review] 
represents a multinational collab-
oration to provide up-to-date infor-
mation and key imaging findings 
to guide chest physicians caring for 
children with pneumonia symp-
toms during the COVID-19 pan-
demic.”

Clinical presentation in children
In general, pediatric patients in-
fected with the virus show milder 
symptoms compared with adults, 
and based on the limited evi-
dence reported to date, the most 
common clinical symptoms of 
COVID-19 in children are rhi-
norrhea and/or nasal congestion, 
fever and cough with sore throat, 

fatigue or dyspnea, and diarrhea.
As with other viral pneumonias 

in children, the laboratory parame-
ters are usually nonspecific; howev-
er, while the complete blood count 
is often normal, lymphopenia, 
thrombocytopenia, and neutro-
penia have been reported in some
cases of pediatric COVID-19, the 
authors noted.

The current Centers for Disease 
Control and Prevention recom-
mendation for initial diagnosis of 
SARS-CoV-2 is obtaining a na-
sopharyngeal swab, followed by 
reverse transcription polymerase 
chain reaction (RT-PCR) testing, 
they explained.

Role of imaging in diagnosis
The researchers reported that cur-
rent recommendations from the 
American College of Radiology 
do not include chest computed 
tomography (CT) or chest radiog-
raphy (CXR) as an upfront test to 
diagnose pediatric COVID-19, but 
they may still have a role in clinical 
monitoring, especially in patients 
with a moderate to severe disease 
course.

The potential benefits of utilizing 
radiologic evaluation, such as estab-

lishing a baseline for monitoring dis-
ease progression, must be balanced 
with potential drawbacks, which 
include radiation exposure, and 
reduced availability of imaging re-
sources owing to necessary cleaning 
and air turnover time.

Recommendations for 
ordering imaging studies
Based on the most recent inter-
national guidelines for pediatric 
COVID-19 patient management, 
the authors developed an algorithm 
for performing imaging studies in 
suspected cases of COVID-19 pneu-
monia.

The purpose of the tool is to 
support clinical decision-making 
around the utilization of CXR and 
CT to evaluate pediatric COVID-19 
pneumonia.

“The step-by-step algorithm 
addresses the selection, sequence, 

and timing of imaging studies with 
multiple images illustrating key 
findings of COVID-19 pneumonia 
in the pediatric age group,” said Dr. 

Cataletto. “By 
synthesizing the 
available imag-
ing case series 
and guidelines, 
this primer 
provides a use-
ful tool for the 
practicing pul-
monologist,” she 
explained.

Key recommendations: CXR
“For pediatric patients with suspect-
ed or known COVID-19 infection 
with moderate to severe clinical 
symptoms requiring hospitalization 
(i.e., hypoxia, moderate or severe 
dyspnea, signs of sepsis, shock, car-
diovascular compromise, altered 
mentation), CXR is usually indicat-
ed to establish an imaging baseline 
and to assess for an alternative diag-
nosis,” they recommended.

“Sequential CXRs may be helpful 
to assess pediatric patients with 
COVID-19 who demonstrate wors-
ening clinical symptoms or to assess 
response to supportive therapy,” 
they wrote.

Key recommendations: CT
“Due to the increased radiation 
sensitivity of pediatric patients, 
chest CT is not recommended as an 
initial diagnostic test for pediatric 
patients with known or suspected 
COVID-19 pneumonia,” they ex-
plained.

The guide also included several 
considerations around the differen-
tial diagnosis of COVID-19 pneu-
monia from other pediatric lung 
disorders, including immune-related 
conditions, infectious etiologies, 
hematological dyscrasias, and inha-
lation-related lung injury.

The investigators concluded, 
“In the future, studies evaluating 
the correlation between specific 
imaging findings, clinical severity, 
and disease outcomes (i.e. improve-
ment, progression, mortality) will 
help improve management of these 
pediatric patients. Furthermore, 
as no long-term data is yet avail-
able, future studies investigating 
post-recovery sequelae of disease 
including alterations of pulmonary 
function tests and risk for devel-
opment of permanent lung injury 
such as pulmonary fibrosis will be 
important.

chestphysiciannews@chestnet.org 

SOURCE: Foust AM et al. Pediatr Pul-
monol. 2020 May 28. doi: 10.1002/
ppul.24870.

Dr. Cataletto
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“The step-by-step algorithm 
addresses the selection, 

sequence, and timing of imaging 
studies with multiple images 
illustrating key findings of 
COVID-19 pneumonia in 
the pediatric age group.”
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Immunoglobulin used for heart failure in MIS-C
BY DOUG BRUNK
MDedge News

According to a study of a cluster of patients 
in France and Switzerland, children may 
experience an acute cardiac decompensa-

tion from the severe inflammatory state follow-
ing SARS-CoV-2 infection, termed multisystem 
inflammatory syndrome in children (MIS-C). 
Treatment with immunoglobulin appears to be 
associated with recovery of left ventricular systol-
ic function.

“The pediatric and cardiology communities 
should be acutely aware of this new disease prob-
ably related to SARS-CoV-2 infection (MIS-C), 
that shares similarities with Kawasaki disease but 
has specificities in its presentation,” researchers 
led by Zahra Belhadjer, MD, of Necker-Enfants 
Malades Hospital in Paris, wrote in a case-series 
report published online in Circulation. “Early 
diagnosis and management appear to lead to 
favorable outcome using classical therapies. Elu-
cidating the immune mechanisms of this disease 
will afford further insights for treatment and po-
tential global prevention of severe forms.”

Over a 2-month period that coincided with 
the SARS-CoV-2 pandemic in France and Swit-
zerland, the researchers retrospectively collected 
clinical, biological, therapeutic, and early-out-
comes data in 35 children who were admitted 
to pediatric ICUs in 13 centers for cardiogenic 
shock, left ventricular dysfunction, and severe in-
flammatory state. Their median age was 10 years, 
all presented with a fever, 80% had gastrointes-
tinal symptoms of abdominal pain, vomiting, or 
diarrhea, and 28% had comorbidities that includ-
ed overweight (17%), asthma (8.5%), and lupus 
(3%). Only 17% presented with chest pain. 

The researchers observed that left ventricular 
ejection fraction was less than 30% (10 of 35 pa-
tients), and 80% required inotropic support with 
28% treated with extracorporeal membrane oxy-
genation (ECMO). 

All patients presented with a severe inflam-
matory state evidenced by elevated C-reactive 
protein and D-dimer. Interleukin-6 was elevated 
to a median of 135 pg/mL in 13 of the patients. 
Elevation of troponin I was constant but mild to 

moderate, and NT-proBNP or BNP elevation was 
present in all children.

Nearly 90% patients tested positive for SARS-
CoV-2 infection by polymerase chain reaction 
of nasopharyngeal swab or serology. Most pa-
tients (80%) received IV inotropic support, 71% 
received first-line IV immunoglobulin, 65% 
received anticoagulation with heparin, 34% 
received IV steroids having been considered 
high-risk patients with symptoms similar to an 
incomplete form of Kawasaki disease, and 8% 
received treatment with an interleukin-1 recep-
tor antagonist because of a persistent severe in-
flammatory state. Left ventricular function was 
restored in 71% of those discharged from the in-
tensive care unit. No patient died, and all patients 
treated with ECMO were successfully weaned 
after a median of 4.5 days.

“Some aspects of this emerging pediatric dis-
ease (MIS-C) are similar to those of Kawasaki 
disease: prolonged fever, multisystem inflamma-
tion with skin rash, lymphadenopathy, diarrhea, 
meningism, and high levels of inflammatory 
biomarkers,” the researchers wrote. “But differ-
ences are important and raise the question as to 
whether this syndrome is Kawasaki disease with 
SARS-CoV-2 as the triggering agent, or rep-
resents a different syndrome (MIS-C). Kawasaki 
disease predominantly affects young children 
younger than 5 years, whereas the median age in 

our series is 10 years. Incomplete forms of Kawa-
saki disease occur in infants who may have fever 
as the sole clinical finding, whereas older patients 
are more prone to exhibit the complete form.”

They went on to note that the overlapping fea-
tures between MIS-C and Kawasaki disease “may 
be due to similar pathophysiology. The etiologic 
agent of Kawasaki disease is unknown but likely 
to be ubiquitous, causing asymptomatic childhood 
infection but triggering the immunologic cascade 
of Kawasaki disease in genetically susceptible in-
dividuals. Please note that infection with a novel 
RNA virus that enters through the upper respira-
tory tract has been proposed to be the cause of the 
disease (see PLoS One. 2008 Feb 13;3:e1582 and J 
Infect Dis. 2011 Apr 1;203:1021-30).”

Based on the work of the authors, it appears 
that a high index of suspicion for MIS-C is im-
portant for children who develop Kawasaki-like 
symptoms, David J. Goldberg, MD, said in an 
interview. “Although children have largely been 
spared from the acute respiratory presentation of 
the SARS-CoV-2 pandemic, the recognition and 
understanding of what appears to be a postviral 
inflammatory response is a critical first step in 
developing treatment algorithms for this disease 
process,” said Dr. Goldberg, a board-certified 
attending cardiologist in the cardiac center and 
fetal heart program at Children’s Hospital of 
Philadelphia. “If inflammatory markers are el-
evated, particularly if there are accompanying 
gastrointestinal symptoms, the possibility of car-
diac involvement suggests the utility of screening 
echocardiography. Given the potential need for 
inotropic or mechanical circulatory support, the 
presence of myocardial dysfunction dictates care 
in an intensive care unit capable of providing 
advanced therapies. While the evidence from Dr. 
Belhadjer’s cohort suggests that full recovery is 
probable, there is still much to be learned about 
this unique inflammatory syndrome and the 
alarm has rightly been sounded.”

The researchers and Dr. Goldberg reported 
having no disclosures.

dbrunk@mdedge.com 

SOURCE: Belhadjer Z et al. Circulation. 2020 May 
17. doi: 10.1161/circulationaha.120.048360.

Lung ultrasound has benefits for children with COVID-19
BY CHRISTOPHER PALMER
MDedge News

Lung ultrasound has “high concor-
dance” with radiologic findings in 

children with COVID-19, research-
ers wrote in Pediatrics. 

They also noted the benefits that 
modality provides over other imag-
ing techniques.

Marco Denina, MD, and col-
leagues from the pediatric infectious 
diseases unit at Regina Margherita 
Children’s Hospital in Turin, Italy, 

performed an observational study 
of eight children aged 0-17 years 
who were admitted to the hospital 
for COVID-19 between March 8 
and 26, 2020. In seven of eight pa-
tients, the findings were concordant 
between imaging modalities; in 
the remaining patient, lung ultra-
sound (LUS) found an interstitial 
B-lines pattern that was not seen
on radiography. In seven patients
with pathologic ultrasound findings
at baseline, the improvement or
resolution of the subpleural consol-

idations or interstitial patterns was 
consistent with concomitant radio-
logic findings.

The authors cited the benefits 
of using point-of-care ultrasound 
instead of other modalities, such 
as CT. “First, it may reduce the 
number of radiologic examinations, 
lowering the radiation exposure of 
the patients,” they wrote. “Second-
ly, when performed at the bedside, 
LUS allows for the reduction of the 
patient’s movement within the hos-
pital; thus, it lowers the number of 

health care workers and medical de-
vices exposed to [SARS-CoV-2].” 

One limitation of the study is the 
small sample size; however, the re-
searchers felt the high concordance 
still suggests LUS is a reasonable 
method for COVID-19 patients.

There was no external funding for 
this study and the investigators had 
no relevant financial disclosures.

cpalmer@mdedge.com 

SOURCE: Denina M et al. Pediatrics. 
2020 Jun. doi: 10.1542/peds.2020-1157.
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Rapid changes to health system spurred by 
COVID might be here to stay
BY JULIE ROVNER
Kaiser Health News

The U.S. health care system is famously re-
sistant to government-imposed change. It 
took decades to create Medicare and Med-

icaid, mostly because of opposition from the 
medical-industrial complex. Then it was nearly 
another half-century before the passage of the Af-
fordable Care Act.

But the COVID-19 pandemic has done what 
no president or social movement or venture cap-
italist could have dreamed of: It forced sudden 
major changes to the nation’s health care system 
that are unlikely to be reversed. 

“Health care is never going back to the way it 
was before,” said Gail Wilensky, a health econ-
omist who ran the Medicare and Medicaid pro-
grams for President George H.W. Bush in the 
early 1990s.

Ms. Wilensky is far from the only longtime 
observer of the American health care system to 
marvel at the speed of some long-sought changes. 
But experts warn that the breakthroughs may not 
all make the health system work better or make it 
less expensive.

That said, here are three trends that seem likely 
to continue.

Telehealth for all
Telehealth is not new; medical professionals 

have used it to reach patients in rural or remote 
settings since the late 1980s (Evolution and Cur-
rent Applications of Telemedicine, in “Telemedi-
cine: A Guide to Assessing Telecommunications 
in Health Care.” [Washington: National Acade-
mies Press, 1996]).

But even while technology has made video vis-
its easier, it has failed to reach critical mass, large-
ly because of political fights. Licensing has been 
one main obstacle – determining how a doctor 
in one state can legally treat a patient in a state 
where the doctor is not licensed.

The other obstacle, not surprisingly, is pay-
ment. Should a video visit be reimbursed at the 
same rate as an in-person visit? Will making it 
easier for doctors and other medical profession-
als to use telehealth encourage unnecessary care, 
thus driving up the nation’s $3.6 trillion health 
tab even more? Or could it replace care once pro-
vided free by phone?

Still, the pandemic has pushed aside those 
sticking points. Almost overnight, by necessity, 
every health care provider who can is delivering 
telemedicine. A new survey from Gallup (“Use of 
Low-Contact Commerce Climbs in U.S. During 
Pandemic” Gallup. 2020 May 26) found the num-
ber of patients reporting “virtual” medical visits 
more than doubled, from 12% to 27%, from late 
March to mid-May. That is attributable, at least 
in part, to Medicare having made it easier for 
doctors to bill for virtual visits (“Medicare Tele-
medicine Health Care Provider Fact Sheet” CMS. 
2020 May 17). 

It’s easy to see why many patients like video 
visits – there’s no parking to find and pay for, and 
it takes far less time out of a workday than going 
to an office.

Doctors and other practitioners seem more am-
bivalent. On one hand, it can be harder to examine 
a patient over video and some services just can’t be 
done via a digital connection. On the other hand, 
they can see more patients in the same amount of 
time and may need less support staff and possibly 
smaller offices if more visits are conducted virtually.

Of course, telemedicine doesn’t work for every-
one. Many areas and patients don’t have reliable 
or robust broadband connections that make vid-
eo visits work. And some patients, particularly 
the oldest seniors, lack the technological skills 
needed to connect.

Primary care doctors in peril
Another trend that has suddenly accelerated is 
worry over the nation’s dwindling supply of pri-
mary care doctors. The exodus of practitioners 
performing primary care has been a concern over 
the past several years, as baby boomer doctors 
retire and others have grown weary of more and 
more bureaucracy from government and private 
payers. Having faced a difficult financial crisis 
during the pandemic, more family physicians 
may move into retirement or seek other profes-
sional options.

At the same time, fewer current medical stu-
dents are choosing specialties in primary care. 

“I’ve been trying to raise the alarm about the 
kind of perilous future of primary care,” said 
Farzad Mostashari, MD, a top Department of 
Health & Human Services official in the Obama 
administration. Dr. Mostashari runs Aledade, a 
company that helps primary care doctors make 
the transition from fee-for-service medicine to 
new payment models.

The American Academy of Family Physicians 
reports that 70% of primary care physicians are 
reporting declines in patient volume of 50% or 
more since March, and 40% have laid off or fur-
loughed staff. The AAFP has joined other prima-
ry care and insurance groups in asking HHS for 
an infusion of cash. 

“This is absolutely essential to effectively treat 
patients today and to maintain their ongoing 
operations until we overcome this public health 
emergency,” the groups wrote.

One easy way to help keep primary care doc-
tors afloat would be to pay them not according to 
what they do, but in a lump sum to keep patients 
healthy. This move from fee-for-service to what’s 
known as capitation or value-based care has un-
folded gradually and was championed in the Af-
fordable Care Act.

But some experts argue it needs to happen 
more quickly and they predict that the coronavi-
rus pandemic could finally mark the beginning 
of the end for doctors who still charge for each 
service individually. Dr. Mostashari, who spends 
his time helping doctors make the transition, 

said in times like these, it would make more 
sense for primary care doctors to have “a steady 
monthly revenue stream, and [the doctor] can 
decide the best way to deliver that care: unlim-
ited texts, phone calls, video calls. The goal is to 
give you satisfactory outcomes and a great pa-
tient experience.”

Still, many physicians, particularly those in 
solo or small practices, worry about the po-
tential financial risk – especially the possibility 
of getting paid less if they don’t meet certain 
benchmarks that the doctors may not be able to 
directly control.

But with many practices now ground to a halt, 
or just starting to reopen, those physicians who 
get paid per patient rather than per service are in 
a much better position to stay afloat. That model 
may gain traction as doctors ponder the next 
pandemic, or the next wave of this one.

Hospitals on the decline?
The pandemic also might lead to less emphasis 
on hospital-based care. While hospitals in many 
parts of the country have obviously been full of 
very sick COVID patients, they have closed down 
other nonemergency services to preserve supplies 
and resources to fight the pandemic. People with 
other ailments have stayed away in droves even 
when services were available, for fear of catching 
something worse than what they already have.

Many experts predict that care won’t just snap 
back when the current emergency wanes. Mark 
Smith, MD, former president of the California 
Health Care Foundation, said among consumers, 
a switch has been flipped. “Overnight it seems 
we’ve gone from high-touch to no-touch.”

Which is not great for hospitals that have spent 
millions trying to attract patients to their labor- and-
delivery units, orthopedic centers, and other parts 
of the facility that once generated lots of income.

Even more concerning is that hospitals’ abili-
ty to weather the current financial shock varies 
widely. Those most in danger of closing are in 
rural and underserved areas, where patients 
could wind up with even less access to care that is 
scarce already (JAMA. 2020 May 4. doi: 10.1001/
jama.2020.6269). 

All of which underscores the point that not 
all these changes will necessarily be good for 
the health system or society. Financial pressures 
could end up driving more consolidation, which 
could push up prices as large groups of hospitals 
and doctors gain more bargaining clout.

But the changes are definitely happening at a 
pace few have ever seen, said Ms. Wilensky, “When 
you’re forced to find different ways of doing things, 
and you find out they are easier and more efficient, 
it’s going to be hard to go back to the old way.”

A version of this article originally appeared on Kaiser 
Health News, which is a nonprofit national health 
policy news service. It is an editorially independent 
program of the Henry J. Kaiser Family Foundation that 
is not affiliated with Kaiser Permanente.

22_thru_28_CHPH20_7.indd   26 6/30/20   3:28 PM



MDEDGE.COM/CHESTPHYSICIAN • JULY 2020 • 27
USA-510-80065_DSE Island Pg Ad Chest Physician_R05.indd  1 3/26/20  12:17 PM

PRACTICE MANAGEMENT

ED visits for serious conditions have plummeted
BY RICHARD FRANKI
MDedge News
 

Emergency department vis-
its for myocardial infarction, 
stroke, and hyperglycemic cri-

sis dropped substantially in the 10 
weeks after COVID-19 was declared 
a national emergency on March 13, 
according to the Centers for Disease 
Control and Prevention.

Compared with the 10-week peri-
od from Jan. 5 to March 14, ED vis-
its were down by 23% for MI, 20% 
for stroke, and 10% for hyperglyce-
mic crisis from March 15 to May 23, 
Samantha J. Lange, MPH, and asso-
ciates reported in the Morbidity and 
Mortality Weekly Report.

“A short-term decline of this mag-
nitude … is biologically implausible 
for MI and stroke, especially for 
older adults, and unlikely for hy-
perglycemic crisis, and the finding 
suggests that patients with these 
conditions either could not access 
care or were delaying or avoiding 
seeking care during the early pan-
demic period,” they wrote.

The largest decreases in the ac-
tual number of visits for MI oc-
curred among both men (down by 
2,114, –24%) and women (down by 
1,459, –25%) aged 65-74 years. For 
stroke, men aged 65-74 years had 
1,406 (–19%) fewer visits to the ED 
and women 75-84 years had 1,642 
(–23%) fewer visits, the CDC said. 

For hypoglycemic crisis, the 
largest declines during the early 
pandemic period occurred among 
younger adults: ED visits for men 
and women aged 18-44 years were 
down, respectively, by 419 (–8%) 
and 775 (–16%), they reported 
based on data from the National 
Syndromic Surveillance Program.

“Decreases in ED visits for hy-
perglycemic crisis might be less 
striking because patient recognition 
of this crisis is typically augmented 
by home glucose monitoring and 
not reliant upon symptoms alone, as 
is the case for MI and stroke,” Ms. 
Lange and her associates noted.

Charting weekly visit numbers 
showed that the drop for all three 
conditions actually started the week 
before the emergency was declared 
and reached its nadir the week after 
(March 22) for MI and 2 weeks later 
(March 29) for stroke and hypoglyce-
mic crisis.

Visits for hypoglycemic crisis have 
largely returned to normal since 
those low points, but MI and stroke 
visits “remain below prepandemic 

levels” despite gradual increases 
through April and May. 

It has been reported that “deaths 
not associated with confirmed or 
probable COVID-19 might have been 

directly or indirectly attributed to the 
pandemic. The striking decline in ED 
visits for acute life-threatening condi-
tions might partially explain observed 
excess mortality not associated with 

COVID-19,” the investigators wrote.
rfranki@mdedge.com 

SOURCE: Lange SJ et al. MWR. 2020 
Jun 26;69(25):795-800.
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NEWS FROM CHEST

BY JOHN STUDDARD, MD, FCCP

What a privilege it has been over the last 
several months to participate as staff sup-
port along with Jenny Nemkovich and 

Michelle Kosobucki to CHEST’s new Health Pol-
icy and Advocacy Committee (HPAC). 
The opportunity to serve on a commit-
tee of CHEST from the perspective of 
staff rather than in a volunteer/lead-
ership role has been very enlightening 
and clearly a learning experience.

Background
As most know, CHEST in the summer 
of 2019 made the decision to proactive-
ly strengthen our position in the areas 
of public policy, both advocacy and the 
regulatory space. 

This decision will provide CHEST with the 
mechanism to have greater control over determin-
ing and influencing the pulmonary, critical care, 
and sleep agenda that directly impacts our mem-
bers and our patients. Adding this piece to the 
CHEST portfolio is particularly fortuitous in light 
of the increased advocacy needs in this COVID-19 
environment. Having recently completed the ac-
quisition of NAMDRC, CHEST has jump-started 
our return to this space.  While this acquisition 
does not represent a single source solution, it does 
represent a key component to a comprehensive 
approach to policy and advocacy. The rich experi-
ence of our new colleagues from NAMDRC brings 
incredible value and insights to our efforts.

Health policy and advocacy committee
The initial composition of the HPAC is made up of 
equal numbers of members drawn from the NAM-

DRC leadership pool, as well as members of both 
the CHEST Foundation Board of Trustees and the 
Board of Regents of the College.  This group rep-
resents a very energetic, talented, and diverse group.  
Experience in the space of policy and advocacy 
in areas such as home ventilation, oxygen issues, 

telemedicine, and pulmonary rehab re-
imbursement is blended with presidential 
leadership of both the CHEST Founda-
tion and CHEST, as well as talent in areas 
such as coding and reimbursement, social 
media applications, and also leadership 
representing our NetWorks.

Policy priorities
Having had three virtual meetings, the 
HPAC has initially been focusing on de-
veloping and discussing an initial group 

of policy priorities.  These topics are being vetted 
and held to a rigorous discussion, including what 
success looks like in these areas, potential barriers 
or obstacles to making an impact, and who could 
represent important collaborative partners in these 
areas.  These priorities will be coupled with an 
effort to define short-term and longer term perfor-
mance indicators to help try to assess meaningful 
impact. Once these are better defined, we plan to 
reach out to our CHEST NetWorks, partners in 
Industry, sister societies, and friends in patient ad-
vocacy groups to get their input and, when appro-
priate, their collaboration. The BOR will be kept 
informed and eventually comment and hopefully 
endorse these policy priorities.

Member engagement
In my opinion, our approach in this area of 
policy and advocacy is somewhat unique in the 
associational arena.  Rather than policy staff driv-

ing the agenda, we are following the example of 
other committees at CHEST in having volunteers 
and leadership developing the “what” and staff 
creating the “how.” At that point, a team of lead-
ership/staff will deliver the product. I feel that 
this somewhat “bottom up” approach will lead 
to much more productive and effective member 
engagement and a growing group of advocacy 
aware and committed members.

Washington watchline
To complement the work of HPAC and better com-
municate important issues related to policy and 
advocacy, our Publications team, led by Nicki Au-
gustyn, has taken over the production of what was 
NAMDRC’s valuable periodical, the Washington 
Watchline.  Under the editorship for many years of 
past CHEST President, Jim Mathers, MD, FCCP, 
this resource has been a valuable and respected 
source of information for NAMDRC membership.  
The June edition has recently been published.

Spring meeting, 2021
The HPAC’s Chair and Vice-Chair, Drs. Neil 
Freedman and Jim Lamberti, are serving as the 
Program Directors for our first meeting that will 
blend the NAMDRC perspective and experience 
in a program around policy and advocacy with 
the traditional expertise in education delivery 
of CHEST. This meeting will be in conjunction 
with our Spring Leadership meetings in Sonoma, 
California.  Save the date, as this promises to be a 
great meeting, with unique educational opportu-
nities and policy and advocacy insights.

Thanks again to the members of HPAC and to 
Bob Musacchio for giving me an opportunity to 
provide staff assistance in this exciting new en-
deavor for CHEST.

New Health Policy and Advocacy Committee (HPAC)

COVID-19: Medicare data show long hospital stays, disparities
BY RICHARD FRANKI
MDedge News

Half of all COVID-19 hospitaliza-
tions among Medicare beneficia-

ries last 8 days or longer, according 
to a new analysis by the Centers for 
Medicare & Medicaid Services.

CMS encounter and claims data 
show almost 110,000 hospital stays 
for COVID-19 from Jan. 1 to May 
16, 2020. Of the longer admissions, 
18% were 8-10 days, 16% were 11-
15 days, and another 16% were 16 
days or longer, the CMS reported in 
a preliminary data snapshot released 
June 22.

The hospitalization rate for the 
Medicare population was 175 per 
100,000, but the CMS data show 
a number of disparities involving 
race/ethnicity and other demo-
graphic characteristics were uncov-
ered, such as the following:

• Black patients were hospitalized
for COVID-19 at a much higher
rate, at 465 per 100,000 beneficia-
ries, than were Hispanics (258),
Asians (187), and whites (123).

• Residents of urban/suburban areas
had a much higher hospitalization
rate than did those living in rural
areas: 205 versus 57 per 100,000.

• Beneficiaries enrolled in both
Medicare and Medicaid had 473
hospitalizations per 100,000, but
the rate for those with Medicare
only was 112.
“The disparities in the data reflect

longstanding challenges facing mi-
nority communities and low-income 
older adults, many of whom face 
structural challenges to their health 
that go far beyond what is tradition-
ally considered ‘medical. Now more 
than ever, it is clear that our fee-for-
service system is insufficient for the 
most vulnerable Americans because it 

limits payment to what goes on inside 
a doctor’s office. The transition to a 
value-based system has never been so 

urgent” CMS Administrator Seema 
Verma said in a separate statement.

rfranki@mdedge.com 

Dr. Studdard
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BY DENNIS HWANG, MD

On March 18, 2020, the doors to 
our sleep center were physically 
closed. Two potential exposures 

to COVID-19 within a few hours, 
the palpable anxiety of our team, 
and a poor grasp of the virus and 
the growing pandemic moved us to 
make this decision. Up to that point, 
we could not help but feel we were 
playing “catch up” with our evolving 
set of safety measures to the escalating 
risk. Like so many other sleep cen-
ters around the country, a complete 
transition to virtual care was needed 
to ensure the safety of our patients 
and our team. It was perhaps that 
moment that we felt the emotional 
impact that our world had changed, 
altering both our personal lives and 
sleep medicine practice as we knew 
it. This event, while unfortunate, also 
provided a transformative opportunity 
to reimagine our identity, accelerating 
the efforts to bring the future of sleep 
medicine into the present.

Our team’s clinical evolution and 
innovation efforts have been guided 
by efforts to reconsider sleep medi-
cine paradigms. Innovation progress 
was deliberate with incremental im-
plementations that typically required 
repeat business cases with multiple 
approving parties and budgetary ac-
cess.  Those barriers largely dissolved 
once COVID-19 intensified, and a 

large portion of the strategies on our 
roadmap were put into production. 
In a matter of a couple weeks, our 
services completely transitioned 
to remote and virtual care, while 
most of the team of 55 persons were 

moved to “work-
from-home.” A 
suite of technol-
ogies (automated 
questionnaires, 
automated and 
two-way text 
messaging tem-
plates, consumer 
wearable tech-
nologies, and 
population man-

agement dashboards) were put on the 
table (Somnoware, Inc.), and each of 
our longitudinal care teams (eg, adult 
obstructive sleep apnea, pediatrics, 
chronic respiratory failure, commer-
cial driver, insomnia programs, etc) 
worked to embed them into new 
care pathways. This effort further 
consolidated technology as the back-
bone of our work and the enabler of 
remote virtual collaboration between 
sleep center personnel (respiratory 
case managers, medical assistants 
and nursing team, and physician and 
leadership personnel) to enhance 
our team-based approach. Moreover, 
we felt this point in time was ripe to 
swallow the proverbial “red pill” and 
approach patient care with shifted 

paradigms.  We discuss three areas of 
active effort to leverage technology 
in this COVID-19 environment to 
accelerate a transition toward how we 
envision the future of sleep medicine.

Reimagined sleep diagnostics
Our virtual obstructive sleep apnea 
(OSA) diagnostic process includes 
utilizing a disposable home sleep 
apnea test (HSAT) device with wire-
less data transfer (WatchPAT ONE, 
Itamar Medical) while HSAT and 
PAP (positive airway pressure) setups 
are supported by information sheets, 
online videos (YouTube), automated 
interactive platforms (Emmi Solu-
tions; Hwang D. Am J Respir Crit 
Care Med. 2018 Jan 1;197[1]:117), 
and synchronous provider video vis-
its. Our more radical shift, however, 
is in approaching OSA diagnosis 
based principally on symptoms and 
secondarily supported by physiologic 
measurements and response to thera-
py. This “clinical diagnosis” approach 
reduces our reliance on traditional 
sleep testing and allows patient wear-
ables to provide supportive physi-
ologic data (eg, oximetry) to help 
determine OSA severity and phe-
notype. Its immediate impact is in 
limiting the need to send and retrieve 
potentially contaminated equipment. 
Broader clinical advantages include 
overcoming the imprecise nature of 
the apnea-hypopnea index (which 

often has dramatic night-to-night 
variability) through data collection 
over extended durations, improving 
disease assessment due to availabil-
ity of complementary sleep/activity 
data in the person’s usual setting, and 
tracking changes after therapy initi-
ation. 

Our post-COVID-19 re-opening 
of polysomnography (PSG) services, 
after a temporary shutdown, intro-
duces home PSG (Type II) for ap-
proximately half our patients without 
suspected complex breathing condi-
tions while reserving attended PSG 
(Type I) for those who may require 
noninvasive ventilation. The imme-
diate incentive is in reducing viral ex-
posure by limiting patient traffic and 
risk of PAP trial aerosolization while 
also improving access to accommo-
date the backlog of patients requiring 
PSG. This approach furthers the 
paradigm shift to emphasizing care 
in the home setting. Testing in the 
patient’s usual environment and en-
abling multiple night/day testing may 
be clinically advantageous.

Shift in emphasis to 
care management
The emphasis of sleep medicine has 
traditionally focused on diagnostics 
through performing PSG and HSAT. 
Our field has invested tremendous 
effort in developing guidelines for 
processing sleep studies, but the 
scoring and interpretation of those 
studies is extremely labor intensive. 
Reimagining the diagnostic approach 
reduces the need to manually process 
studies—wearable data are produced 
automatically, HSAT can be au-
to-scored, and artificial intelligence 
platforms can score PSGs (Goldstein 
CA. J Clin Sleep Med. 2020 Apr 
15;16[4]:609), which allows a shift in 
resources and emphasis to follow-up 
care. A comprehensive discussion of 
technology-based tools to enhance 
care management is beyond the 
purview of this editorial. However, 
an overview of our current efforts 
includes: (1) utilizing population 
management dashboards to automat-
ically risk stratify different cohorts of 
patients (eg, adult OSA, pediatrics, 
commercial drivers, chronic respira-
tory failure, etc) to identify patients 
“at-risk” (eg, based on OSA severity, 
symptoms, co-morbidities, and PAP 
adherence); (2) applying enhanced 
patient-provider interchange tools 
that include automated and “intelli-

SLEEP STRATEGIES 

COVID-19: Future of telehealth for sleep medicine

Care pathway example integrating various healthcare technologies Continued on page 32

Dr. Hwang
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gent” electronic questionnaires, auto-
mated personalized text messaging/
emails, and two-way messaging to de-
liver care; (3) utilizing remote patient 
monitoring to enhance holistic, per-
sonalized management, such as with 
remote activity/sleep trackers, blood 
pressure monitors, glucometers, and 
weight scales. We are engaged with 
efforts to validate the impact of these 
data to provide more personalized 
feedback, directly impact clinical 
outcomes, facilitate interdisciplinary 
collaboration, and identify acutely 
ill patients.  Furthermore, a holistic 
approach beyond a narrow focus on 
PAP may create a positive collater-
al effect on adherence by targeting 
engagement with broader areas of 
health; and (4) implementing ma-
chine learning tools to directly sup-
port providers and patients (examples 
discussed in the next section.) Each 
of our teams has created workflows 
embedding these strategies through-
out new care pathways. 

Generally, our emphasis during the 
first 3 months after PAP initiation 
focuses on achieving therapy adher-
ence, and the post-3-month period 
broadens the efforts to target clinical 
outcomes. Recent trials with low 
PAP usage that failed to confirm the 

benefit of PAP on cardiovascular out-
comes (McEvoy DR, et al. N Engl J 
Med. 2016;375:919) strongly suggest 
greater investment in cost-effective 
long-term strategies is imperative to 
increase our field’s relevance. 

Application of artificial 
intelligence 
We describe current efforts to apply 
artificial intelligence (AI) into clin-
ical care: (1) We are implementing 
machine learning (ML) PSG scor-
ing, which can potentially improve 
both the consistency and efficiency 
of scoring, further enabling greater 
investment in follow-up care. The 
future of sleep study processing, 
however, will likely depend on 
computer vision to “view” details 
inaccessible to the human eye and 
produce novel metrics that better 
inform clinical phenotypes (eg, car-
diovascular risk, response to alter-
native therapies, etc). For example, 
“brain age” has been derived from 
EEG tracings that could reflect the 
degree of impact of sleep disorders 
on neurocognitive function (Fer-
nandez C, unpublished data); (2) 
Machine learning clinical decision 
tools are in development to pre-
dict PAP adherence and timing of 
discontinuation, predict timing of 

cardiovascular disease onset and 
hospitalization, personalizing ad-
herence targets, automating triaging 
of patients to home or PSG testing, 
and innumerable other predictions 
at clinical decision inflection points. 
Prediction outputs may be presented 
as risk profiles embedded in each 
patient’s “chart,” as personalized 
alerts, and in gamification strategies. 
For example, machine learning per-
sonalized cardiovascular risk scores 
can be regularly updated based on 
degree of PAP use to incentivize ad-
herence; (3) Artificial providers may 
provide consistent, personalized, 
and holistic supplementary care. 
Many people rely on AI-bots for 
social support and cognitive-behav-
ioral therapy (CBT) for depression. 
A sleep wellness bot, currently in 
planning stages, is intended to be 
the primary interface for many of 
the strategies described above that 
enhance engagement with PAP and 
therapies for comorbid conditions, 
provide CBT and lifestyle account-
ability, and collect patient reported 
data. This artificial provider would 
be a constant companion provid-
ing interactive, personalized, and 
continuous management to com-
plement traditional intermittent 
live-person care.

The current health-care environ-
ment embodies the principle to “nev-
er let a serious crisis go to waste.” 
COVID-19 has accelerated the pro-
gression into the future by fostering 
an opening to embrace novel appli-
cation of technologies to support 
changes in paradigms.  Furthermore, 
health-care infrastructures that typ-
ically progress deliberately changed 
seemingly in a single moment.  The 
Center for Medicare Services issued 
broad authorization to reimburse 
for telemedicine in response to 
COVID-19. Continued evolution in 
infrastructures will dictate progress 
with innovation, and a greater tran-
sition to outcomes-based incentives 
may be necessary to accommodate 
many of the strategies described 
above that rely on nonsynchronous 
care. But, we may be experiencing 
the moment when health care starts 
to catch up with the world in its em-
brace of technology. Sleep and pul-
monary medicine can be a leader by 
providing a successful template for 
other specialties in optimizing chron-
ic disease management.

Dr. Hwang is Medical Director, Kai-
ser Permanente SBC Sleep Center, 
and co-chair, Sleep Medicine, Kaiser 
Permanente Southern California.
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BY CAROLYN D’AMBROSIO,
MD, FCCP
Women and Pulmonary Advisory Board

On a Wednesday night in
April, CHEST Women and 
Pulmonary Advisory Board 

hosted a virtual happy hour that 
was not just a webinar but also on 
Facebook Live, entitled Wellness 
Wednesday. 

During the 2-hour event, the 
hosts of the happy hour exchanged 
experiences during the pandem-
ic, thoughts, hopes, and 
some very practical ideas 
on how to stay well in the 
midst of the pandemic. 
I was thrilled to co-host 
this event with Drs. 
Aneesa Das, Doreen Ad-
drizzo-Harris, Margaret 
Pisani, Michelle Cao, and 
Rachel Quaney. 

We started off toast-
ing with whatever drink people 
chose to have and each member 
shared what she was doing during 
the pandemic. There were many 
amazing stories of how these 
women adapted to the changing 
environment. Dr. Addrizzo-Harris 
told us how she and her husband 
literally split their apartment in 
half since they work in different 
hospitals and did not want to risk 
infecting not just one another but 
also their respective patients. Both 
she and her husband were working 
long shifts and most days of the 
week in the hospital and had not 
really seen each other since the 
lockdown started in New York. 
She also gave us an update on the 
pandemic and response in New 
York and reiterated her apprecia-
tion for health-care providers who 
came from elsewhere to help. Drs. 
Das and Quaney made a point to 
say that Ohio had done a great job 
planning for and preventing an 
onslaught of infected patients and 
that they were quite thankful to be 
able to do virtual visits and keep 
up with their patients. 

With regards to work, a few pan-
elists described not only the change 
in the hospital census and environ-
ment but also the impact on educa-
tion for everyone. We shared ideas 
for keeping up with pulmonary and 
critical care that were not related 
to COVID-19 and ways to not feel 
overwhelmed by it. I mentioned 

that we kept our weekly clinical 
case conference for non-COVID 
cases and that our fellows and fac-
ulty found it refreshing and rein-
vigorating. Dr. Quaney, who is still 
in training, mentioned the impact 
the pandemic had on her education 
but was also thankful for all that 
was being done to mitigate that. 

While several of us were going 
into the hospitals and working with 
COVID-19 patients, others were 
working from home. It may seem 
like that would be low stress but 

think about the challeng-
es of doing virtual visits 
from home while young 
children are running 
around! Dr. Cao gave us a 
few stories about this and 
made us all laugh. 

So much has changed 
in our lives and what we 
must do to care for our-
selves, our families, and 

our patients. On this topic, many of 
the panelists mentioned that self-
care is imperative, as well as all the 
other things we do. 

Many shared what they do to 
remain calm and to relieve stress, 
such as yoga, hiking, calls with 
friends and family, etc. Dr. Pisani 
in particular mentioned the impor-
tance of self-care while also lament-
ing that we have gone backwards 
with regard to delirium prevention 
in the ICU due to the isolation 
needed for COVID-19 patients. 

The laughter and camaraderie 
amongst the panelists extended to 
the online participants. We had 
over 2,400 viewers either on Face-
book live or via the webinar link! 
Many people who joined us asked 
questions or shared stories of how 
they were coping and what they 
miss about the pre-pandemic life. 
Most agreed that the lack of in-
terpersonal interaction, especially 
with friends and family, was diffi-
cult and that something as simple 
as this virtual happy hour was a 
welcome addition to all the other 
online meetings and patient visits. 

After the event, many online 
participants reached out personally 
and via social media to express how 
much they enjoyed it and hopes 
that we continue something like 
this going forward. I believe we all 
agreed at least a quarterly Wednes-
day Wellness event would be great, 
so stay tuned and stay well! 

Reflections on a virtual 
happy hour

Dr. D’ambrosio
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This month in the journal 
CHEST®: Editor’s picks
BY PETER J. MAZZONE, MD, MPH, FCCP
Editor in Chief

Risk factors of fatal 
outcome in hos-
pitalized subjects 
with coronavirus 
disease 2019 from a  
nationwide analysis 
in China. 
By Dr. L. Shiyue, 
et al.

Effect of intermit-
tent or continuous feed  
on muscle wasting in critical 
illness a phase II clinical  
trial.  
By Dr. A. McNelly, et al.

Triage of scarce crit-
ical care resources in 
COVID-19: An imple-
mentation guide for 
regional allocation: A 
CHEST and Task Force 
for Mass Critical Care 
Expert Panel Report. 
By Dr. J. Dichter, et al.

Managing Chronic 
Cough as a Symptom in Chil-
dren and Management Algo-
rithms: CHEST Guideline and 
Expert Panel Report.  
By Dr. A. Chang, et al.

BY DENNIS AUCKLEY, MD, 
FCCP

Obstructive sleep apnea (OSA) 
has been recognized to in-
crease the risk of adverse 

cardiopulmonary perioperative 
outcomes for some time now.1 An 
ever growing body of literature 
supports this finding,2 including a 
large prospective study published 
in 2019 highlighting the signifi-
cant risk of poor cardiac-related 
postoperative outcomes in patients 
with unrecognized OSA.3 As the 
majority of patients presenting 
for elective surgery with OSA will 
not be diagnosed at the time of 
presentation,3,4 many centers have 
developed preoperative screening 
programs to identify these patients, 
though the practice is not universal 
and a desire for better guidance is 
needed.5 In addition, best practic-
es for patients with suspected or 
known OSA undergoing surgery 
have been a matter of debate. Out 
of these concerns, the Society of 
Anesthesia and Sleep Medicine 
(SASM) was formed over 10 years 
ago to promote interdisciplinary 
communication, education, and 
research into matters common to 
anesthesia and sleep. 

Pulmonary and sleep medicine 
providers are often asked to provide 
preoperative clearance and recom-
mendations for patients with sus-
pected or known OSA. Recognizing 
the need for guidance in this area, 

a task force assembled by SASM 
obtained input from experts in an-
esthesiology, sleep medicine, and 
perioperative medicine to develop 
and publish an evidence-based / 
expert consensus guideline on the 
preoperative assessment and best 
practices for patients with suspected 
or known OSA.6 While specifics 
regarding logistics of preopera-
tive screening and optimization of 
patients will vary based on each 
medical center’s infrastructure and 
organization, the recommenda-
tions presented should be able to 
be adapted by most, if not all, in-
stitutions. Preoperative evaluation 
and management is only part of the 
overall perioperative journey how-
ever, and SASM thus followed this 
document with guidelines for the 
intraoperative management of pa-
tients with OSA.7 To complete this 
set of recommendations, guidelines 
for the postoperative care of these 
patients are being planned. Guide-
lines for pediatric and obstetric 
perioperative OSA management are 
also currently being developed by 
SASM task forces to address these 
unique areas.

OSA is not the only sleep disorder 
where the perioperative environ-
ment may pose problems for our 
patients. Sleep disorders such as 
the hypersomnias and sleep-relat-
ed movement disorders (including 
restless legs syndrome) may both 
impact and be impacted by the 
perioperative environment and may 

create safety concerns for some pa-
tients.8,9 These issues are also under 
active investigation by SASM. In 
addition, understanding the basic 
mechanisms determining uncon-
sciousness in both anesthesia and 
sleep, as well as examination of the 
interrelationships between sleep dis-
turbance, sedation and their effects 
on clinical outcomes, are areas of in-
terest that have implications beyond 
the perioperative arena. 

SASM is currently planning to 
host its 10th anniversary conference 
in Washington DC on October 1-2, 
public health issues permitting. The 
meeting has consistently enlisted ex-
pert speakers from anesthesia, sleep 
medicine, and other relevant fields, 
and this year will be no different. 
Given the host city, discussions on 
important healthcare policy issues 
will be included, as well. Regis-
tration for the meeting, as well as 
meeting updates, are on the SASM 
website (sasmhq.org). 

Dr. Auckley is with the Division of 
Pulmonary, Critical Care and Sleep 
Medicine, MetroHealth Medical 
Center, Professor of Medicine, Case 
Western Reserve University, Cleve-
land, OH. He is the current president 
of the Society of Anesthesia and Sleep 
Medicine.
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Patient communication: Tips for 
a successful and open dialogue
BY ASHLEY M. EGAN, MD, AND 
KELLY M. PENNINGTON, MD

Effective communication with pa-
tients and their family members is 

an essential skill for physicians. Just as 
gaining proficiency with central line 
placement or bronchoscopy requires 
technical supervision and repetition, 
learning to be a good communicator 
entails intention, practice, and intro-
spection. Think about this: Nearly 
one-half of American adults (90 million 
people) have difficulty understanding 
and using basic health information 
(Osborne H, Willard A. Private Practice 
Success. 2007:5(8):2-4).

According to a report by The Joint 
Commission, communication failure 

is associated with more than 70% of 
serious adverse health outcomes in 
hospitals (The Joint Commission on 
Accreditation of Healthcare Organi-
zations. National patient safety goals. 
shorturl.at/gRZ08 Accessed May 27, 
2020).

Although much of our training is 
devoted to learning the technical or 
scientific aspects of medicine, the 
way we present ourselves to patients 
through our words, body language, 
and writing has a profound impact on 
patient care.

Continue reading this blog at 
https://www.chestnet.org/News/Blogs/
CHEST-Thought-Leaders/2020/06/Pa-
tient-Communication-Tips-for-a-Suc-
cessful-and-Open-Dialogue.
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BY JOSHUA O. BENDITT, MD, FCCP

On March 17, 2020, I entered my patients 
electronic medical record and hit the “Con-
nect with Zoom” button in her Epic (Epic 

Systems Corporation) chart. About 20 seconds 
later, the face of my 28-year-old patient with ad-
vanced spinal muscular atrophy type 2 (SMA-2) 
appeared virtually and not live for the first time 
since I had met her some 10 years 
previously. She appeared well and 
her history supported that. We 
spent most of the time reviewing 
recent events and  surveying her 
home ventilation equipment. She 
felt well and sleep was of good 
quality. She was performing her 
normal activities without dyspnea. 
Her mechanical insufflator-exsuf-
flator was working fine, although 
she used it only as needed, and 
she was performing lung volume 
recruitment maneuvers with a 
resuscitator bag three times a day 
with assistance. Her mask for nocturnal NPPV 
was getting old, and she showed me where the 
straps were fraying. We noted that her bilevel 
device was now 8 years old and that she needed 
a new one. We concluded our conversation in 20 
minutes and she blurted out: “Wow, that was easy. 
Thanks, Dr. Benditt.” I got off the phone and put 
in the order for a new mask and bilevel device 
with our clinic respiratory therapist. She received 
the equipment 48 hours later and sent an elec-
tronic  message through her chart to let me know 
it had arrived. A total of five in-person visits 
including me and other providers had been can-
celled and replaced by virtual visits. She has made 
one visit to the hospital in the last 3 months for 
an intrathecal nusinersen (Spinraza) injection 
that was done with a COVID-19 prescreening 
and full PPE.  

One week prior to our virtual visit, my univer-
sity hospital had reduced in-person clinic visits 
to those deemed absolutely necessary due to the 
COVID-19 pandemic. Visits considered absolute-
ly necessary included such patients as postopera-
tive transplant visits and preoperative evaluations 
for urgent surgeries. All other patient visits were 
canceled with plans to reschedule them once 
the COVID-19 pandemic was controlled. As the 
breadth and depth of the pandemic became ap-
parent,  a very rapid ramp-up of “virtual visits” 
via telemedicine capacity was rolled out. I had 
not previously used telemedicine, and the learn-
ing curve was steep, although once in place, the 
technology was straightforward from the provid-
er perspective. 

The telemedicine visits for our hospital for 
the entire year of 2019 totaled about 800. In the 
month of April of 2020 we engaged in 40,000 
telemedicine visits.  This explosive growth of 
telemedicine implementation has occurred 

around the country and world during the 
COVID-19 pandemic (Olayiwola JN, et al. 
JMIR Public Health Surveill. 2020, May 29. doi: 
10.2196/19045). This recent growth of telemed-
icine in the US has been fueled by the need for 
social distancing and quarantine, the lack of uni-
versal testing and COVID-19 case tracking, and 
the realization by CMS that coverage of telemedi-
cine services had to be expanded rapidly to allow 

for continued patient care in the 
setting of stay-at-home orders. 

A rapid roll out of application 
technology support and online 
training classes for health-care pro-
viders was undertaken. Privileges 
for telemedicine virtual visits were 
approved when providers com-
pleted the informational online 
modules and set up their HIPPA 
compliant Zoom accounts (Zoom 
Video Communications, San Jose, 
CA). All of us had minor stumbles 
initially with the equipment, soft-
ware, and getting the patients con-

nected online. After four or five visits, the process 
started to click and has become rather routine.  
Many providers and patients found this quite a 
positive development in terms of patient-provider 
visits but a question arose almost immediately: 
“Will this continue to be supported by insurers 
and allow us to integrate this practice into our 
outpatient clinic setting once the pandemic was 
controlled?” Time with tell, but an opportunity 
has presented itself. 

For patients with neuromuscular disease and 
respiratory failure, telemedicine is a technology 
that may be particularly attractive for a number 
of reasons. First, patients with neuromuscular 
respiratory failure are likely at a particularly 
high risk of death if they develop full-blown 
COVID-19 infection. Development of acute re-
spiratory distress syndrome (ARDS) on top of 
underlying neuromuscular respiratory failure is 
likely to be particularly deadly, although, very 
fortunately, there are no published reports of 
widespread infections in patients with neuro-
muscular respiratory disease. 

We have known for many decades that pneu-
monia is the leading cause of death for these 
patients. Second, patients with neuromuscular 
respiratory failure often find it quite difficult to 
come to the hospital for clinic visits. Mobilizing 
equipment, caregivers, and transportation can 
take days to arrange. For this reason, many neu-
romuscular clinics provide a multidisciplinary/
multi-provider half-day visit to reduce the need 
to come into the hospital for multiple separate 
visits. Lastly, there are relatively few respiratory 
health-care providers in the United States and 
around the world who focus on patients with 
neuromuscular respiratory disease. Many neu-
romuscular clinics and providers will, therefore, 
have a very wide patient catchment area. For 

instance, my practice, based in Seattle, Wash-
ington, includes patients from Alaska, Montana, 
Idaho, and Wyoming. In-person hospital visits 
more than once per year may be virtually im-
possible.  

Telemedicine is a methodology that has 
long been considered helpful in the arena of 
home ventilation and, in fact, we have been us-
ing some telemedicine technologies for some 
time (Casavant DW, et al. J Telemed Telecare. 
2014;20[8]:441). Telemedicine (telehealth)  in-
cludes the use of electronic information and com-
munications technologies to provide and support 
health care when distance separates the partic-
ipants. For instance, monitoring of nocturnal 
ventilation via downloads from Internet-connect-
ed noninvasive or invasive ventilation devices, 
overnight oximetry, and even phone calls from 
durable medical equipment providers during a 
home visit would be considered telemedicine. 
Many of us have been using these methods for 
many years. It is really the face-to-face “virtual 
visit” frequency that the COVID-19 pandemic 
has accelerated. 

This is a crucial advance in the process of tele-
health because we may be able to reduce visits to 
our clinics from once every 3 to 6 months to per-
haps once per year if support for virtual visits by 
insurers continues and if home monitoring can 
expand to include accurate home measurement 
of patient CO2 levels by either end-tidal CO2, 
transcutaneous CO2, or point of care arterial or 
capillary blood gases, as well as home pulmonary 
function monitoring. 

Measurement of CO2 levels and pulmonary 
function has generally been done at the hospital 
or in the clinic although there is no reason that 
with home visit support from appropriate ser-
vices (that might even include durable medical 
equipment companies) that this could not be ac-
complished. 

This is not to say that there are not hurdles to 
the application of telehealth in the neuromus-
cular disease and home ventilation population. 
Not all patients have the equipment or technol-
ogy savvy to participate in virtual visits, and not 
all insurers cover these visits even now during 
COVID-19. However, I imagine a future where 
a significant number of visits for patients with 
neuromuscular respiratory disease and home 
ventilation needs could be performed virtually. I 
envision that this would reduce patient and home 
caregiver travel burdens, make more efficient use 
of health-care provider time, expand the number 
of patients that a neuromuscular respiratory dis-
ease practitioner could serve, and perhaps reduce 
health-care expenditures per patient. This may be 
a real health-care bright spot in the huge difficul-
ties of COVID-19. Fingers crossed.  

Dr. Benditt is Medical Director of Respiratory Care 
Services and Professor of Medicine, University of 
Washington Medical Center, Seattle, Washington.

GUEST COMMENTARY

Virtual visits for patients with neuromuscular 
respiratory failure in the time of COVID-19

Dr. Benditt
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COVID-19 and asthma. Remdesivir for COVID-19. Burnout in unprecedented 
times. Advances in molecular imaging in pulmonary fibrosis.
Airways  
COVID-19 and asthma: Much re-
mains unknown
Viral-induced asthma exacerbations 
are common, but there has yet to be 
a published data set showing worse 
outcomes among asthmatics with 
COVID-19.

It is possible that inhaled corti-
costeroids (ICS) may provide some 
protection from viral infection. A 
2014 study showed that ICS may 
reduce exacerbations by modu-
lating inflammation and reducing 
airway viral receptors (Yamaya, et 

al. Respir Investig. 2014;52[4]:251). 
Analysis from the SARP-3 database 
showed ICS use associated with re-
duced expression of both ACE2 and 
transmembrane protease serine 2 
(TMPRSS2), two receptors used by 
SARS-CoV-2 (Peters, et al. Am J Re-
spir Crit Care Med. 2020 Jun 1; doi: 
10.1164/rccm.201909-1813OC). An-
other study reported a similar effect 
of ICS on the seasonal coronavirus 
strain HCoV-229E (Yamaya M, et al. 
Respir Investig. 2020;58[3]:155), and 
one study reported decreased ACE2 
expression in allergic asthma (Jack-
son, et al. J Allergy Clin Immunol. 

2020 Apr 22:S0091-6749(20)30551-
0. doi: 10.1016/j.jaci.2020.04.009).
While these findings could support
a hypothesis of reduced risk for
COVID-19 infection among asth-
matics using ICS, one would gen-
erally expect those with underlying
lung disease, such as asthma, to be at
higher risk for more severe infection.

Despite physiologic hypotheses of 
protective mechanisms, clinical out-
comes may suffer as clinical opera-
tions and the American economy are 
impacted by this pandemic. Reduced 
access to or utilization of outpatient 
care, loss of employment, loss of 
health insurance, or a new difficulty 
in affording or accessing medications 
may all result in worsening asthma 
control for patients. Poorly controlled 
asthmatics are at higher risk for a 
more severe exacerbation of disease 
triggered by viral infection. Current 
recommendations are for patients to 
continue all controller medications; 
the use of systemic corticosteroids in 
treatment of COVID pneumonia is 
controversial, but their use in treating 
a COVID-associated asthma exacer-
bation should be based on individual 
assessment. As we care for asthma 
patients through this pandemic, 
much remains unknown but may be 
elucidated by further study. 

Megan Conroy, MD 
Fellow-in-Training Member

Muhammad Adrish, MD, FCCP
Steering Committee Member

Clinical Research and 
Quality Improvement 
Remdesivir for COVID-19: 
A ray of hope?

The year 2020 witnessed a pan-
demic of unprecedented propor-
tions, caused by a novel corona 
virus strain (SARS-CoV2). Across 
the globe, there have been more 

than 6.5 million 
positive cases 
of COVID-19 
and more 
than 380,000 
deaths. (WHO 
COVID-19 
Dashboard 
[https://
covid19.who.
int]). Multiple 
therapeutic 

agents are currently being studied 
as potential treatment options for 
this novel disease. With negative 
trials so far on lopinavir-ritonavir 
and hydroxychloroquine, the only 
candidate drug showing benefit is 
remdesivir.  

Results of the randomized 
double-blind placebo controlled 
Adaptive COVID-19 Treatment 
Trial (ACTT-1) trial (Beigel, J et 
al. N Engl J Med. 2020 May 22; doi: 
10.1056/NEJMoa2007764) shows 
remdesivir improved recovery time 
in COVID -19 patients as com-
pared with control subjects. Rem-
desivir is an inhibitor of viral RNA 
polymerase that has been shown 
to inhibit coronaviruses in animal 
models and SARS-CoV2 in-vitro. 
The ACTT-1 trial enrolled 1,063 pa-
tients with 541 assigned to the rem-
desivir arm and 522 to the placebo 
group. Primary outcome measure 
was time to recovery. Mortality at 
14 and 28 days and incidence of ad-

verse events were also evaluated.
As interim analysis showed pos-

itive results, the data safety and 
monitoring board recommended 
early termination of the trial. Pa-
tients in the remdesivir group had 
a shorter time to recovery, with 
median recovery time of 11 days 
as compared with 15 days in pla-
cebo group (95% CI:1.12-1.55; P < 
.001). Hospitalized patients requir-
ing supplemental oxygen (but not 
high-flow, mechanical ventilation 
or ECMO) derived the maximum 
benefit with a rate ratio of recov-
ery being 1.47(95% CI:1.17-1.84). 
Thus, early drug administration 
may be beneficial. The difference 
in mortality at 14 days was not 
statistically significant and data 
on mortality difference at 28 days 
were not available at the time of 
publication.

In summary, this trial along with 
previous publications shows that 
remdesivir is a potential  therapeutic 
option for COVID -19. The Food 
and Drug Administration (FDA) 
approved remdesivir under Emer-
gency Use Authorization (EUA) 
for COVID-19 and larger trials are 
currently underway to study the full 
effect of this agent.

Aravind Menon, MD
Fellow-in-Training Member

Critical Care 
Burnout in unprecedented times 
Even in typical times, intensivists 
have a significantly higher rate of 
burnout compared with other med-
ical specialties. We fight for lives, 

Dr. Conroy Dr. Adrish

Dr. Menon

Give a gift today
These last few months have been something

that none of us has ever experienced. As 
many of you have witnessed firsthand, life is 
full of uncertainty and, as many of us try to 
get back to the “new normal,” we know that 
much of this uncertainty will persist. We are 
now not only dealing with a pandemic and 
caring for our patients but also addressing 
civil unrest and taking the time to grow and 
understand the importance of human life, 
no matter what race, ethnicity, or gender. In 
response, the CHEST Foundation has made 
efforts to further research in COVID-19 and increase 
our efforts in diversity and inclusion. 

While we all race for solutions, we cannot overlook 
the immediate need in our local communities. The 

CHEST Foundation, along with partners 
across the nation, is taking a stand to deliver 
new resources and support now. 

I proudly support the CHEST Foundation 
and am asking for your support, as well. 
Give a gift today, and together we can effect 
change for the better in our communities: 

foundation.chestnet.org
Warmest regards, 

Doreen J. Addrizzo-Harris, MD, FCCP
Immediate Past President & Trustee

Dr. Addrizzo-
Harris

In Memoriam 
CHEST has been informed of 
the following deaths of CHEST 
members. We extend our sincere 
condolences.

John Murray, MD, FCCP 
(2020)

Stephan Kamholz, MD, FCCP 
(2020)

Larry C. Casey, MD, PhD 
(2020)

Continued on following page
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dealing with death, dying, and trag-
edy on a daily basis. Regrettably, we 
are no longer in ‘typical’ times. This 
is a prodigious and uncharted era.

The COVID-19 pandemic has cre-
ated all new hardships. Added to the 

complex world of 
critical care, we 
undertake lack 
of appropriate 
medical equip-
ment and PPE, 
the possibility 
of becoming ill 
or infecting our 
families, po-
tential financial 
struggles, and 

the unpredictability of the future. 
Additionally, in our efforts to care 
for patients, we face increasing moral 
distress when placed in situations in 
which we cannot do what we feel is 
right. And we carry the burdens and 
guilt of patients’ families who cannot 
be with loved ones during this pro-
cess, even during death. 

What does burnout look like in 
this new era? Burnout is a contin-
uum and can manifest differently 
depending on the individual. Even 
a typical day in the ICU may be 
cause for the symptoms of burnout 
including frustration, anger, anxiety, 
or sadness which can progress to 
feelings of powerlessness, self-doubt 
or depersonalization.

This crisis is a test of endurance. 
But we don’t have to face it alone. 
The ICU is a team environment, 
and we can help each other make it 
to the end. Consider beginning the 
shift with a group morale boosting 
activity. Perhaps debrief after the 
end of each shift to discuss ways 
of combating these stressful times. 
Have a virtual happy hour with col-
leagues after work. Call on leader-
ship for support. Watch each other’s 
back. Together we will get through 
these unprecedented times.

John P Gaillard, MD
Steering Committee Member

Resources for confronting burnout:
http://ccsconline.org/optimizing-
the-workforce/burnout
https://www.ama-assn.org/topics/
physician-burnout
https://www.ahrq.gov/prevention/
clinician/ahrq-works/burnout/
index.html

Interstitial and Diffuse 
Lung Disease 
Advances in molecular imaging in 
pulmonary fibrosis
Fibrotic interstitial lung diseases 
(ILD), including idiopathic pul-

monary fibrosis (IPF), have poor 
prognosis with marked heterogene-
ity in the clinical course. Treatment 
options, including antfibrotic drugs 
and immunosuppressants, are fairly 
limited for either conditions, and 
there is wide variability in drug 
responsiveness. Biomarkers that 
predict disease course and enable 
patient stratification to assess re-
sponsiveness to specific therapies 
play a crucial role in management of 
this fatal disease. 

Molecular imaging has the ability 
to noninvasively provide both struc-
tural details, as well as functional/
molecular information at the cellu-
lar level; it has thus developed into 
a powerful tool for several inflam-
matory and malignant disease pro-
cesses. Probes that specifically target 
fibrosis-specific pathways utilizing 
positron emission tomography 
(PET) or magnetic resonance (MR) 

imaging have 
gained traction 
recently. 

The most 
commonly used 
radiopharma-
ceutical for 
PET, 18F-FDG, 
is significant-
ly increased in 
areas of estab-

lished fibrosis in patients with IPF 
and autoimmune ILDs (Win, et al. 
Eur J Nucl Med Mol Imaging. 2018 
May;45[5]:806; Uehara, et al. Mod 
Rheumatol. 2016;26[1]:121-7), as 
well as areas with seemingly normal 
morphologic appearance on HRCT 
scan (Win, et al. Eur J Nucl Med 
Mol Imaging. 2014 Feb;41[2]:337). 
While this probe was shown to have 
some potential for prognostication, 
there has been concern regarding the 
specificity of FDG uptake in fibrotic 
lung diseases. Hence, other probes 
that target specific fibrosis-related 
cellular mechanisms such as macro-
phages (Withana, et al. Nature Scien-
tific Reports. 2016;6 [Jan 22):19755, 
and John, et al. J Nucl Med. 
2013;54[12]:2146) and matrix pro-
teins (Montesi, et al. Am J Respir Crit 
Care Med. 2019 Jul 15;200[2]:258) 
have been developed in preclinical 
fibrosis/lung injury models and are 
being translated to human subjects. 

With the ability to capture early 
fibrogenesis and target engagement, 
molecular imaging has the potential 
to prognosticate patients, provide 
earlier evaluation of treatment re-
sponsiveness and have a promising 
application in clinical trial design 
for fibrotic lung diseases. 

Tejaswini Kulkarni, MD
Steering Committee Member

Dr. Kulkarni

NEWS FROM CHEST

Dr. Gaillard

If your patients suffer from COPD, ILD, severe 

asthma, lung disease, or compromised lungs, 

they may feel plagued on a daily basis with con-

cerns for their health during this pandemic. As 

COVID-19 continues to impact every aspect of 

our daily lives, it’s important that those who are 

considered “at-risk” but not infected have access 

to the information they need. If that applies to 

your patients, we want them to know that the 

CHEST Foundation is here to help.  

As part of the CHEST Foundation’s mission to 

provide access and empowerment to the people 

who need it most, several COVID-19 educational 

resources have been created to ensure that no 

one is left to suffer in silence. 

ACCESS THE RESOURCES 

chestfoundation.org/covid

CHEST Foundation  
COVID-19 Patient  
Resources

Continued from previous page
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Home-Based Mechanical 
Ventilation and 
Neuromuscular Disease 
Use of modified RADs 
Investigators have begun exploring 
ways to convert devices typically 
used to treat sleep-disordered breath-
ing (respiratory assist device, RAD), 
with modifications to minimize risk 
of aerosolization of pathogen in the 
COVID-19 pandemic. These devic-
es are presently not considered an 
effective means of treating acute re-
spiratory distress syndrome (ARDS). 
In an emergency, however, it is rea-
sonable to consider all the options 
available with a healthy respect for 
inherent device limitations. 

A RAD could be converted from 
an open ventilation single-limb 
respiratory circuit to a closed 
ventilation circuit with a passive 
exhalation valve. This circuit 
could provide adequate minute 
ventilation and allow for adequate 
exhalation of CO2 to prevent re-
breathing. Strategic placement 
of the passive exhalation valve 
proximal to a viricidal filter would 
allow the device to be used with 
either an endotracheal tube or a 
nonvented oronasal mask (Fig-
ure). These devices by design are 
pressure-regulated, and a backup 
rate would be necessary to control 
minute ventilation. Close monitor-
ing would be necessary given lack 
of alarm capability for a critically 
ill patient and the need to ensure 
adequate oxygen bleed-in.   

The primary limitation to these 
devices is the inability to achieve 
adequate mean airway pressure for 
ARDS. While such a converted de-
vice is not ready for prime time, it 
could be considered for patients who 

NEWS FROM CHEST

are close to weaning from conventional mechanical 
ventilation (i.e., freeing up a ventilator for a sicker 
patient) or temporizing a patient early in disease to 
stave off invasive ventilation.

MAJ Brian E. Foster, MC, USA
Fellow-in-Training Member

COL Jacob F. Collen MC, FCCP, USA
Steering Committee Member

The Evolving Role of the Pulmonologist
and Primary Care Physician in
Patient Identifi cation and Treatment of
Non-Small Cell Lung Cancer (NSCLC)

Presenters:
Tracey Evans, MD
Director, Thoracic Oncology Research

Co-Director, Thoracic Oncology Program

Associate Program Director, 
Hematology/Medical Oncology

Fellowship Program Lankenau Cancer

Susan Gregory MD, FACP, FCCP
Medical Director, Critical Care

Pulmonology Associates
Lankenau Medical Center

Objectives:
•  Review the epidemiology of NSCLC

•  Examine the patient journey
for NSCLC from symptoms or
screening to diagnosis

•  Evaluate treatment advances
in locally-advanced NSCLC

•  Discuss the appropriate use of
targeted therapy and immunotherapy
in metastatic NSCLC
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Join this engaging and interactive webinar
presented by a multidisciplinary team.
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Gary Gilman, MD 
Attending physician 
Internal Medicine at 
Lankenau Medical Center

View FREE of charge 
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