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In Case You Missed It
Final Diagnosis Often Differs 
From Referral Diagnosis  
for EIS
For children with exercise-induced respiratory 

symptoms (EIS), diagnosis at an outpatient clinic  

often differs from that proposed by the refer-

ring physician, according to a study published in  

Pediatric Pulmonology. Investigators compared  

the diagnosis proposed by primary care phy-

sicians to the final diagnosis from respiratory 

outpatient clinics where children were referred 

for EIS. Data were included for 214 children 

(mean age, 12). The final diagnosis was asthma, 

extrathoracic dysfunctional breathing (DB), tho-

racic DB, asthma plus DB, insufficient fitness, 

chronic cough, and other diagnoses in 54%, 

16%, 10%, 11%, 5%, 3%, and 1% of patients, 

respectively. In 54% of the children, the final  

diagnosis differed from referral diagnosis. Almost 

all patients underwent spirometry, body ple- 

thysmography, and exhaled nitric oxide measure-

ment; one-third underwent exercise-challenge 

tests; and none underwent laryngoscopy. Of  

the children with a final diagnosis of asthma, 

91% were prescribed inhaled medication; 505 

of those with DB were referred for physical  

therapy. “Extrathoracic and thoracic DB were 

common diagnoses in children with EIS but had 

rarely been suspected by the referring physician 

and were also not well followed up,” the authors 

write. “Increased awareness, both among pri- 

mary care physicians and among respiratory spe-

cialists of how common DB are in children with 

EIS, might lead to faster referral to specialized 

clinics and better treatment.”

COVID-19 Outcomes Not 
Improved With Convalescent 
Plasma
For adults with severe COVID-19 pneumonia, 

no significant differences are seen in clinical sta-

tus or mortality for those receiving convalescent 

plasma versus placebo, according to a study pub-

lished in the New England Journal of Medicine. 

Researchers randomly assigned hospitalized adult 

patients with severe COVID-19 pneumonia to 

receive either convalescent plasma or placebo in  

a 2:1 ratio (228 and 105 patients, respectively).  

The patients’ clinical status 30 days after the  

intervention was measured on a 6-point ordi-

nal scale ranging from total recovery to death. 

The study team observed no significant differ-

ence between the convalescent plasma and pla-

cebo groups in the distribution of clinical out-

comes according to the ordinal scale at day 30 

(odds ratio, 0.83). Overall mortality rates were 

10.96% and 11.43% in the convalescent plas-

ma and placebo groups, respectively, for a risk  

difference of −0.46%. At day 2 after the inter-

vention, total SARS-CoV-2 antibody titers  

tended to be higher in the convalescent plas-

ma group. The two groups reported similar  

adverse, and serious ad-

verse, events. “We believe  

the use of convalescent 

plasma as a standard 

of care in such patients 

should be reevaluated,” 

the study authors write.  

E
vidence indicates that 

treatment for cystic fibro-

sis (CF) often includes 

antimicrobial therapy with 

such agents as aminoglyco-

sides; unfortunately, research 

suggests such therapy can lead 

to ototoxicity. “Hearing loss 

is an under-recognized prob-

lem among individuals with 

CF and can cause significant 

effects on quality of life,” ex-

plains Anand Shah, MD, 

PhD. “Audiology units are 

rarely co-located with respira-

tory centers, requiring further outpatient visits 

to identify ototoxicity and greater expense for 

patients.” To decrease inconvenience and patient 

expenses, Dr. Shah and colleagues sought to  

test the performance of a tablet-based audio- 

logy system that could be administered by  

non-audiologists, as well as a Web-based test  

that could be completed at home. 

Assessing Ototoxicity Tests
For a study published in Thorax, adults with  

CF completed a Web-based hearing test on  

their personal computer with standard ear- 

phones or headphones, testing 0.5, 1, and 4 

kHz. Additionally, participants completed the 

tablet-based test (Shoebox MD) with a non- 

audiologist research fellow using calibrated  

RadioEar DD450 circumaural headphones, 

testing 0.25, 0.5, 1, 2, 4, 6, 8, 10, and 12.5  

kHz. Before completing the tablet test, an oto- 

scopy was performed to ensure clear ear canals 

and a visible tympanic membrane. At an audi-

ology clinic, participants were tested on a pure-

tone air conduction audiometry at 0.25, 0.5, 1, 

2, 4, 6, 8, 10, 12.5 kHz, as well as on pure-tone 

bone conduction audiometry from 0.5 to 4 kHz.  

“We wanted to test the tablet-based audiology 

system against the gold-standard audiology, to 

determine whether it could accurately screen 

for hearing loss,” adds Dr. Shah. Validated ques-

tionnaires were also completed by participants 

to better understand the impact of hearing loss 

on quality of life and everyday tasks.

Test Accuracy 
The tablet-based test accurately screened for 

hearing loss with 93% sensitivity and a 94% 

negative predictive value. While the Web-based 

test had high specificity, it only had 14% sensi-

tivity and 58% negative predictive value. Ques-

tionnaires as a whole also had poor sensitivity 

(12%) and a 55% negative predictive value. 

“Early ototoxicity occurs at high frequencies, 

which are often not noticed by the patient,” ex-

plains Dr. Shah. “Our Web-based testing didn’t 

test extended high frequencies, which explains 

the poor sensitivity.” Significant impact on qual-

ity of life was found in 8% of participants. 

“Like previous studies, we found 48% of adult 

patients with CF had detectable hearing loss at 

any frequency, with age and intravenous anti-

biotic use as significant risk factors,” notes Dr. 

Shah. Evidence confirms previous recommen-

dations for routine hearing evaluations at high 

frequencies (>8 kHz). Age is a known risk  

factor for hearing loss and, within this study 

cohort, also likely represents cumulative anti- 

microbial therapy.

Future of Ototoxicity Testing
“We propose an ototoxicity monitoring 

program that can be translated to any out- 

patient-based setting with individuals at high 

risk of ototoxicity (Figure),” emphasizes Dr. 

Shah. Annual screening including vestibular 

and tinnitus questionnaires could identify pa-

tients with unidentified hearing loss. “Further 

research is still required to validate the use of 

tablet audiology-based longitudinal monitor-

ing,” Dr. Shah adds.  “Hopefully, further study 

will enable cost-effective ototoxicity monitoring 

and identification at an early stage when alter-

native therapies can be considered before irre-

versible hearing loss occurs.” 

Dr. Shah hopes pulmonologists can use the 

study findings to put a local ototoxicity mon- 

itoring program in place liaising with their local 

audiology team. “The study has strengthened 

collaboration between our departments, and 

unfortunately, there are still very few pulmon-

ology centers that have a screening protocol 

implemented,” he says. “There is also a general  

drive to facilitate remote monitoring, and as 

hardware costs become more affordable, there 

is a real scope to enable accurate, effective, and 

affordable home-based monitoring using smart-

phone application-based testing.”  
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* Repeat formal audiometry at similar frequency to tablet audiometry and discuss future ototoxic medication use. Suggest referral to ENT
to investigate conductive hearing loss

**Need for referral will be indicated on formal audiometry report

† Including individuals on long-standing Azithromycin with mild hearing loss

Abbreviations: ENT, ear nose and throat; HHIA, Hearing Handicap Inventory for Adults; IV, intravenous; TQ, tinnitus questionnaire; VHQ, 
Vertigo Handicap Questionnaire.

Source: Adapted from: Shah A, et al. Thorax. 2020;75(8):632-639.

Figure   Proposed Ototoxicity-Monitoring Program 
The figure depicts a proposed algorithm for an ototoxicity monitoring program incorporating tablet-
based audiometry integrated within clinical care in adults with cystic fibrosis.
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Dealing With  
Non-Compliant Patients:

Avoiding Liability
The first step in avoiding liability due to patient 

non-compliance is identifying that the patient  

actually is non-compliant. Then, ask about the 

reason for it and do what you can to counter  

it. Your record must reflect your attempt to  

determine what correctable issues underlie the 

non-compliance and what steps you took to 

counter it. If non-compliance is not solvable as 

a single issue and verbal reminders are not fruit-

ful, you can consider a treatment contract, which 

breaks the compliance into specific acts of pa-

tient cooperation that may be easier to follow. 

Your last option is an “at risk” letter that states 

the specific non-compliant acts and their clinical 

consequences. This can include the warning that 

a failure to correct the non-compliance will result 

in termination from the practice. You should not 

create a “decline” note in which the patient signs 

their refusal to comply. You would be retaining 

the patient in your practice despite being unable 

to treat them as you believe is proper. 

Your records need to demonstrate that the pa-

tient is being non-compliant rather than just 

being ill-informed. Descriptions of the patient’s 

non-compliant conduct should state the fact of 

the non-compliance undeniably but without con-

demnatory or self-serving language. But it should 

not be so removed as to become meaningless in 

convincing a reviewer that you are not an appro-

priate target or in closing off patient claims that 

you never said something you actually did.  

When the therapeutic relationship is irrevoca-

bly broken down and it is necessary for you to 

step away because the patient is actually prevent-

ing you from practicing medicine properly, you 

will have to terminate them from your practice. 

You will then have to consider abandonment. If 

you are going to take the maximum step against 

someone who is already in opposition to you,  

do so carefully. Non-compliance leading to no 

option but termination is a gradual process by 

definition and so an evaluator will want to see 

that it was handled that way. 

You should also consider stating the reason for  

the termination in a letter. The general rule is to 

not give a specific reason, but here stating, “As 

we have discussed, and as outlined in the treatment 

contract that you agreed to, it was essential that you 

follow through on prescribed care. Due to your con-

tinued refusal to follow treatment guidelines, this 

practice will no longer be able to retain you as a  

patient as of (date),” may stop a retaliatory process 

before it starts. 

This article was written by Dr. Medlaw, a physician and 

medical malpractice attorney. 
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Is There Life After 
Medicine?
By Brian Rifkin, MD

M  
y group of nephrologists is trying to con-

vince our 75-year-old colleague to retire 

from full-time clinical practice. I think he 

truly believes that the day he retires, his essence 

will be forcibly removed from his body, and he 

will cease to exist. He has told me, more than 

once, that he will be dead in less than a year if he 

is forced to stop being a physician. I envisioned 

this type of machismo was very old-school think-

ing, but maybe not. Modern doctors strive for a 

better balance of work and life, but do you ever 

really stop being a physician?

We all have many titles in life. What happens 

when the title remains, but the interactions 

cease? I strive to add quality and not just quan-

tity to the lives of my patients who need to start 

dialysis. I have type 1 diabetes and realize that 

their reality may someday be mine. I hope to re-

tire young enough that I can still enjoy all life has 

to offer.

In nephrology, where we have not been filling 

fellowship training spots, we are failing to re-

place ourselves in the workforce. There will likely 

be a need for me to prolong my work life. When 

I think about stopping my medical practice, I 

think about the million ways to not do medi-

cine: volunteering, teaching, reading, writing, 

relaxing. I love interacting and helping patients. 

I do not, however, always enjoy the structural, 

administrative, and financial barriers imposed 

by day-to-day practice. This has been my point 

to my senior partner; why not take the best parts 

of medicine and only do those things that add 

meaning and pleasure to your life?

But is my partner correct? Do we lose something 

when we retire? There is some evidence that wait-

ing to retire may have some health benefits. In a 

2019 Swedish study, it was suggested that work-

ing past age 65 was associated with better over-

all health, but one can certainly argue cause and 

effect in this type of observation. Not debatable 

is that the average age of American physicians 

is increasing. In a 2017 survey by CompHealth, 

doctors reported an average retirement age of 

68 (vs 63 for all Americans), and only 32% said 

they looked forward to no longer working in 

medicine. Losing social interactions at work, 

feeling a loss of purpose, boredom, loneliness, 

and depression may provoke an identity crisis at 

the end of a physician’s career.

The ideal retirement means something different 

for every physician. However, it is clear that the 

valuable skills we acquire afford the opportunity 

to contribute long into our golden years. I hope 

that when I am 75, I have the choice to con- 

tribute (or not) as I see fit. There is purpose in 

being a doctor. The trap is when you assume  

all that you are is a doctor.

Brian Rifkin, MD, is a nephrologist.


