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FROM THE EDITOR

COVID-19 Curbside Consults
at www.CCJM.org

@ ! “They fancied themselves free, and no one will ever be free so long as there are
' pestilences.” —Albert Camus, The Plague

I am rereading Camus’s The Plague, and | am reading it in digital format. There was
a significant delay in ordering the actual book. I am apparently not the only person
searching for perspectives on our current surreal and, within hospital walls, palpably
terrifying situation.

My age puts me in a vulnerable demographic group, and I have not been rede-
ployed to the front lines of COVID-19 care. [ am seeing patients mostly from my
office via video virtual and phone visits. | find it unsatisfying, clearly a compromise
for many encounters, but appropriate for the moment. We are still providing medica-
tion infusions to patients who have autoimmune and inflammatory diseases, now with
more pointed discussions and angst regarding the potential risks of these therapies. My
electronic medical record and e-mail inboxes are bursting with questions from patients
and friends regarding their treatments, emotional and physical concerns, and what
to do when they have been exposed to someone with COVID-19 or are having some
combination of anosmia, acute malaise, fever, rigors, or cough.

These are tough times. There are many shared adversities and fears. Social land-
scape decisions need to be made, and these decisions are made more difficult and
contentious by the mixed messages we are getting from some of our national and
regional leaders. The medical community seems to be of one mind on this, following
and responding to local realities and the population statistics as they accumulate and
are analyzed. We recognize the limitations of epidemiologic models as well as the need
to plan for the worst. And I think that we in medicine grasp the concept that “flatten-
ing the curve” does not equate with disappearance of the virus. The Groundhog Day
conversation in my house invariably includes the unanswerable questions of when we
will actually be comfortable again to sit in a restaurant or get on a plane to fly some-
where to give a lecture.

What we in medicine can really uniquely relate to are the clinical implications
of COVID-19 infection in individual critically ill patients—the true reality of this
pandemic. This is a wicked disease. The spectrum of clinical illness is enormous.
Many people are infected and remain relatively well, while others progress quickly
to profound respiratory failure. And still others have high fevers and debilitating
fatigue, with some experiencing a bimodal course with respiratory failure developing
more than 5 days into their symptomatic illness. A portion of infected patients ex-
hibit features of “cytokine storm” driven by interleukin 6 (IL-6) and IL-1, a sepsis-like
syndrome with rapidly escalating and quite marked elevations in C-reactive protein
and ferritin and fever, which has prompted use of anti-IL-6 and anti-IL-1 therapies in
clinical trials and in off-trial “routine” care of ill COVID-19 patients admitted to the
hospital.

doi:10.3949/ccjm.87b.05020
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Clinical data are coming fast and furious. Markers of worse outcome are being
proposed (eg, lymphopenia, D-dimer elevation, troponin T elevation) and will be vali-
dated or refuted as the clinical context of these tests becomes better defined. Recogniz-
ing that some (all?) patients have hypercoagulability is an important contribution to
understanding the morbidity of COVID-19. The marked clinical heterogeneity is thus
far not understood; the individual patient’s genetics governing their immune response,
viral receptor polymorphism, comorbidities including smoking, and the presence of
cross-reacting anticoronal antibodies are among the candidate explanations.

Medical centers are responding in unique ways, dictated by their own personnel
and physical resources. But there is fantastic sharing of information and learned “best
practices.” Physicians and healthcare providers are communicating and sharing their
learned lessons in every way imaginable, despite working unlimited shifts and having
emotionally draining experiences.

With the goals of sharing our experiences with COVID-19 and analyzing rapidly
appearing information from various outlets, we at CCJM have initiated a new online
section, “COVID-19 Curbside Consults,” a collection of short and, hopefully, point-of-
care-useful pieces on the management of patients with COVID-19. These can be found
at www.ccjm.org. We are focusing on specific clinical issues, asking seasoned specialists
to comment in the context of their experience and expertise. We are also including
descriptions of some healthcare system approaches that we have been instituting and
modifying, including a description of our systemwide home monitoring program, the
success of which I can personally vouch for, having used it for several patients and
friends. We plan to update these regularly, and we have more pieces in the editorial
queue that we will post soon.

The way that our colleagues, including (and with special shout-out to) our residents
and fellows, have stepped up to confront this pandemic is beyond inspirational. And
then, our providers on the front lines of patient care have additionally volunteered to
write and share their experiences and analyses of the literature in between their emo-
tionally and physically draining shifts in the hospital COVID-19 units with the hope of
helping others provide care to the infected.

The day before I wrote this, a team of our physicians and nurses left after their inpa-
tient rotations in our hospitals to fly to New York City to care for patients and provide
some much-needed relief to healthcare providers there, clearly putting themselves in
additional harm’s way. Among them is at least 1 graduate and former chief resident
from our internal medicine residency program. Having spent about 35 years involved
with medical education, I don’t recall ever feeling prouder of our trainees and my col-
leagues.

As Camus said, “What's true of all the evils in the world is true of the plague as well.
It helps men to rise above themselves.”

B Whrdt—

—————————

BRIAN F. MANDELL, MD, PhD
Editor in Chief
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COVID-19 CURBSIDE CONSULTS

Umur Hatipoglu, MD
Department of Critical Care Medicine,
Respiratory Institute, Cleveland Clinic

Can multiple ARDS patients
be ventilated with a single ventilator?

ACED WITH A SURGE in demand for mechan-

ical ventilators and fewer machines than
patients who need them, hospitals are consid-
ering ventilating more than 1 patient with a
single ventilator (multiplex ventilation). First
reported as technically feasible in a test lung
model,' the technique was anecdotally used in
humans after the 2017 Las Vegas shooting.’

More COVID-19 Curbside Consults: www.ccim.org

In response to the COVID-19 pandemic,
several methods of providing mechanical ven-
tilation to 2 to 9 patients have been posted
on the Internet. Almost all of them involve
diverting flow with off-the-shelf respiratory
Y connectors applied at the inspiratory and
expiratory ports of the ventilator (Figure 1).
Valves, typically water valves, are repurposed
for regulating gas flow (Figure 2). Some of
these techniques employ 3-D printed devices
that divide flow.

Mechanical ventilation is a life-support
intervention. In acute respiratory distress syn-
drome (ARDS), it has several distinct goals,
including maintaining low tidal volume ven-
tilation, controlling positive end-expiratory
pressure to improve oxygenation, removing
enough carbon dioxide, and providing enough
oxygen gas concentration to avoid hypoxemia.

To what extent can multiplex ventilation
achieve these goals in individual patients
with ARDS? What are the critical problems
that need to be addressed for it to be practical
and safe?

Il MECHANISTIC ISSUES

From a mechanistic standpoint, 3 critical is-
sues need to be addressed to minimize risk to

doi:10.3949/ccjm.87a.20043

With more
patients than
machines,
multiplex
ventilation

is a reasonable

Figure 1. Inspiratory and expiratory inputs  last resort
to ventilator, with Y connectors. to prevent

certain death

> =N 'S
Figure 2. Ventilator setup with volume monitor.

CLEVELAND CLINIC JOURNAL OF MEDICINE ~ VOLUME 87 ¢ NUMBER 5 MAY 2020 259



Several
mechanistic
and clinical
issues need

to be addressed

260 CLEVELAND CLINIC JOURNAL OF MEDICINE

MULTIPLEX VENTILATION

patients on multiplex ventilation:

Partitioning the volume delivered by the
ventilator to each patient. The volumes and
pressures registered by the ventilator represent
the aggregate volume and total pressure deliv-
ered to both patients. Without any interven-
tion, partitioning of volumes between the pa-
tients would depend on the respiratory system
mechanics of each patient. Therefore, the first
issue is partitioning inspiratory flow from the
ventilator individually between patients, en-
suring safe volume delivery to each.

Measuring tidal volume delivered to each
patient.

Providing individualized positive end-
expiratory pressure.

These mechanistic issues are less relevant
if the ventilator partners are evenly matched
for respiratory mechanics, but if their disease
courses take different directions, the best-case
scenario in matching can turn into the worst.

I CLINICAL ISSUES

There are several important issues concerning
clinical management in multiplex ventilation:

Patients need to receive neuromuscular
blockade. If this is not done, the individual
triggering efforts by patients could create
significant patient-ventilator dyssynchrony,
hyper- or hypoventilation, and potential ex-
change of gases between patients. However,
neuromuscular blockade is associated with
prolonged mechanical ventilation.

Gradual withdrawal of support (weaning
from mechanical ventilation) is impossible
for an individual patient, as it would affect
the partner.

There is no known way to provide dif-
ferent oxygen concentrations to the individ-
ual patients. This means that the ventilator
should be set at the minimum oxygen concen-
tration that would achieve adequate satura-
tion in the patient with worse oxygenation.
This could potentially be too high for the pa-
tient next door.

Ventilator-related complications such as
mucus plugging or pneumothorax in a single

VOLUME 87 ¢ NUMBER 5

MAY 2020

patient could go undetected due to lack of
individual alarms. During this time, each pa-
tient could get lower tidal volumes if on vol-
ume-control ventilation, or 1 patient could
get critically low tidal volumes in pressure-
control ventilation.

Such pitfalls increase risk of harm to a pa-
tient who was being ventilated by his or her
own machine and now has to share. Ideally,
there would happen to be 2 patients who are
intubated at the same time with 1 ventilator
available, but chances are that alternative sce-
narios occur when one simply runs out of ven-
tilators. Consequently, ethical concerns arise.

Infection risk. Although the risk of infec-
tion can be mitigated with appropriate filter
placement in multiplex ventilation circuits,
pairs of patients should be chosen so that both
either have or do not have COVID-19.

Given these risks, several professional so-
cieties have issued a joint statement caution-
ing against the use of multiplex ventilation
with currently available equipment.’

I A REASONABLE LAST RESORT

Multiplex ventilation is a reasonable last re-
sort. There are no human data available to
inform its practice, and therefore its routine
use cannot be endorsed. However, COVID-19
has stretched resources to the limit and forced
clinicians to consider multiplex ventilation to
prevent certain death.

Clearly written protocols and trained staff
are essential for implementation, with the goal
of temporary support until individual ventila-
tors are available. Two hospitals in New York
City had to issue protocols for implementation
of multiplex ventilation. One of these proto-
cols has been cited by the US Public Health
Service Commissioned Corps.*

Individual monitoring with the necessary
alarm controls and ability to change ventila-
tor parameters to suit individual needs are sur-
mountable technical obstacles. The ventilator
industry has to consider design features to en-
able safe multiplex ventilation for future pan-

demics. B
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Q: What mask should I wear to protect
against transmissible acute respiratory

infections?

o Clinical trials have not shown any

® direct advantage to using an N95
respirator compared with a surgical mask for
many acute respiratory infections. Until fur-
ther evidence is available, current guidelines
recommend wearing a surgical mask when car-
ing for patients who have respiratory infections
with droplet transmission and a respirator for
those with airborne transmission, except for
the emerging infection of COVID-19 in which
guidelines regarding mask use are still evolving.

See COVID-19 Curbside Consults: www.ccjm.org

Healthcare workers are routinely exposed
to respiratory infections that can be transmit-
ted to other patients and develop into a cluster
or outbreak of healthcare-acquired respiratory
infections.! Healthcare personnel are both a
vulnerable population and a potential vector
for transmission, which was evident during
the epidemics of severe acute respiratory syn-
drome (SARS) and influenza HIN1 (“swine
flu”).? The subject is even more timely with
worldwide concern about protection against
the recent pandemic of coronavirus disease

2019 (COVID-19) .4

I ROUTES OF TRANSMISSION

Different classes of pathogens, including vi-
ruses, bacteria, fungi, parasites, and prions,
can be transmitted by one or more routes, de-
pending on the type of organism. There are
3 principal routes of transmission: contact,
droplet, and airborne.

Contact transmission is further classified

doi:10.3949/ccjm.87a.19057

VOLUME 87 ¢ NUMBER 5

as either direct contact, in which infection
spreads from an infected person to another
without an intermediary object or person, and
indirect contact, in which the agent is transmit-
ted through an intermediate object or person
on which pathogens have been deposited.>

Droplet transmission occurs when patho-
gens hitch a ride in droplets, usually travel-
ing directly from the respiratory tract of the
infectious person by coughs or sneezes over
short distances (< 3 feet around the patient)
to the mucous membranes of other individu-
als, or landing on surfaces of objects and then
being transferred to the mucous membranes
of other individuals by contaminated hands.
This route of transmission is seen with infec-
tions such as Bordetella pertussis, influenza, and
SARS-associated coronavirus.’

Airborne transmission involves smaller
pathogen-bearing particles (or naked patho-
gens themselves), which can remain suspend-
ed in air longer and travel farther. The World
Health Organization uses a 5-pum cutoff for in-
fectious particle size to differentiate between
airborne (< 5 pm) and droplet transmission (>
5 um).%? This type of transmission can be fur-
ther classified:

Obligate airborne transmission means that
disease occurs only though inhalation of small
particles, such as with pulmonary tuberculosis.

Preferential airborne transmission means the
disease has multiple routes of transmission but is
predominantly transmitted by inhalation of aero-
solized particles, such as in measles and varicella.

Opportunistic - airborne  transmission  occurs
when the agent usually causes infection by other
routes, but under special circumstances can be

MAY 2020
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transmitted by the airborne route, as highlighted
in the Amoy Gardens experience in Hong Kong
during the 2003 SARS epidemic.>*1°

As for COVID-19, the US Centers for
Disease Control and Prevention (CDC) states
that transmission results from close contact
with an infected person (within about 6 feet)
through respiratory droplets produced when
the infected person coughs or sneezes. It is also
possible that infection happens by touching a
contaminated surface or an object and then
touching the mucous membranes of the nose,
mouth, or eyes.?

I PERSONAL PROTECTIVE EQUIPMENT

Nonpharmacologic interventions, including
personal protective equipment, are urged to
decrease transmission of disease, especially if
the disease has no vaccine or treatment. These
include wearing surgical masks, respirators,
gloves, and gowns. The CDC recommends that
patients presenting with signs and symptoms of
respiratory infections adhere to handwashing
and cough etiquette, including covering the
mouth when coughing and using disposable
tissues. These measures have been shown in
several clinical trials to be specifically effective
and crucial in respiratory infection control,
particularly when used with face masks.>!!

However, the evidence is still limited on
the effectiveness of personal protective equip-
ment in healthcare settings for preventing the
spread of infections, as studies of their efficacy
are inherently challenging to do, in part be-
cause of the need to recruit enough patients to
have statistical power to evaluate efficacy for
low-incidence outcomes. Another difficulty
is that people don’t always use their personal
protective equipment; for example, rates of ad-
herence to using eye protection in the setting
of direct droplet transmission range between
10% and 84%."'* This highlights the need
for clinical trials assessing the overall efficacy
of personal protective equipment and the best
equipment to limit the exposure of healthcare
workers to acute respiratory infection.!

N95 respirators are so named because they
are certified to filter out 95% of airborne par-
ticles larger than 0.3 pm, but not oil. They
have been found to be better than surgical
masks in laboratory studies,” but this has not

CLEVELAND CLINIC JOURNAL OF MEDICINE

been translated into a clinical advantage, and
clinical trials conclude that evidence remains
insufficient to determine whether N95 respi-
rators are superior to surgical masks in protect-
ing healthcare personnel against transmissible
acute respiratory infections in clinical set-
tings."»'?! In addition, N95 respirators have
the disadvantages of being uncomfortable and
possibly impractical for regular use, especially
in low-resource settings, as they require fit-
testing, regulation, and certification.?

These factors led to conflicting recom-
mendations regarding the best mask to use to
prevent the different respiratory infections.
Therefore, guidelines for personal protec-
tive equipment and the type of masks recom-
mended to be used to prevent exposure to
respiratory viruses in healthcare settings were
published by the CDC in 2007 for standard

practice among physicians.’

I EVOLVING GUIDELINES ON COVID-19

Guidelines on the use of personal protective
equipment in caring for patients with confirmed
or suspected COVID-19 are still evolving.

The CDC? currently recommends plac-
ing all patients with confirmed or suspected
COVID-19 in single rooms with doors closed.
Healthcare workers who enter rooms of pa-
tients with suspected or confirmed COVID-19
should adhere to standard precautions, which
include hand hygiene and wearing gloves,
gowns, and eye protection.

Both the N95 mask (or higher respirators)
and surgical masks are acceptable for routine
care of these patients; however, respirators are
preferred. Respirators must be used when per-
forming an aerosol-generating procedure.

Recommendations regarding donning and
doffing of personal protective equipment have
also been established to decrease spreading of
the virus. It is preferred to discard the respira-
tory mask after exiting the patient’s room with
performing hand hygiene after discarding the
mask. However, due to the current shortage of
respiratory masks, it is now acceptable to reuse
the same respiratory mask to assess different
patients or for more than one encounter.

Further, updated guidelines were recently
published regarding isolation precautions in the
setting of diagnosed or suspected COVID-19,
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MASKS FOR RESPIRATORY INFECTIONS

including the aforementioned standard pre-
cautions, placing patients in a single-patient
room with negative pressure, and using person-
al protective equipment that includes gloves,
gowns, eye protection, and masks.” The CDC
currently recommends using respirators that
are at least as protective as a fit-tested N95.>°

Il EXISTING EVIDENCE

In 2009, after the emergence of the first in-
fluenza epidemic in years, recommendations
stated that respirators are needed when caring
for any patient infected with HIN1 pandemic
strain. These recommendations came as a part
of drastic measures taken to limit exposure to
the infection until it was clear whether the
HINI strain was transmitted by the usual
routes, the same as seasonal influenza. Later,
medical masks were recommended in most
settings for all types of influenza, as it appeared
they had the same routes of transmission.**
Guidelines for infection control from the
CDC and World Health Organization include
measures for reducing respiratory infection
transmission in healthcare settings, with hand
hygiene and cough etiquette as part of stan-
dard precautions being the key components.
Personal protective equipment, including sur-
gical masks, is recommended for routine care
in patients infected with influenza, while an
N95 respirator or a higher-level protection is
recommended when performing aerosol-gen-
erating procedures (eg, intubation, bronchos-
copy, suctioning) in those patients.**?
Furthermore, the CDC recommended
N95 respirators as a part of personal protec-
tive equipment for severe infections such as
smallpox and SARS, despite lack of data on
the efficacy of these masks in real-world set-
tings. Contact precautions including personal
protective equipment (such as gowns and
gloves), protection of equipment, environ-
mental control, and patient placement and
transport were also recommended by the CDC
in certain infections and in immunocompro-
mised patients and others at high risk.>**
Many clinical trials since then have com-
pared the efficacy of surgical masks with that
of N95 respirators in preventing transmission
of influenza in healthcare settings.!®!
Loeb and colleagues'® reported that surgical
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masks were noninferior to N95 respirators in pro-
tecting against laboratory-confirmed influenza.'®
Mclntyre et al*® found no difference between sur-
gical masks and N95 respirators against influenza
during the 2008-2009 influenza season.

Radonovich et al”® reported the results
of the Respiratory Protection Effectiveness
Clinical Trial, a randomized, multicenter
pragmatic clinical trial comparing surgical
masks vs respirators in the outpatient set-
ting, that showed no significant difference
between the effectiveness of N95 respirators
and surgical masks in preventing laboratory-
confirmed influenza among participants who
are routinely exposed to respiratory illnesses
in the workplace. In addition, there were no
significant differences between N95 respira-
tors and surgical masks in the rates of acute
respiratory illness, laboratory-detected respi-
ratory infections, laboratory-confirmed respi-
ratory illness, and influenza-like illness among
participants.’

Smith et al'* conducted a meta-analysis
reviewing clinical trials that compared N95
respirators and surgical masks for prevent-
ing transmissible acute respiratory infections.
Their analysis included 6 clinical studies (3
randomized controlled trials, 1 cohort study,
and 2 case-control trials) and 23 surrogate
exposure studies. This study reported no sig-
nificant difference in risk of respiratory infec-
tion transmission to patients from healthcare
workers using N95 respirators vs surgical
masks. The surrogate exposure studies showed
NO95 respirators to be superior to surgical
masks under laboratory testing.!*!61

Bl THE MESSAGE

Clinical trials have not shown a direct advan-
tage to using an N95 respirator compared with
a surgical mask for many acute respiratory in-
fections. Thus, healthcare workers should ad-
here to the current CDC recommendations on
standard precautions, including handwashing,
cough etiquette, and wearing a surgical mask
to prevent respiratory infections with droplet
transmission—and an N95 for agents or sce-
narios where airborne transmission may occur.
Healthcare providers are also encouraged to
follow updated CDC recommendations re-
garding protection against emerging infections

such as COVID-19. [ |
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2020
JUNE

INTENSIVE REVIEW

OF INTERNAL MEDICINE
(LIVE STREAM)

June 1-5

INNOVATIONS

IN CEREBROVASCULAR CARE
(CANCELED)
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Cleveland, OH
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Cleveland, OH
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June 24-27
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Juy

MAKE THE DIAGNOSIS!
POINT-OF-CARE ULTRASOUND
FOR BEDSIDE CLINICIANS
July 16-17

Cleveland, OH

MULTIDISCIPLINARY APPROACH

TO THE CONTEMPORARY MANAGEMENT
OF HEART FAILURE

July 31

Cleveland, OH

AUGUST

HOSPITAL MEDICINE 2020
August 6-7
Beachwood, OH

NEUROLOGY UPDATE:

A COMPREHENSIVE REVIEW
FOR THE CLINICIAN
August 7-9

Washington, DC

INTENSIVE REVIEW OF CARDIOLOGY
August 15-19
Cleveland, OH

SEPTEMBER

MEDICAL DERMATOLOGY THERAPY
UPDATE

September 3-5

Cleveland, OH

CLEVELAND CLINIC EPILEPSY UPDATE
AND REVIEW COURSE

September 9-11

Cleveland, OH

PRIMARY CARE WOMEN'S HEALTH:
ESSENTIALS AND BEYOND
September 10-11

Cleveland, OH

WOMEN IN HEALTHCARE FORUM
(CANCELED)

September 17

Beachwood, OH

DIABETES, OBESITY,
AND CARDIOVASCULAR DISEASE SUMMIT
September 22-23
Cleveland, OH, and Baton Rouge, LA

GENETICS EDUCATION SYMPOSIUM—
GENETICS AND GENOMICS:
APPLICATIONS FOR THE PREVENTION,
DETECTION, AND TREATMENT OF CANCER
September 24

Cleveland, OH

INTENSIVE REVIEW FOR THE GI BOARDS
September 25-28
Las Vegas, NV

OCTOBER

NEPHROLOGY UPDATE
October 1-3
Cleveland, OH

PRACTICAL MANAGEMENT OF STROKE
October 2
Cleveland, OH

STATE-OF-THE-ART
ECHOCARDIOGRAPHY 2020
October 2-4

Cleveland, OH

INTENSIVE REVIEW OF ENDOCRINOLOGY
AND METABOLISM

October 9-11

Cleveland, OH

FIRST EUROPEAN CLEVELAND CLINIC
ENDOCRINOLOGY AND DIABETES
UPDATE

October 15-18

Split, Croatia

ORTHOBIOLOGICS SUMMIT 2020:
SCIENCE AND EVIDENCE BEHIND
BIOLOGICS IN ORTHOPEDICS
October 16-17

Miami, FL

WAKE UP TO SLEEP DISORDERS 2020:
A CLEVELAND CLINIC

SLEEP DISORDERS CENTER UPDATE
October 16-17

Beachwood, OH

PRIMARY CARE EVIDENCE-BASED
MEDICINE

October 23-24

Beachwood, OH

DECEMBER

A CASE-BASED APPROACH

TO MASTERING THE MITRAL VALVE:
IMAGING, INNOVATION,
INTERVENTION

December 4-5

New York, NY

2021
JANUARY

SHAPING THE MANAGEMENT

OF PARKINSON DISEASE:

DEBATING THE MOST CONTROVERSIAL
ISSUES AND DISCUSSING THE LATEST
BREAKTHROUGHS

January 23-24

Lake Tahoe, NV

FOR SCHEDULE UPDATES AND TO REGISTER, VISIT: WWW.CCFCME.ORG/LIVE
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‘I want a doctor who looks like me’:
dilemma of race-based requests

The

Ideally,

the provider's
race shouldn't
matter,

but what

if it does?

268 CLEVELAND CLINIC JOURNAL OF MEDICINE VOLUME 87 e NUMBER 5

ATIENT EXPERIENCE has found its way to the
Ptop of the list of priorities for healthcare
organizations, which are now obliged to gather
and interpret patient feedback in a way that
optimizes medical care. Requests for providers
based on race and ethnicity create an uncom-
fortable, delicate situation that hard-line poli-
cies fail to adequately address. Ideally, the race
of a provider shouldn’t matter in providing the
best care to patients. But what if it does?

I PATIENT EXPERIENCE HAS BECOME
ATOP PRIORITY

The consumer-centric shift of healthcare has
moved patient attitudes, preferences, and ex-
perience to the top of the list of priorities for
healthcare organizations. As such, patient
experience has become an important part of
healthcare administration and management,
with organizations dedicating personnel and
resources to maintain a competitive advan-
tage. Healthcare organizations track patient
experience data with automated postcare
surveys, patient advisory councils, online
consumer communities, and direct patient
feedback. Patient-centered healthcare orga-
nizations use this information to drive op-
erational strategies and continual practice
redesign, and some of the data are used to de-
termine insurance reimbursement.

Il MINORITY PHYSICIANS FACE BIAS

Not surprisingly, bias often finds its way into
patient experience data. Patients tend to pre-
fer healthcare providers of similar race and
ethnicity.! Thus, minority providers, particu-
larly those from groups that are underrepre-

doi:10.3949/ccjm.87a.19110

MAY 2020

sented in medicine in the United States, such
as African Americans and Latinos, at times
find themselves receiving lower patient ex-
perience scores than their white colleagues.>?
Besides potentially lowering the performance
evaluations and reimbursement for minority
physicians, such systemic implicit bias con-
tributes to the feelings of frustration, isolation,
and burnout faced by minority physicians in
healthcare.

Online provider profiles and information
have aided patients in selecting healthcare
providers. However, you can’t always get the
doctor you want: limited access, narrowing
insurance provider networks, and team-based
models of care create a situation in which
many patients are still assigned providers
without knowing their race, ethnicity, sex, or
other characteristics.

It is thus not uncommon for patients to
request to be seen by a different provider of
a specific race or ethnicity for future visits.
Healthcare system and practice leaders now
find themselves in the uncomfortable position
of deciding how to manage such requests, find-
ing a balance between accommodating patient
preference and protecting their providers from
bigotry.

Small medical practices, particularly those
not affiliated with integrated delivery systems,
may lack the brand recognition of large medi-
cal groups. Therefore, a substantial proportion
of their initial patient appointment requests
could be provider-specific, making random as-
signment based on availability less likely. Still,
depending on the racial and ethnic diversity
of the practice, the challenge of managing
patient preferences could mirror that of large
healthcare systems.
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I NOT ALL REQUESTS
ARE ROOTED IN RACISM

Many would argue that patient requests for
providers on the basis of race, ethnicity, and
other personal characteristics should not be
accommodated. Perhaps it would be better
to try to create a safe, ethnically diverse, cul-
turally competent environment where all pa-
tients and providers feel welcome. But what
if such selection is in the best interest of a
particular patient? What if accommodating
a request rooted in bias translates into better
health outcomes?

The life expectancy of African Ameri-
cans continues to lag behind that of white
Americans—74.8 years vs 78.5 years. The
current life expectancy of African Ameri-
can males is 71.5 years.* Additionally, black
Americans have a higher rate of death for 9
of the 15 leading causes of death, including
many preventable conditions such as heart
disease, malignant neoplasms, cerebrovascu-
lar diseases, diabetes, renal disease, and hy-
pertension.’

Among the factors contributing to these
healthcare disparities is the low number of
African American physicians. Currently, just
over 4% of practicing physicians and less than
6% of US medical school graduates are black.®
Moreover, African American applicants to
US medical schools have a lower rate of ac-
ceptance than other racial and ethnic groups,
contributing to the small pool of black health-
care providers.

In the early 2000s, LaVeist et al” showed
that patient-provider race concordance
resulted in increased utilization of health
services and fewer delays in seeking care,
particularly among African Americans. Last
year, researchers in Oakland, CA, found
that black men were more likely to engage
in preventive services when recommended
by black physicians.® They estimated that
such a change in behavior could translate
to a 19% reduction in the cardiovascu-
lar mortality gap between white and black
men.® It is thus deduced that increased ac-
cess to African American male physicians
could improve health outcomes in African
American male patients.

CLEVELAND CLINIC JOURNAL OF MEDICINE

I CONSIDER THIS PATIENT

A middle-aged black man calls a healthcare
system to make an appointment to establish
care and asks, “Do you have any black physi-
cians on staff? If so, I would like to see one.”
How a safe, ethnically diverse, culturally com-
petent hospital system responds to this type
of request from such a patient is a complex
undertaking. Ideally, the race of a provider
shouldn’t matter in providing the best care
that this patient has the right to seek. But
what if it does? What if accommodating such
a request is something that we know can re-
sult in not just an improved patient experi-
ence, but also improved engagement in pre-
ventive services and potentially better health
outcomes?! Would it then be unethical to au-
tomatically deny such a request?

Furthermore, why would this patient have
such a request? Does the request come from
bigotry, racism, or hatred? Alternatively, does
it matter that he is part of a community that
has been the victim of enslavement and sub-
sequent political, social, and economic disen-
franchisement in this country? Does it matter
that he comes from a community that has a
history of being discriminated against and
abused, notably in the healthcare system?
Does it matter that the patient likely has ex-
perienced explicit and implicit bias in and out
of the healthcare setting?

Particularly if the volume of requests for
providers on the basis of race and ethnicity
is not overwhelming, it would be reasonable
to seek to understand the reason behind
each request. Requests deemed inappropri-
ate could present an opportunity to provide
education and to reduce bias. For those
deemed befitting and free of discriminatory
intent, it is hard to argue against accommo-
dation.

It is comforting to think that optimal
medical care is color-blind, and it is easy and
convenient to assume that patient requests
for providers on the basis of race and eth-
nicity are inappropriate. However, there are
data and trends that suggest otherwise. Not
all patient requests are rooted in bigotry and
racism. Some are rooted in history, pain, and
survival.
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THE CLINICAL PICTURE

Hiroyuki Teruya, MD Hiroyuki Yano, MD Hitoshi Miyasato, MD  Mitsuyo Kinjo, MD, MPH
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Page kidney

kinawa Chubu Hospital, Okinawa Chubu Hospital,
kinawa, Japan Okinawa, Japan

after a renal biopsy

A 25-YEAR-OLD MAN presented with sudden
onset of left flank pain upon standing up
from a chair 3 weeks after undergoing renal
biopsy. The procedure had been an ultrasono-
graphically guided percutaneous renal biopsy
of the lower pole of the left kidney, with 3 pass-
es, to evaluate hematuria and nephritic-range
proteinuria and had resulted in the diagnosis
of immunoglobulin A (IgA) nephropathy.

The patient had a history of hyperten-
sion, for which he was taking nifedipine 40
mg daily, which had been keeping his blood
pressure below 130/80 mm Hg. As an infant he
had had congenital hydrocephalus, for which a
ventriculoperitoneal shunt had been placed.

On examination, his blood pressure was
elevated at 160/80 mm Hg; other vital signs
were stable. Abdominal examination revealed
left flank tenderness and left costovertebral
angle tenderness. The rest of the physical ex-
amination was unremarkable.

His blood urea nitrogen level was 13 mg/dL
(reference range 8-20), and his serum creati-
nine was 1.40 mg/dL, up from 1.20 mg/dL be-
fore the biopsy (reference range 0.65-1.07). His
electrolyte levels, liver function test results, and
complete blood cell counts were normal.

Computed tomography (CT) with contrast
revealed a large pericapsular collection with
high attenuation (70 Hounsfield units [HU])
in the left kidney, compressing the renal pa-
renchyma (Figures 1 and 2).

In view of his worsening hypertension and
the pericapsular hematoma in his left kidney,
we suspected Page kidney as a complication of
renal biopsy.

Two days after admission, his creatinine
level had increased to 2.75 mg/dL. Four days

doi:10.3949/ccjm.87a.19130

Figure 1. Axial computed tomography with
contrast of the mid-kidney shows that the renal
parenchyma is compressed by a contained, high-
attenuation (70 HU), pericapsular collection
(arrowheads).

Figure 2. Coronal computed tomography with
contrast shows that the lower pole is compressed
by a contained, high-attenuation, pericapsular
collection (arrows).
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presents with
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PAGE KIDNEY

after admission, his plasma renin activity was
elevated to 11 pg/L/hour (reference range 0.3—
2.9) and his serum aldosterone level was 337
pg/mL (reference range 29.9-159), establish-
ing the diagnosis of Page kidney.

Intravenous nicardipine and fentanyl were
given. Although his pain subsided significant-
ly, his blood pressure remained high. Renin-
angiotensin-aldosterone system (RAAS) in-
hibitors were initially deferred in view of his
acute kidney injury, and nicardipine was con-
tinued.

The patient subsequently underwent lapa-
roscopic evacuation of the hematoma. After-
ward, CT confirmed that the hematoma was
gone, but his kidney function did not improve.
Therefore, 6 days after admission, enalapril
2.5 mg daily was added to his regimen, and
his blood pressure returned to normal over the
next several days. One month later, his serum
creatinine level was down to 1.28 mg/dL, his
plasma renin activity was 0.3 pg/L/hour, and
his aldosterone level was 59.7 pg/mL.

B PAGE KIDNEY

Page kidney, a condition in which an affected
kidney is compressed by external force, is an
uncommon cause of secondary hypertension
and renal insufficiency. Other possible causes
of secondary hypertension include renal artery
stenosis, juxtaglomerular cell tumor, and ma-
lignant hypertension.

Page kidney was first reported in 1939 by
Irvine Page,! who induced it in a dog by wrap-
ping the animal’s kidney in cellophane. The

I REFERENCES

1. Page IH. The production of persistent arterial hy-
pertension by cellophane perinephritis. JAMA 1939;
113(23):2046-2048.
doi:10.1001/jama.1939.02800480032008

2. Wahdat R, Schwartz C, Espinosa J, Lucerna A. Page kid-
ney: taking a page from history. Am J Emerg Med 2017;
35(1):193.e1-193.e2. doi:10.1016/j.ajem.2016.06.095

VOLUME 87 e NUMBER 5

presumed mechanism is that direct external
compression of the kidney causes decreased
renal perfusion and increased renin secretion,
resulting in activation of the RAAS system
and secondary hypertension.?

The most common cause of constrictive
pressure on the kidney is hematoma due to
abdominal trauma, surgery, or percutaneous
interventions. Page kidney has often been
reported after traumatic biopsy of kidney al-
lografts, but more rarely after native kidney
biopsy.

Ultrasonography and CT are useful for de-
tecting hematoma.

As activation of the RAAS is the central
mechanism of hypertension in Page kidney,
we deemed it suitable to give enalapril, a drug
that blocks the RAAS, and nicardipine, a cal-
cium channel blocker, to control hypertension
and prevent further kidney damage. However,
few studies have investigated optimal antihy-
pertensive therapy in Page kidney. Percutane-
ous or open drainage of the hematoma may be
needed for patients with uncontrolled hyper-
tension or worsening renal function. Surgical
nephrectomy is occasionally required to con-
trol hypertension.’

Page kidney should be considered in a pa-
tient with new-onset hypertension and flank
pain after native kidney biopsy. Early recog-
nition can allow for conservative treatment,
which can improve this condition and preserve
kidney function.* [ |
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Perinatal depression:

ABSTRACT

Perinatal depression affects 10% to 20% of women in
the United States during pregnancy, the postpartum pe-
riod, or both, but it can be difficult to recognize. Identify-
ing and treating this problem can reduce the alarming
number of suicides among depressed perinatal women
and the possible adverse effects of untreated maternal
depression on their child’s cognitive and behavioral de-
velopment. In this review, we discuss the latest develop-
ments in screening, treatment, and prevention methods.

KEY POINTS

Screening for perinatal depression is recommended for all
pregnant and postpartum women and is now a covered
medical expense; the tools can be completed by patients
in 2 minutes in the waiting room.

Perinatal depression can be prevented in some patients
with regular counseling sessions.

Newly approved parenteral medications work immediate-
ly to ameliorate symptoms in moderate to severe disease.

Promising research suggests that we may be able to pre-
dict the likelihood of perinatal depression using biomark-
ers such as epigenetically modified genes.

Dr. Payne has disclosed membership on advisory committees or review panels for Janssen
Pharmaceuticals Inc.
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A review

EPRESSION 1S A cOMMON medical condi-
D tion in women during the perinatal period
and is associated with serious consequences. It
can cause intense sadness and anxiety in the
mother and prevent her from bonding with or
breastfeeding her baby. In severe cases, women
may think about or actually harm themselves
or their baby. Untreated perinatal depression
in the mother can result in low birth weight
and impaired social, cognitive, and emotional
development in the baby.

Although it is imperative to recognize peri-
natal depression for these and other reasons, it
is often overlooked in the primary care setting,
especially since patients may be reluctant to
reveal their symptoms. Therefore, many wom-
en with perinatal depression go undiagnosed,
and even when it is detected, only some re-
ceive follow-up treatment.'

In this review, we discuss the latest meth-
ods for preventing, identifying, and treating
perinatal depression.

Il DEFINITION AND PRESENTATION

Perinatal depression can occur during preg-
nancy (prenatally), the year following birth
(postpartum), or both. Although feelings of
weepiness and labile emotions, called the
“baby blues,” occur in up to 80% of new moth-
ers within several days of delivery because of
regulatory biochemical changes, these symp-
toms are usually brief and last no longer than
10 days.? Perinatal depression, on the other
hand, lasts more than 14 days and impairs a
woman’s quality of life. Table 1 lists common
symptoms.

Il INCIDENCE, ETIOLOGY,
AND RISK FACTORS

The incidence of perinatal depressive disor-
der is surprisingly high in the United States.
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TABLE 1

Common symptoms
of perinatal depression

Patients with perinatal depression may present
with some or many of the following:

Sadness

Depressed mood and energy
Weepiness

Impaired appetite or overeating
Either excessive sleep or insomnia
Feelings of unworthiness

Anxiety

Panic attacks

Worrying constantly about the well-being of the
baby, engaging in obsessive or ritualistic activities

Being afraid to leave the house

Feeling numb, wooden, and void of feelings
Indifferent mood, with neither joy nor sadness
No attachment or interest in the baby

Inertia

Hopelessness or thoughts of harming self or baby
Somatic complaints

Presentation of vague and continuous body symp-
toms that persist for weeks, including headaches,
body pains, feeling of racing heart, constant fatigue

Active anger and resentment of the baby

Constant irritability and negative mood

One of every 7 to 10 pregnant women and 1
of every 5 to 8 postpartum women develop
a depressive disorder, which is more than a
half million women each year. The mean rate
of depression during the perinatal period is
11.5%.

Perinatal depression is thought to be the re-
sult of a complex interaction involving genetics,
epigenetics, the neuroendocrine hypothalamic-
pituitary-adrenal axis, and environmental and
social factors. No race or socioeconomic group
is spared. > Some women are more sensitive to
changes in their reproductive hormone levels
during pregnancy and after delivery, which may
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make them more susceptible to perinatal depres-
sion. Some may also have an unrecognized un-
derlying mood disorder.?
Risk factors for perinatal depression in-
clude:
e A history of depressive, bipolar, or anxiety
disorders
e A family history of depressive disorders or
perinatal disorders

® An unwanted or teenage pregnancy

e A multiple birth

e A difficult or traumatic pregnancy or birth
¢ An ongoing health problem with the baby
e A lack of social support with low socioeco-

nomic status and financial difficulties
e A history of physical or sexual abuse
. 3,6-8

A diagnosis of substance abuse disorder.
American Indian/Alaska and Hawaii Na-
tive heritage; these groups have a 30%
higher incidence of perinatal depression.
Of note, other perinatal mental health
conditions such as anxiety disorders, bipolar
spectrum disorder, or postpartum psychosis
may also occur. Perinatal anxiety disorders
are common and can frequently coexist with
depressive disorders.’ In patients with pre-ex-
isting bipolar disorder, depressive, hypomanic,
and manic episodes can occur, especially in
the setting of sleep deprivation.?

Postpartum psychosis is characterized by a
delirium-like presentation with disorganized
behavior and psychotic symptoms and is con-
sidered a medical emergency, though it is a rare
event. [t may also, in rare cases, be accompanied
by hallucinations that tell the woman to harm

herself or her baby."°

I SERIOUS CONSEQUENCES
IF UNTREATED

Untreated perinatal depression has serious
consequences for mothers, their children
and families, and society as a whole. During
pregnancy, untreated depression is associated
with a higher incidence of preterm delivery,
preeclampsia, low birth weight, behavior dis-
turbances in the baby at birth, and maternal
suicide.!h?

Untreated depression during the postpar-
tum period also has repercussions for both the
mother and her baby. For the mother, it can
lead to intense sadness, marked anxiety, and
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a lack of interest in life and the child, often
resulting in poor or absent maternal bond-
ing with the infant. It is also associated with
failure to initiate breastfeeding or a shortened
duration of breastfeeding.”

When perinatal depression is severe, the
mother’s symptoms can progress to ideation
of self-harm or of harming the infant, or at
its worst, suicide or infanticide. Suicide is
the second-leading cause of death for wom-
en in the postpartum period, leading to 20%
of deaths during the first year after birth.'#"
Thoughts of harming the baby occur in 41%
of depressed mothers vs 7% of controls.!® Al-
though infanticide is a rare event, at least 1
case occurs every 3 days in this country.!?

The absence of maternal bonding can have a
significant impact on the infant’s development.
Numerous controlled studies have shown that
children born to mothers with untreated post-
partum mood disorders are more likely to have
impaired cognitive, behavioral, and emotional
development and delayed social and communi-
cation skills.'®?! The problem then becomes a
serious public health issue, with consequences
spanning several generations.

I SCREENING IS KEY TO DIAGNOSING
PERINATAL DEPRESSION

Perinatal depression is frequently missed be-
cause many of the signs, including acute and
chronic stress, lack of sleep, and hormone
swings, are present in all pregnant women.
In addition, new mothers may not admit to
having symptoms because they feel an over-
whelming sense of shame and embarrassment
about being “less of a mother” than they be-
lieve they should be.”” Furthermore, family
members may not understand that their part-
ner’s or relative’s behavior constitutes a clini-
cal depression that requires treatment.
Primary care clinicians can dramatically
increase the rate of detection and diagnosis by
screening pregnant and postpartum patients for
mood and anxiety disorders. Trials in the Unit-
ed States have concluded that screening im-
proves outcomes in the depressed mother.?*
Therefore, screening is recommended for all
women in the perinatal period by a number
of organizations, including the US Preventive
Services Task Force (USPSTF),>*" the Amer-
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ican College of Obstetricians and Gynecolo-
gists, the American Psychiatric Association,
and the American Academy of Pediatrics.

One of the simplest and most reliable
screening tools is the Edinburgh Postnatal
Depression Scale (EPDS).?® The EPDS is a
cross-culturally validated 10-question form
that a woman can complete in 2 to 3 minutes
in a waiting room, online, or with a clinician.
Sensitivity and specificity range from 70% to
88%,* and studies have found that the EPDS
is twice as effective as a clinician’s interview
in detecting depression.*

The Patient Health Questionnaire (PHQ-
9)*! is also an effective tool for screening, but
it does not contain questions about anxiety as
the EPDS does.

It is also important to screen for intimate
partner violence, which may contribute to or
cause the patient’s depression.

Pregnant women should be screened at
the initial prenatal visit and again in the
last trimester. Postpartum mothers should be
screened during the 6-week postpartum visit
and again by the primary care physician who
takes over the care of the patient after the final
postpartum visit. Birth classes, prenatal visits,
postpartum checks, and monthly well-baby
visits all provide easy points of contact with
a woman before and after she gives birth.?##
Screening is now a covered medical expense
during a medical visit, both under the Afford-
able Care Act and with private insurance.

Particular attention should be paid to wom-
en of color or those from lower socioeconomic
groups since their incidence of perinatal de-
pression is significantly higher, and inadequate
research has been done to study effective rem-
edies in these groups. Women from minority
groups and women from lower socioeconomic
communities suffer disproportionately from
these failures to diagnose and treat.’

Once a patient screens positive, she
should undergo further clinical evaluation to
make the diagnosis of depression. It is impor-
tant for screening programs to include fol-
low-up and support systems.?” Additionally,
all women diagnosed with perinatal depres-
sion should be counseled that their condi-
tion is a medical illness, that there are good
treatments, and that they are “no less of a
mother” for experiencing it.
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I BIOMARKERS PREDICT

Promising research is focusing on the use of
biomarkers to predict which patients will de-
velop perinatal depression. One set of studies
identified 2 epigenetically modified genes that
can predict with 80% accuracy if a woman will
develop depression in the immediate postpar-
tum period.”*** While further validation is
needed, these studies indicate that in the fu-
ture, women may be able to be screened for
postpartum depression while still pregnant.

I PERINATAL DEPRESSION
CAN BE PREVENTED IN SOME PATIENTS

The USPSTF reviewed 50 scientific studies
that met their rigorous methodologic crite-
ria and found good evidence that counsel-
ing interventions during pregnancy and the
postpartum period are effective in preventing
perinatal depression in some women.*>*¢ In-
terventions were associated with a 39% de-
crease in the likelihood of perinatal depres-
sion in women who were at risk for depression
and had been involved in therapeutic in-
terventions before the onset of depression.
Women who received counseling had one of
the following risk factors: a personal or fam-
ily history of depression, a history of physical
or sexual abuse, socioeconomic insecurity, or
recent negative life events.

Two specific treatments had the greatest
effect: interpersonal therapy and cognitive
behavioral therapy, in either an individual or
a group setting. Counseling sessions averaged
8 weeks in duration. The USPSTF concluded
that counseling interventions can be effective
in preventing perinatal depression in pregnant
or postpartum women with an elevated risk of
perinatal depression.’*

B WHAT IS THE TREATMENT
FOR PERINATAL DEPRESSION?

Although screening is important for detecting
perinatal depression, screening itself is not
sufficient to improve outcomes unless mech-
anisms are in place to respond to a positive
screen, and treatment and follow-up occur.
Individual psychotherapy and other modali-
ties—such as postpartum support groups, fam-
ily therapy, remote video conferencing, phone
check-ins, and home visits with trained men-
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tal health providers—are often effective in
treating these disorders without the use of
medication.>*3

Primary care and internal medicine hospi-
tal departments and outpatient practices have
had success in treating these patients using
an integrated care model developed in a col-
laboration between the Health Resources and
Services Administration and the Substance
Abuse and Mental Health Services Adminis-
tration.”’

Despite progress in using nonpharmaco-
logic modalities to treat perinatal depression,
medication is sometimes necessary. In cur-
rent practice, many women are often advised
to stop taking all psychotropic medications
when they become pregnant or breastfeed, but
research has shown that a more nuanced and
tailored approach is necessary. Many psychi-
atric medications have been shown to pose a
low risk during pregnancy and lactation. Many
reproductive psychiatrists have found that, for
some women, taking medication is more ad-
vantageous to the mother’s health and to the
child’s development than not taking it, given
the data on the effects of untreated depression
on pregnancy and child development.®

Thus, when a woman needs to consi