
Vol. 10, Issue 5, August 2015
www.AHCMedia.com

[INSIDE] 

 Evidence-Based Information for Hospitalists
Intensivists, and Acute Care Physicians

Financial Disclosure: Hospital Medicine Alert’s Physician Editor, Kenneth P. Steinberg, MD, Peer Reviewer Rachael Safyan, MD, Managing Editor Jill 
Drachenberg, Associate Managing Editor Dana Spector, and Authors Dr. Samuel Nadler, MD, PhD, Dean L. Winslow, MD, FACP, FIDSA, and Matthew 
E. Fink, MD have no relevant relationship related to the material presented in this issue. Dr. Richard R. Watkins, MD, MS, FACP receives research 
support from Forest Pharmaceuticals.

ABSTRACT & COMMENTARY

Inferior Vena Cava Filters and Recurrent 
Pulmonary Embolism
By Samuel Nadler, MD, PhD

Critical Care, Pulmonary Medicine, The Polyclinic Madison Center, Seattle, WA

Dr. Nadler reports no financial relationships relevant to this field of study.

SYNOPSIS: Placement of retrievable inferior vena cava filters in individuals with concurrent deep vein thrombosis does not reduce the 
risk of recurrent pulmonary embolism.

SOURCE: Mismetti P, et al. Effect of a retrievable inferior vena cava filter plus anticoagulation vs anticoagulation alone on risk of recurrent 
pulmonary embolism: A randomized clinical trial. JAMA 2015;313:1627-1635.

Inferior vena cava (IVC) filters have 
increasingly been used as add-on therapy 
in patients with pulmonary embolism 

(PE), particularly if there is an additional clot 
burden in the legs, leading to concern that an 
additional embolism would be life-threatening. 
However, there are no data from randomized, 
controlled trials to support this intervention.

The PREPIC2 study is a randomized, open-label, 
blinded endpoint trial that specifically addresses 
this question. From August 2006 to January 2013, 
399 patients with acute symptomatic PE associated 
with persistent lower limb venous thrombosis who 

were at high risk for clinical decompensation were 
randomized to retrievable IVC filter placement for 3 
months, plus systemic anticoagulation for 6 months 
vs anticoagulation alone. High risk was defined as 
having, in addition to the PE, one of the following: 
active cancer, chronic cardiac or respiratory 
insufficiency, ischemic stroke within the last 6 
months, deep venous thrombosis (DVT) within the 
iliocaval segment or bilateral DVTs, signs of right 
ventricular strain or myocardial injury, and age > 75 
years.

Exclusion criteria included: previous IVC filter 
placement, inability to place an IVC filter, full dose 

VTE Occurs Frequently in Patients 
with Sepsis 

page 43

Duration of Antibiotic Treatment 
for Vertebral Osteomyelitis

page 44

Antibiotics for Intraabdominal 
Infections: Less Is More

page 45



 

Hospital Medicine Alert,  
ISSN 1931-9037, is published monthly by 
AHC Media, LLC 
One Atlanta Plaza
950 East Paces Ferry NE, Suite 2850
Atlanta, GA 30326. 
www.AHCMedia.com

GST Registration Number: R128870672.
Periodicals Postage Paid at Atlanta, GA 30304 
and at additional mailing offices. 

POSTMASTER: Send address changes to 
Hospital Medicine Alert, 
P.O. Box 550669, 
Atlanta, GA 30355.

Copyright © 2015 by AHC Media, LLC. All 
rights reserved. No part of this newsletter may 
be reproduced in any form or incorporated 
into any information-retrieval system without 
the written permission of the copyright owner.

This is an educational publication designed to 
present scientific information and opinion to 
health professionals, to stimulate thought, and 
further investigation. It does not provide advice 
regarding medical diagnosis or treatment for 
any individual case. It is not intended for use 
by the layman.

SUBSCRIBER INFORMATION
1-800-688-2421
customerservice@ahcmedia.com
www.AHCMedia.com

Editorial E-Mail:  
jill.drachenberg@ahcmedia.com
Questions & Comments:
Please call Jill Drachenberg
at (404) 262-5508 or email at  
jill.drachenberg@ahcmedia.com

Subscription Prices 
United States:
Print: 1 year with free AMA PRA Category 1 
CreditsTM: $249
Add $19.99 for shipping & handling.
Online only: 1 year (Single user) with free AMA 
PRA Category 1 CreditsTM: $199   

Multiple Copies: Discounts are available 
for group subscriptions, multiple copies, 
site-licenses or electronic distribution. For 
pricing information, call Tria Kreutzer at 
404-262-5482. 

Back issues: Missing issues will be fulfilled 
by customer service free of charge when 
contacted within one month of the missing 
issue’s date.

Canada: Add 7% GST and $30 shipping.
Elsewhere: Add $30 shipping.

ACCREDITATION
AHC Media is accredited by the Accreditation 
Council for Continuing Medical Education 
to provide continuing medical education for 
physicians. 

AHC Media designates this enduring material 
for a maximum of 1.75 AMA PRA Category 
1 CreditsTM. Physicians should only claim 
credit commensurate with the extent of their 
participation in the activity. 

This CME activity is intended for hospitalists, 
intensivists, and acute care clinicians. It is in 
effect for 36 months from the date of the 
publication.

42 Hospital Medicine Alert

anticoagulation for greater than 72 hours 
before randomization, recent surgery, 
allergy to contrast media, creatinine > 
2.04 mg/dL, pregnancy, life expectancy 
less than 6 months, or contraindication 
to systemic anticoagulation. The primary 
outcome was fatal or symptomatic 
pulmonary embolism recurrence at 3 
months. Secondary outcomes included 
a 6-month time point, rates of major 
bleeding or death from any cause, 
filter complications such as infection, 
hematoma formation, malposition of the 
IVC filter, or penetration of the IVC.

At 3 and 6 months, there were no 
statistically significant differences in 
rates of recurrent fatal or symptomatic 
pulmonary embolism between the group 
that received both an IVC filter and 
anticoagulation vs anticoagulation alone 
(6% vs 3%, P = 0.50, and 7% vs 4%, 
P = 0.54, respectively). There were no 
differences between both groups at 3 
months for secondary outcomes, such as 
recurrent DVT (0.5% vs 0.5%, P > 0.99), 
major bleeding (8% vs 10%, P = 0.63), 
and death (15% vs 12%, P = 0.55).

Similarly, there were no observed 
differences in either primary or secondary 
outcomes at 6 months. The two groups 
were well-matched demographically 
and had similar rates of anticoagulation 
with vitamin K antagonists (83% vs 
88.9%), INR (2.3 vs 2.3), duration 
of anticoagulation (median 182 days 
vs 181 days), and percentage of time 
spent with INR within the target 
range of 2-3 (58.3% vs 61.5%).

Remarkably, there was a very high 
rate of filter retrieval at 3 months; of 
193 filters inserted, 153 (79.3%) were 
removed. Of the 40 filters not retrieved, 
no attempt was made in 16 patients 
due to illness, filter thrombosis, patient 
refusal, or persistent indication for filter 
placement. Only 11 patients had failure 
of the filter to be retrieved, three due 
to adherence to the IVC wall and eight 
due to a tilted position of the filter.

n COMMENTARY
Since their introduction, the rates of 

IVC filter placement for both DVT and 
PE have increased dramatically.1 Since 
the introduction of removable IVC filters 
around 2001, rates of placement have 
further risen three-fold. Some of this 
increase is attributable to prophylactic 

placement for patients at high risk in 
whom anticoagulation is contraindicated, 
but in many instances, IVC filters are 
placed in individuals with PE who 
have persistent lower extremity DVTs 
when there is concern that additional 
embolism will lead to hemodynamic 
decompensation. The current study by 
Mismetti et al questioned the efficacy of 
this practice, and no benefit was observed 
with retrievable IVC filter placement.

OTHER STUDIES FOUND

Previous studies had demonstrated 
mixed results with non-retrievable IVC 
filters. The first PREPIC study published 
in 1998 demonstrated a decreased rate 
of PE at 12 days after filter placement 
(1.1% vs 4.8%, P = 0.03) in patients 
with DVTs, but no difference at 2 years 
in symptomatic PE (3.4% vs 6.3%, P = 
0.16). However, there was a significant 
increase in the rates of recurrent DVT 
(20.8% vs 11.6%, P = 0.02).2

An 8-year follow-up study of this 
group demonstrated decreased rates of 
symptomatic pulmonary embolism (6.2% 
vs 15.1%, P = 0.008), but an increased 
rate of recurrent DVT (35.7% vs 27.5%, 
P = 0.042) without changes in mortality.3

In that study, anticoagulation was 
mandated for 3 months only, but 61% 
of patients with IVC filters placed were 
anticoagulated at 8 years. There was 
concern the device was causing recurrent 
DVTs, and this prompted the notion that 
retrievable filters would prevent early PE 
recurrence but avoid long-term DVTs.

The results of the current study 
seem to indicate that placement of a 
retrievable IVC filter does not improve 
outcomes in patients with PE at high 
risk for decompensation. It should be 
noted that this study was powered with 
the assumption of an 8% incidence of 
mortality at 3 months, and the study 
demonstrated a far lower rate.

Thus, it was underpowered for its 
primary outcome, and the study was 
terminated at an interim analysis due 
to futility. There may be subsets of 
patients in whom retrievable IVC filters 
may change mortality. However, this 
study specifically included those patients 
at highest risk for decompensation, 
including patients with residual proximal 
DVT (69%) and with RV strain (66%), 
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ABSTRACT & COMMENTARY

VTE Occurs Frequently in Patients with 
Sepsis
Kenneth P. Steinberg, MD, FACP, Editor

Professor of Medicine, University of Washington School of Medicine 
Seattle, WA

Dr. Steinberg reports no financial relationships in this field of study.

SOURCE: Kaplan D, et al. VTE incidence and risk factors in patients with severe sepsis and septic shock. Chest. 2015. doi:10.1378/
chest.15-0287. [Epub ahead of print]

and found no benefit. Even in patients who seem 
most vulnerable to additional embolism, retrievable 
IVC filter placement plus anticoagulation did not 
improve outcomes vs anticoagulation alone.  n
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The purpose of this multicenter study was to 
prospectively determine the incidence of VTE 

among ICU patients with sepsis and septic shock, 
and to identify independent risk factors for VTE 
in these patients. Consecutively identified patients 
admitted to the ICU at three academic medical 
centers with a diagnosis of severe sepsis or septic 
shock were prospectively identified and enrolled 
within 72 hours of admission. All patients, or their 
legal surrogate, provided informed consent. The 
investigators used common, standard definitions for 
sepsis and septic shock. While the choice of VTE 
prophylaxis was left to the treating physicians, VTE 
thromboprophylaxis was recorded for all patients. 
Patients underwent compression ultrasonography 
(CUS) and were followed for the primary outcome: 
acute VTE of any type (including upper and lower 
extremity DVT and symptomatic PE) prior to ICU 
discharge. All-cause 28-day mortality was also 
recorded. Variables from univariate analyses that 
were associated with VTE (including CVC insertion, 
age, length of stay, and mechanical ventilation) 
were included in a multivariable logistic regression 
analysis to determine independent VTE predictors.

The authors prospectively studied 113 
consecutively enrolled ICU patients with severe 
sepsis and septic shock. Over 50% of patients 
had shock requiring vasopressors, and more than 
75% required mechanical ventilation. A CVC 

was placed as part of the ICU care for 61.1% of 
patients (n = 69/113). All-cause 28-day mortality 
was 21.2% (95% CI 14.1-30.0). Overall, 80.5% (n 
= 91/113) of patients had VTE chemoprophylaxis 
prescribed and SCDs were prescribed for the 
remainder of patients (19.5%, n = 22/113) not given 
anticoagulant-based VTE prophylaxis due to a 
contraindication, such as bleeding or coagulopathy. 
The authors state that all patients received VTE 
prophylaxis according to their hospitals’ guidelines.

The primary outcome of acute VTE of any type 
(including upper and lower extremity DVT and 
symptomatic PE) occurred in 42 patients (37.2%, 
95% CI 28.3-46.8). Clinically significant VTE 
occurred in 88.1% of patients (n = 37/42). Isolated, 
asymptomatic, distal DVT, the clinical significance 
of which remains uncertain, occurred in 11.9% (n = 
5/42) of patients. Among patients with a CVC, 23.2% 
(n = 16/69) had CVC-associated upper extremity 
DVT. Only 3 patients (2.7%) had a CUS performed 
at the request of their primary ICU team due to 
clinical suspicion of venous thrombosis and, in 2 of 
these 3 patients (66%), acute DVT was present.

Septic patients with clinically significant VTE 
had a significantly longer ICU length of stay 
compared to patients without VTE (18.2 ± 9.9 
versus 13.4 ± 11.5 days, p < 0.05). ICU length 
of stay did not differ between patients with and 
without VTE (10.4 ± 3.3 vs. 13.4 ± 11.5, p = 0.57). 
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All-cause, 28-day mortality was not statistically 
different between the two groups (p=0.18).

The incidence of VTE did not differ between 
patients receiving LMWH compared to UFH (33.3% 
vs. 41.3%, respectively; p = 0.43). Similarly, there 
was no difference in the incidence of VTE between 
patients receiving pharmacologic-based prophylaxis 
compared to SCDs (37.3% vs. 36.3%, respectively; 
p = 0.93). In univariate analyses, several factors 
were independently associated with VTE, including 
age, ICU length of stay, the need for mechanical 
ventilation upon admission, the presence of an 
indwelling CVC, and the duration of mechanical 
ventilation. In multivariable analyses, two factors 
remained as significant VTE risk factors: the presence 
of an indwelling CVC and the duration of mechanical 
ventilation. Even when patients with upper extremity 
DVT were excluded, CVC use remained a significant 
risk factor for isolated lower extremity DVT and PE.

n COMMENTARY
Most previous studies of VTE in the ICU found 

much lower rates of VTE but this appears to be 
the first multicenter prospective study of VTE in 
patients with sepsis. More than a third of these 
patients (37.2%; 95% CI, 28.3 to 46.8) had a 
venous thromboembolism (VTE) despite receiving 
recommended thromboprophylaxis and 88% of 
these were clinically significant (defined by the 
researchers as pulmonary embolism, proximal 
deep vein thrombosis, and/or symptomatic distal 
deep vein thrombosis). Patients with specifical 
clinically significant VTE had longer length of stay, 
though mortality was not statistically different. 
The study found insertion of a central venous 

catheter (CVC) and longer duration of mechanical 
ventilation to be independent risk factors for VTE.

This study demonstrates a markedly higher 
incidence of VTE in patients with sepsis and septic 
shock than has previously been observed in studies 
of all ICU patients. This suggests that patients with 
sepsis may have a greater proclivity toward VTE. Two 
possible explanations may explain this predisposition. 
The systemic inflammatory response of sepsis 
accompanied by high levels of circulating cytokines 
may cause endothelial injury and an increased risk 
for VTE. It is also possible that thromboprophylaxis 
is less effective in patients with sepsis.

One concerning finding in the study was that 
only 3 of the patients had compression ultrasounds 
ordered due to a clinical suspicion of DVT; most of 
the DVTs were found with the protocolled screening. 
I agree with the authors that clinicians should have 
a high suspicion for VTE in patients with sepsis. I 
also agree that it is reasonable to minimize the risk 
factors for VTE identified in this study by targeting 
removal of CVCs when they are not necessary and 
decreasing duration of mechanical ventilation through 
standardized weaning protocols and early mobility. 
Hospitalists who take care of patients in the ICU, 
or even non-ICU patients with sepsis, should be 
aware of these observations and should take a lead 
role in making sure their hospitals have protocols 
for the use of thromboprophylaxis, removing 
unnecessary CVCs, and weaning from mechanical 
ventilation. But it is important to remember that 
this study demonstrates a correlation between 
sepsis and VTE and does not demonstrate that 
routine screening and treatment leads to improved 
outcomes. That is a hypothesis for a future study.  n

ABSTRACT & COMMENTARY

Duration of Antibiotic Treatment for 
Vertebral Osteomyelitis
Dean L. Winslow, MD, FACP, FIDSA
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SYNOPSIS: Three hundred fifty-nine patients with pyogenic vertebral osteomyelitis were randomized to 6 weeks vs. 12 weeks of antibiotic 
treatment in an open-label controlled trial. Six weeks of antibiotics was found to be not inferior to 12 weeks of treatment.

SOURCE: Bernard L, et al. Antibiotic treatment for 6 weeks versus 12 weeks in patients with pyogenic vertebral osteomyelitis: An open-
label, non-inferiority, randomized, controlled trial. Lancet 2015;385:875-882.



      August 2015 45

This open-label, randomized controlled trial 
enrolled patients 18 years or older with 

microbiologically confirmed pyogenic vertebral 
osteomyelitis from 71 medical centers across France 
from 2006-2011. The primary endpoint was the 
proportion of patients classified as cured at one year 
by a masked independent validation committee and 
analyzed by intention to treat. Three hundred fifty-
nine patients were randomized. Sixty-eight percent 
of patients had bacteremia. Forty-one percent of 
patients were infected with Staphylococcus aureus, 
17% with coagulase-negative Staphylococcus, 18% 
with streptococci, 7% with Enterococcus, 11% with 
Enterobacteriaceae, and 9% with a variety of other 
organisms. Of the evaluable patients, 160/176 (91%) 
patients in the 6-week group and 159/175 (91%) of 
patients in the 12-week group met criteria for clinical 
cure and demonstrated non-inferiority. Fifty patients 
in the 6-week group and 51 patients in the 12-
week group experienced adverse events. Antibiotic 
intolerance was seen in 7% of the patients in the 
6-week group and 5% of patients in the 12-week 
group.

n COMMENTARY
The famous quote commonly attributed to the 

legendary Dr. Maxwell Finland relates to the Boston 
City Hospital resident who would ask Max, “How 
long do you treat XYZ disease?” Max would always 
reply, “Long enough.” Sadly, that is still the correct 
answer for many infectious diseases for which we 
don’t have randomized controlled clinical trial data 
to support our judgment. In the 40 years that I’ve 

been treating patients with infections, I’ve observed 
a significant “creep” in duration of antibiotics 
prescribed for many infections.

During my residency and fellowship training, I 
can’t think of any infections (other than tuberculosis) 
that we treated for more than 6 weeks, and I don’t 
believe we had more treatment failures than we 
do now. Also, since we didn’t have PICC lines, we 
often had to stop IV antibiotics when we ran out 
of accessible peripheral veins and either stopped 
antibiotic treatment early or transitioned the patient 
to either oral beta-lactam antibiotics, trimethoprim/
sulfamethoxazole, or clindamycin (depending on the 
organism). This was before we had fluoroquinolones. 
It is quite common now to see our younger colleagues 
place PICC lines and treat patients for osteomyelitis 
and various abscesses for several months. We also 
now see more complications, like subclavian vein 
DVT and C. difficile infection, than we did in the old 
days.

This study from France may not be completely 
generalizable to practice in North America (or 
even elsewhere in Europe), since patients received 
many (to us) odd antimicrobial regimens including 
oral fluoroquinolone + rifampin (44%), rifampin 
+ aminoglycoside (13%), and fluoroquinolone + 
aminoglycoside (7%). However, the convincing 
demonstration of non-inferiority of 6 weeks vs. 
12 weeks duration of treatment that was seen in 
this study goes a long way toward answering that 
Boston City Hospital resident’s question to Dr. 
Finland. At least for treatment of pyogenic vertebral 
osteomyelitis, “6 weeks is long enough!”  n

ABSTRACT & COMMENTARY

Antibiotics for Intra-abdominal Infections: 
Less Is More
Richard R. Watkins, MD, MS, FACP
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SYNOPSIS: A multi-center, randomized trial comparing patients with complicated intra-abdominal infections found no difference in 
outcomes between those who received 4 days of antibiotic therapy vs. 8 days after adequate source control.

SOURCE: Sawyer RG, et al. Trial of short-course antimicrobial therapy for intraabdominal infection. N Engl J Med 2015;372:1996-2005.

Complicated intra-abdominal infections (IAIs) 
cause significant morbidity and mortality, 

especially in the elderly. Often IAIs are treated 
with antibiotics until all the signs and symptoms 
of the systemic inflammatory response syndrome 

(SIRS) resolve, typically for 7 to 14 days. 
However, guidelines from the IDSA recommend 
4 to 7 days based on clinical response.1 Because 
of differences in clinical practice, Sawyer and 
colleagues conducted a randomized trial that 
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compared outcomes of fixed-duration antibiotic 
therapy for 4 days following source control to 
a traditional strategy of continuing antibiotics 
until 2 days after the resolution of SIRS.

WHAT THE STUDY LOOKED LIKE

The study enrolled patients aged 16 years 
and older from 23 centers who presented with 
a complicated intra-abdominal infection and 
either fever, leukocytosis, or gastrointestinal 
dysfunction due to peritonitis and subsequently 
underwent a procedure for source control.

They were randomized in a 1:1 ratio to receive 
4 full days of antibiotic therapy (experimental 
group) following the source-control procedure 
or to receive antibiotic therapy until 2 days after 
resolution of SIRS (control group). The primary 
endpoint was the development of a surgical-site 
infection or recurrent intra-abdominal infection 
or death within 30 days after the source-
control procedure. The secondary endpoints 
were duration of antibiotics for the original 
infection, overall exposure to antimicrobial 
agents, rates of subsequent extra-abdominal 
infection, and adherence to the protocol.

A total of 508 patients were randomized to 
either the experimental or control group. The 
most common site of infection was the colon 
or rectum; one-third of the infections were 
managed by a percutaneous procedure, and there 
were no significant demographic differences 
between the two groups. The primary endpoint 
occurred in 21.8% of the experimental group 
and 22.3% in the control group (P = 0.92).

The median duration of antibiotic therapy in 
the experimental group was 4.0 days compared 
to 8.0 days in the control group (P < 0.001). 
There were significantly fewer antibiotic-free 
days at 30 days in the control group and no 
differences between the two groups in rates of 
extra-abdominal infections, Clostridium difficile 
infection, or secondary infections with resistant 
pathogens. The rate of nonadherence to the 
protocol was 18% in the experimental group.

n COMMENTARY
The most salient finding from the study 

was that 4 days of antibiotic therapy after a 
successful source-control procedure resulted 
in the same outcomes as longer courses. This 
implies that antibiotics are most effective in the 
first 4 days after the procedure and there is little 
benefit to prolonging them beyond 4 days.

There are a multitude of potential benefits 
from shorter antibiotic courses, including reduced 
collateral damage to commensal flora, less risk 

for developing Clostridium difficile infection, 
fewer adverse medication events, less risk of 
promoting antibiotic resistance, and reduced costs. 

An accompanying editorial estimated the cost 
saving based on the antibiotics prescribed in 
the study would be $97 million annually in the 
United States.2 Reducing the duration of antibiotic 
therapy is one of the central tenets of antibiotic 
stewardship, and the data presented by Sawyer 
and colleagues will likely be useful in these efforts.

IMPORTANT LIMITATIONS

However, there are important limitations of the 
study worth noting. First, the rate of nonadherence 
to the protocol was high, creating bias toward 
the null hypothesis of no difference between 
the two groups. Second, the study did not reach 
the calculated sample size to detect equivalence 
between the two groups. These methodological 
flaws lessen the clinical impact of the study and 
necessitate that further studies be conducted 
to elucidate the duration of therapy for IAIs.

Overall, my impression of the study is 
that better source control is needed for 
complicated IAIs, and antibiotics have an 
important yet secondary role to play. Notably, 
the rate of infectious complications was > 
20% in both the experimental and control 
groups, most of which were recurrent IAIs. 
Thus, infectious disease physicians need to be 
strong advocates for optimal source control 
early in the clinical course of IAIs, along with 
maintaining their traditional role of promoting 
the judicious use of antibiotic therapy.  n
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Source: Favilla CG, et al. Predictors of finding occult atrial fibrillation after cryptogenic stroke. Stroke 2015;46:1210-1215.

In large prospective databases of ischemic stroke, 
cryptogenic stroke occurs in as many as 30% of 

all ischemic stroke patients. Many of these patients 
have the characteristics of cardioembolic stroke, 
and there has always been a strong suspicion that 
some of these patients have atrial fibrillation.

However, only about 5% of patients with acute 
ischemic stroke are found to have atrial fibrillation 
while inpatients. Therefore, there is great interest 
in performing mobile cardiac outpatient telemetry 
(MCOT) after discharge, and this study looked at 
a retrospective cohort of consecutive patients who 
underwent 28-day MCOT after discharge.

STUDY OUTLINE

There were 227 patients with cryptogenic 
stroke (179) or transient ischemic stroke (48), and 
14% had atrial fibrillation detected on mobile 
cardiac outpatient telemetry. In a multivariate 
analysis of clinical, echocardiographic, and 
radiographic features associated with the 
strokes, the only significant independent 

predictors of finding paroxysmal atrial 
fibrillation were age > 60 years (odds ratio = 
3.7) and prior cortical or cerebellar infarction 
seen on neuroimaging (odds ratio = 3.0).

No other clinical features, including 
demographics, CHADS 2 score, congestive 
heart failure, hypertension, age, diabetes, 
prior stroke or TIA, vascular disease, sex, or 
stroke symptoms were significant predictors, 
nor did electrocardiographic findings or 
radiographic characteristics of the acute 
infarction have any significant association 
with the detection of paroxysmal AF.

IN SHORT

Therefore, these results would suggest 
monitoring patients over the age of 60 
with evidence of prior stroke on brain 
imaging to look for atrial fibrillation. In 
this series, AF was detected in 33% of 
patients who had both of these features, but 
in only 4% of patients with neither.  n



Is there an article or issue you’d like posted to your 
website? Interested in a custom reprint?
There are numerous opportunities to leverage editorial 
recognition to benefit your brand.
Call us at  877-652-5295 or email ahc@wrightsmedia.
com to learn more

For pricing on group discounts, multiple copies, site-
licenses, or electronic distribution please contact:
Tria Kreutzer
Phone: (800) 688-2421, ext. 5482
Email: tria.kreutzer@ahcmedia.com

To reproduce any part of AHC newsletters for educational 
purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Phone: (978) 750-8400

CME OBJECTIVES

CME QUESTIONS

To earn credit for this activity, please follow these instructions:
 
1. Read and study the activity, using the provided references for further research. 
2. Scan the QR code to the right, or log onto AHCMedia.com, then select “My 
Account” to take a post-test. First-time users must register on the site. 
3. Pass the online tests with a score of 100%; you will be allowed to answer the 
questions as many times as needed to achieve a score of 100%.  
4. After you successfully complete the test, your browser will be automatically directed 
to the activity evaluation form.  
5. Once the completed evaluation is received, a credit letter will be e-mailed to you instantly.

CME INSTRUCTIONS

Upon completion of this educational activity, participants should be able to:

[IN FUTURE  
ISSUES] 

MANAGING EDITOR
Jill Drachenberg

ASSOCIATE MANAGING 
EDITOR
Dana Spector

CONTINUING 
EDUCATION AND 
EDITORIAL DIRECTOR
Lee Landenberger

EDITOR 
Kenneth Steinberg, MD
Professor of Medicine,  
Program Director,  
Internal Medicine Residency 
Program,  
University of Washington

PEER REVIEWER 
Rachael Safyan, MD
Hematology/Oncology Fellow,  
Columbia University Medical 
Center

• discuss pertinent safety, infection control and quality improvement practices;
• explain diagnosis and treatment of acute illness in the hospital setting; and;
• discuss current data on diagnostic and therapeutic modalities for common inpatient problems. 

More original, peer-reviewed content by and for hospitalists.

1. As observed by Mismetti and co-investigators, the use of removable IVC filters in addition to systemic 
anticoagulation in patients with a pulmonary embolism led to which of the following outcomes:

a. No improvement in any major clinical outcome.

b. Improved mortality in patients with residual proximal lower extremity DVT.

c. Improved mortality in patients with impaired right ventricular dysfunction.

d. Decreased rate of recurrent pulmonary embolism.

e. Decreased rate of major bleeding.

2. The study by Kaplan and colleagues demonstrated all of the following with regards to VTE in patients with 
severe sepsis except:

a. 37% of patients with severe sepsis were found to have VTE.

b. The presence of VTE was associated with an increased length of stay.

c. The presence of VTE was not associated with a statistically significant increased risk of death.

d. All ICU patients with severe sepsis should receive compression ultrasound every three days to screen for 
VTE.

e. The presence of a central venous catheter (CVC) was an independent risk factor for VTE.

3. In a randomized trial of 6 versus 12 weeks of antibiotics for vertebral osteomyelitis by Bernard et al., :

a. 6 weeks of therapy led to a better cure rate and decreased rate of complications

b. 12 weeks of therapy led to a better cure rate and decreased rate of complications

c. There was no difference in the clinical cure rate between the groups treated for 6 versus 12 weeks.

d. 12 weeks of therapy led to a better cure rate but an increased rate of complications


