
We agree with Capewell and Dowrick1 that stress, social,
economic, and environmental factors can and do undermine
patient efforts at health behavior change. In fact, a major
focus of behavioral counseling for diet and physical activity
is assisting the patient in navigating these challenges via
techniques such as stimulus control, problem solving, and
stress management.5 We wholeheartedly support the call
for a social environment that supports healthy lifestyle
choices. As influential members of the community, physi-
cians have the opportunity to impact family, social, and
community norms regarding healthy lifestyle by making
these a routine focus of patient care. We recommend that
physicians promote healthy diet and physical activity in all
patients and actively advocate for community- and policy-
level solutions.
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What Exactly Is an “SNF-ist?”
To the Editor In their Research Letter published in a recent is-
sue of JAMA Internal Medicine, Teno and colleagues1 present
important new information on the extent of medical practice
in US nursing homes (NHs). Teno and colleagues1 refer to cli-
nicians who submit Medicare claims under nursing home codes
as “SNF-ists.” This terminology could be misleading because
the “ist” implies that these individuals possess a high degree
of subspecialty training akin to organ-specific specialists (ie,
cardiologists, gastroenterologists). An important distinction
is that a practitioner is not trained to provide highly special-
ized care simply by virtue of practicing extensively in a single
care setting.

Providing care to NH residents is necessary but not suffi-
cient to be deemed a specialist in postacute and long-term care.
Nursing home residents present with a broad array of behav-
ioral and/or physical health needs that are managed by an

interdependent interdisciplinary care team.2 Furthermore, this
practice environment is highly regulated and has been the fo-
cus of payment reforms leading to specialized practice man-
agement approaches. While some propose that primary care
practitioners are equipped for this work and limited only by
lack of time to practice in a NH, the relevant knowledge, skills,
and practice approaches used to care for this population and
in this site of care may not match those used in typical pri-
mary care practice. Analogies to the hospitalist movement have
been previously described, as has the potential of improved
outcomes based on a site-based and population-based
specialty.3-5

AMDA (The Society for Post-Acute and Long-Term-Care
Medicine [PA-LTC]) recognizes the special skill set neces-
sary for the delivery of high-quality care in the NH. The
PA-LTC has recently defined the core competencies for
attending physicians and developed a corresponding online
curriculum. A job task analysis was recently completed as a
first step in creating a certification process similar to the
longstanding and successful AMDA Certified Medical Direc-
tor program. Undoubtedly, among the 3500 physicians cur-
rently practic ing in the NH identified by Teno and
colleagues1 there is a cohort with the prerequisite skills and
experience to be labeled true “specialists” by the PA-LTC.
However, whether this is a majority of health care providers
remains to be determined. Research is needed that more
clearly describes physician characteristics as well as medical
staff organization characteristics that relate directly to qual-
ity care in the nursing facility. Only then will we have a
clearer picture of the effect of physician care in the NH and
who indeed are specialists capable of delivering this highly
specialized care.
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In Reply Gillespie and colleagues correctly note that health care
providers who mostly practice in the nursing home may not
necessarily have completed specialty training in geriatrics or
care of persons in the nursing home setting. Our use of the term
“SNF-ist”1 (ie, physicians, nurse practitioners, and physician
assistants concentrating their practice in the nursing home or
skilled nursing facility [SNF] setting) classified health care pro-
fessionals exclusively based on their volume and site of prac-
tice. In our Research Letter,1 we do not make any assertions
about SNF-ist level of training, board certification, or their qual-
ity of care.

Our study1 identified marked growth of SNF-ists who con-
centrate their practice in the nursing home setting. The con-
centration of physician clinical activities in a single site of care
may enhance their efficiency. Alternatively, the growth of phy-
sicians who exclusively focus their care in the nursing home
may further fragment care for frail, older persons experienc-
ing transitions between home, hospital, and postacute care set-
tings. Understanding the advantages and disadvantages of in-
creased concentration of clinicians in the nursing home setting
is an urgent research priority. The emergence of hospitalists
has seen a substantial reduction in the number of primary care
physicians serving as attending physicians in the hospital set-
ting. Therefore, it is not unexpected that a similar phenom-
enon is occurring in the context of nursing home care.2 As we
shift from a fee-for-service system that incentivizes produc-
tivity in one setting of care to value-based payments, an im-
portant unanswered question is: what is the best model of care
for frail, older persons with multimorbidity?
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Limitations of Observational Data
in Interpreting SPRINT Results
To the Editor We read with interest the Research Letter in a re-
cent issue of JAMA Internal Medicine by Sexton et al1 on the
rates of syncope and injurious falls in Irish Longitudinal
Study of Aging (TILDA) participants 75 years or older meet-
ing eligibility criteria for the Systolic Blood Pressure Inter-
vention Trial (SPRINT). Their work highlights the principle
that clinical trials are a starting point for therapeutic discus-
sions but that medical care much be individualized to
the patient’s estimated risk. However, there are several
important differences between these 2 studies that merit
discussion when considering the higher rates of syncope
and injurious falls observed in TILDA.

First, it is puzzling that SPRINT-eligible TILDA partici-
pants seem in many ways healthier than their SPRINT coun-
terparts (ie, faster gait speed and less frailty). Second, the defi-
nition of an injurious fall in TILDA was a self-report of a fall
serious enough to warrant medical treatment. In SPRINT, 5.5%
of participants randomized to standard-treatment experi-
enced injurious falls that led to an inpatient hospitalization.
This frequency increases to 14.1% (27.3% in TILDA) when
injurious falls that required assessment in an emergency de-
partment but did not lead to hospitalization are also included.2

Third, nearly 10% of individuals screened for SPRINT were
deemed ineligible owing to a systolic BP less than 110 mm Hg
following 1 minute of standing. It is unclear if such individu-
als were excluded in TILDA, which could contribute to a higher
incidence of syncope and falls.

Fourth, SPRINT-eligible TILDA participants were 100%
white and majority female (58.7%), while 23.5% of SPRINT par-
ticipants were black or of Hispanic race/ethnicity and were ma-
jority male (62.0%). Because women and white patients tend
to have higher rates of falls (an observation that also holds in
SPRINT),3,4 this demographic difference could also contrib-
ute to a higher rate of injurious falls in TILDA. Finally, it is con-
cerning that 26.3% of TILDA participants did not complete the
wave 3 assessment. The combined rate of loss to follow-up,
withdrawn consent, or death was only 11.6% in SPRINT through
a median follow-up of 3.14 years.2

We do not believe that the rate of self-reported injurious
falls in TILDA implies that implementation of intensive BP con-
trol would result in harm. Indeed, SPRINT demonstrated no
increased risk of injurious falls in participants 75 years or older
who were randomized to a systolic BP target of less than 120
mm Hg compared with those randomized to a target of less than
140 mm Hg.2
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