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“We Don’t  
Get the  
Flu Vaccine”

A
s a pediatric intensive care 

physician who has seen 

children on life-support 

with influenza and children 

die from influenza, there is 

one statement from parents 

that I still find baffling: “We 

don’t get the flu vaccine.”

Consider the 2017-2018 flu 

season, for which the CDC 

reported that an estimated 

48.8 million people con-

tracted the flu, 22.7 million sought medical at-

tention, 959,000 required hospitalization, and 

79,400 died. In addition, there were 186 pedi-

atric deaths, approximately 80% of whom had 

not received a flu vaccination.

After my personal experience with seeing chil-

dren with influenza in the outpatient setting 

and in the ICU, I have come to one conclusion: 

There is no excuse for not seeking a simple flu 

vaccine to reduce the chances of contracting 

even mild illness from influenza.

The most common argument one hears against 

getting the flu vaccine is that it is not completely 

effective. For the 2017-2018 flu season, the CDC 

estimated that the overall effectiveness of the flu 

vaccine against influenza A and B was only 40%.  

However, in my clinical practice, for those who  

received the vaccine and still got the flu, clinical  

illness was not nearly as severe as it was for those  

who did not receive the vaccine.  

I have developed a healthy respect for any infec-

tion that comes through the doors of the ICU.  

Influenza is especially formidable, for when 

children have problems breathing because 

of the influenza infection and require in-

tubation and placement on a ventilator, it 

can take weeks to extubate them. Further-

more, in severe instances, I have seen children 

placed on ECMO support. Influenza can  

destroy the lung tissue and, in most cases, set a  

child up for a secondary bacterial infection of  

the lungs. According to a 2018 article from The  

Lancet, a median estimate of 45,000 children 

younger than 5 die annually from respiratory 

complications caused by influenza.

Throughout my career in caring for acutely 

and critically ill children with influenza, I have 

learned that complacency is an enabler of infir-

mity. I wish families could see what I have seen. 

If they did, they would know the full extent of 

the risks involved and not hesitate to provide 

their children with protection from the flu. My 

family and I will continue to get vaccinated every  

year for the flu. Are we rolling the dice that it 

will be completely effective? Sure. But, I’d rather  

take this bet than gamble on getting the flu 

without a vaccination.  
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Psychological Distress 
After Cardiac Arrest

T
o determine the associ-

ation of depressive and

PTSD symptoms with

cardiac arrest (CA) survi-

vors’ long-term recovery 

perceptions—after account-

ing for cognitive status, 

functional independence, 

and medical comorbidi-

ties—Sachin Agarwal, MD,  

MPH, Alex Presciutti, MA, 

and colleagues assessed cardi-

ac arrest survivors using the 

question, “Do you feel that 

you have made a complete re-

covery from your arrest?”

“Despite improved surviv- 

ability, CA survivors face sig- 

nificant ‘extra-cardiac’ sequelae 

(neurologic, psychiatric, func- 

tional) secondary to lack of 

blood flow to the brain,” says  

Dr. Agarwal. “Understanding 

what impacts survivors’ subjective perception,  

months after discharge, is critical in develop- 

ing quality, patient-centered care.”

For the study, published in the Journal of Critical 

Care, the research team measured psycho- 

logical symptoms using the Center for  

Epidemiological Studies-Depression scale  

(CES-D) and the PTSD Checklist-Specific  

(PCLS). At 6 months post-cardiac arrest, 53%  

of patients had negative recovery perceptions.  

About one-third screened positively for  

depression and 28% for PTSD. Patients with  

higher CES-D scores were significantly more  

likely to have negative  recovery perceptions in  

both unadjusted and adjusted analyses. PCL-S 

scores were significantly associated with negative  

recovery perceptions in an unadjusted model,  

but not after adjustment for covariates.

“We hypothesized that once survivors  

enter the real world and do not have the safety 

of the hospital room and resources, cogni-

tive and physical impairments can become 

more apparent,” says Dr. Presciutti. “Based on 

this notion, we reran the analysis done at dis-

charge and found that, despite the presence 

and persistence of marked neurologic and 

functional impairments after cardiac ar-

rest, psychological distress is still the guiding  

factor when it comes to patient’s perceived  

recovery at 6 months.”

Dr. Agarwal stresses the need for a strong  

focus on patient-centered care. “Cardiac arrest  

survivors need to be informed, at least by hospital 

discharge, that they will be confronted with these 

issues post-discharge, which seems to be a limita-

tion of current care paradigms,” he adds. He aims 

to continue examining the utility of hospital- 

based programs, such as his first-of-its-kind  

Neuro-Cardiac Clinic, as part of discharge plan-

ning to address psychological distress.  

E 
vidence indicates that a 

small portion of hospi-

talized patients comprises 

a majority of hospitalizations 

through frequent readmission. 

“It’s frustrating for healthcare 

professionals, because we of-

ten feel that we are only tem-

porarily improving the health 

of such patients,” explains 

Kevin J. O’Leary MD, MS. 

Despite considerable efforts 

to improve transitions of care 

in recent years, in part due 

to financial incentives, few 

high-quality studies have assessed interventions 

in the care of frequently hospitalized patients. 

Dr. O’Leary and colleagues suspected patients 

could be experiencing similar frustrations as 

physicians with recurrent hospitalizations.

Dr. O’Leary and colleagues developed the Com-

plex High Admission Management Program 

(CHAMP) at Northwestern Memorial Hospital 

to address the needs of frequently hospitalized 

patients. In an effort to inform the design of 

CHAMP, Dr. O’Leary and his colleagues for-

mally evaluated patients’ perspectives on recur-

rent hospitalization to identify factors that pa-

tients believed contributed to the frequent need 

for medical assistance and hospitalization. 

The researchers interviewed patients in a 

semi-structured format on their frequent hospi-

talizations and contributing factors. Participants 

had two unplanned 30-day readmissions within 

12 months and one or more of the following: 

at least one readmission in the last 6 months, a 

referral from a clinician, or three or more obser-

vation visits.

Key Findings
Data from the interviews identified four key 

findings: 

�  Major medical problems were universal,

while higher hospital use had varying on-

sets. “Some patients had medical prob-

lems throughout their entire life,” notes

Dr. O’Leary, “whereas others had a major

medical problem that did not require fre-

quent hospital use until the patient devel-

oped another medical problem or compli-

cations of their medical problem.”

�  Hospital use fluctuated, with patients

reporting an increase of their hospital use

during periods of psychological, social,

and/or economic stress.

�  Patients felt that there was no identifiable

cause of onset and progression of episodes

and felt uncontrollable.

�  Patients preferred being at home versus the

hospital. “It may surprise many healthcare

professionals, but it’s really important to

emphasize that patients would much rather

be at home than in the hospital,” high-

lights Dr. O’Leary.

The recurrent hospitalization of patients with 

sickle cell disease was a common variable ob-

served by the study team. Patients with sickle cell 

disease comprised one-third of the study group, 

which made it important for the researchers to 

compare their needs with those of other patients 

(Table). They note that patients with sickle cell 

disease can have frequent episodes of vaso- 

occlusive crises that often require hospitalization. 

“It was implied but not explicitly stated in the 

study that every patient has their own set of 

challenges,” notes Dr. O’Leary. “It seems im-

portant that we understand each patient as an 

individual and take the time to respect their 

unique circumstances so that we can help part-

ner with them.” 

Important Implications
The findings suggest that social work and a  

focus on mental health should be important 

aspects of programs for frequently hospitalized 

patients. Patients could also benefit from the 

support of peers and by providing support to 

others in similar situations. “We hope our find-

ings can inform the design and adaptation of 

programs serving similar populations and other 

hospitals,” adds Dr. O’Leary.

Programs that are uniquely designed with pa-

tient perspective in mind are more likely to be 

better prepared to address patient needs and 

improve outcomes, when compared with those 

that are not, according to Dr. O’Leary. “More 

research should be conducted to analyze uti-

lization of the health system, along with the 

patients’ quality of life, physical and cognitive 

function, and emotional wellbeing,” he says.  
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Figure   Participant Characteristics

 Characteristic
Patients Without  

Sickle Cell Disease
Patients With  

Sickle Cell Disease
Total

Mean age 51.3 40.2 47.0

Women 50.0% 30.0% 42.3%

People of color 56.3% 100.0% 73.1%

Payer

Medicaid 43.8% 40.0% 42.3%

Medicare 43.8% 40.0% 42.3%

Private 12.5% 20.0% 15.4%

Sources: Adapted from: O’Leary K, et al. J. Hosp. Med 2019;9;521-526. 
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Medicine Is Just a Job
This article originally appeared on  

KevinMD.com and is written by KPeds, MD.

A
couple of years ago, I read an article by 

Dr. Profeta at LinkedIn called “These four 

words that may offend you … may also just 

save you: It’s just a job.”

The “it” in this case is medicine. Let that sink 

in. Everything you’ve worked for and sacrificed 

for is just a job. Do you find that liberating? Or 

does it hurt a bit?

Medicine is my job, and I am a professional 

with a code of ethics, integrity, and compassion. 

Medicine is intellectually engaging, emotionally  

rewarding, and meaningful work. But it can also  

be all-consuming, overwhelming. We share in 

the very best and worst moments in people’s lives.

Thinking of medicine as a job doesn’t mean I am 

uncaring or “faking” my compassion.

Sure, my sense of self and identity is tied into it a 

bit. But I go to work as a pediatrician, and then 

I come home and am me. I’m not a pediatrician 

at home. I’m someone who has a baby boy, a 

wife, a loving family.

Our identities are so easily wrapped around be-

ing physicians, but to tie too much of ourselves 

to this profession can be a recipe for disaster.

There is too much nonsense with managed care, 

administrative burden, and systems that are de- 

signed to fail us all. To tie yourself completely  

to this mess means that each one of these failures  

cuts a little deeper than it should. Every  

time the quality of your care suffers or the  

impossible expectations surrounding the work 

you do aren’t met, then part of you is wounded.

I am not burned out. I’m mostly cool with the 

work, the hours, the stress of caring for sick kids 

and supervising residents. I’ve had some hard 

moments, like anyone else, but they pass, and 

I’m back to enjoying the job.

Medicine is my job, one that I care deeply  

about—but it does not define who I am.  

Although it forms part of my identity, I do  

not derive my self-worth from it. I will  

work hard and do my best because that is my  

ethic. But my passion, my  

calling, is what is  waiting  

for me at home.

“Kpeds” is a pediatrician who 

blogs at Pediatrician Finds 

Financial  Independence. 

Visit KevinMD.com to  

read the full article.


