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Objectives 

This is NOT a comprehensive list nor a deep dive- just  some updates about things you may or 

may not have heard about… that you may or may not consider incorporating into your practice. 

My goal is to point you at things that I think are most useful for hospital medicine since the 

literature is SO voluminous at this point, and our time to read is not increasing in proportion.   

Also to have a little fun ☺



Where I found these… 

Journals I searched  Jan-July

Chest 

JHM

JAMA Int Med

Annals/ACP journal club

BMJ

NEJM

Clinical Infectious Diseases 

Journal of American College of  
Cardiology



Multicenter (single system) cohort

Primary outpoint- 90d mortality vs steroid cumulative dose.  

N=375 nonHIV immunocompromised adults w/ proven or 
probable PJP on supplemental oxygen. 

Results: 

-Steroid exposure was consistently associated with increased 90d 
mortality.  

-Each additional 100mg = 2% higher hazard for death  HR 1.02 
(95%CI 1-1.02, p=0.006)

-analyzed pts alive and event free at 7d to rule out early death as a 
sole driver, effect persisted. 

HR 1.03 (95% CI, 1.00-1.07 p=.049) 

Take home:  We might need to abandon the longstanding one-size-
fits all steroid plan for PJP and consider HIV-related cases to be 
different.   Need more study.  Stay tuned but perhaps be cautious. 



Retrospective cohort  single “center”   Atrium health Charlotte, NC

HaH vs BaM. EHR review

N=297 eligible for HaH, 178 HaH 119 remained BaM

HaH higher 

-Supplemental oxygen [RR]: 1.04, 95% [CI]: 1.01–1.09)  

-bronchodilators (RR: 1.12, 95% CI: 1.04–1.20)

-mean 30-day acute care-free days alive (mean ratio [MR]: 1.04, 

1.01–1.08).

Take home:  HaH might be just as good as inpt care, at least in a 

system built to support it.  We need larger studies 



Randomized, open-label, 42 ICUs in France 

Inclusion: pAO2:FiO2 <200, RR >25, infiltrate

N=1110  556 HFNC

Primary: d28 mortality

Secondary: need for intubation, Median time to intubation, Vent free at 28d, 

Death, LOS

No difference in mortality 

HFNC appeared to reduce the incidence of  intubation, and improved dyspnea, 

RR but had higher discontinuation rates due to discomfort. 

Take home: consider HFNC, might be helpful.  



-Retrospective using Belgian claims data, long term Chronic 
obstructive airway disesases (COAD) meds and PPI use

N=932135 w COAD

-44.1% PPI users, Looked at defined daily doses (DDD)

Results: 

-Increased risk of exacerbations AHR 1.18 (95%CI 1.17-1.19)

risk of exacerbations increased with cumulative DDDs 

≤ 28 DDDs: HR, 1.09 [95% CI, 1.07-1.10]; 

≤ 180 DDDs: HR, 1.15 [95% CI, 1.14-1.16];

≤ 365 DDDs: HR, 1.19 [95% CI, 1.18-1.20]; 

> 365 DDDs: HR, 1.25 [95% CI, 1.23-1.26])

-not significant w short term use.  

-more pronounced in young non-frail patients. 

Take home- deprescribe PPIs IN COAD pts asap.   



Retrospective observational study 

4 hospitals

Adults with In Hospital Cardiac Arrest (IHCA) and 

ROSC, all with CT or US within 48h of  event.   

Excluded those who died in first 24h

N=345

CT imaging overall 

identified new findings 65.2%

Led to management changes 65.8%

Suspected cause in 20.5

One adverse event- IHCA during scan. 

Chest CT most useful 

identified new findings 92.2%

Led to management changes 64.1%

Take home: consider imaging post-CA to identify 

cause.  US vs. CT 

POCUS

identified new findings 57.6

Led to management changes 41.3%

Suspected cause 19.3%





Multicenter retrospective cohort

1 hgb day 1-7, lowest hgb

2,293,021 index days

Association between PRBC transfusion and 
hospital mortality or discharge to hospice 
differed based on days from admission.    

Benefit Day 1 (RD: −2.9 [95% CI: −5.9, −0.04] 
%) 

Harm 

Days 6 (RD: 3.3 [95% CI: 0.4, 6.1] %

Day 7, RD: 4.1 [95% CI: 0.8, 7.3] %,p‐interaction 
< .0001)

Take home: Transfusion timing might matter?



N=1005  3.1% SP, in 27/31 had clinical 
condition prompting repeat cultures.  

4 pts would have been misclassified as EC 
(1%)

Cost $13,513 USD/100 pts 

Authors recommend blood cultures 48h 
after initial negative.   

Follow-Up Blood Cultures (FUBC) are used often 
in management of  Staph aureus bacteremia SAB

Skip phenomenon = intermittent negative cultures 
despite ongoing bacteremia 4-13%

Retrospective Cohort , 2 Hospitals in Netherlands. 

Early Clearance (EC)

Persistent Bacteremia (PB)

SP

Primary outcome- SP 

Secondary-

possible missed PB w 1 negative FUBC in 48h

Cost of  unnecessary FUBC 



Multicenter, open labe randomized noninferiority 4 

Hospitals in Skorea

Adults, ESBL Enterobacterales improved w 3-7d IV abx

Continue IV Carbepenem/B lactam

Fosfomycin 3g PO daily

Primary outcome: clinical cure

Secondary: Microbiological cure, readm, adv events,30 

recurrence 

N=299

Clinical cure 92.8 fos, 95.2 IV abx. (risk difference, 

−2.47%; 95% CI −7.84 to 2.89), confirming 

noninferiority.

Microbiological cure, and all other secondary 

endpoints were similar.  

Take home: fosfomycin noninferior as oral transition 

therapy for complicated UTI even in ESBL.  



RCT 7 countries 

N=3608, Bacteremia without deeper infection other than  
yeast/fungus or Staph aureus or lugdunensis

Excluded transplant and severe neutropenia ANC <500 
and pts with prosthetic heart valves (although they found 
that they had included a small number who were 
missed!) 

Compared 14 vs 7d abx

Post-hoc analysis of immunocompromised 

Primary: 90d mort

Secondary:Hosp mort, LOS, relapse, adv events, vent 
duration, Abx free days, sec infection.  

7d was noninferior for 90d mortality, not enough data to get 
info on relapse. 

Take home:   shorter course of abx likely safe in those with 
some forms of immunosuppression.   



Take homes so far…. 
1. We might need to abandon the longstanding one-size-fits all steroid plan for PJPna and consider HIV-

related cases to be different.   Need more study.  Stay tuned but perhaps be cautious. 

2. HaH might be just as good as inpt care for COPD exacerbations, at least in a system built to support it.  

We need larger studies 

3. consider HFNC for hypoxemic resp failure, might be helpful to improve SOB, RR, decrease intubation. 

4. deprescribe PPIs IN COAD pts asap to decrease exacerbations.  

5. consider imaging post-Cardiac arrest to identify cause.  US vs. CT within 48 to identify cause. 

6. low salt diet isn’t needed for acute heart failure.  

7. Early in admission transfusions are more important.   Less clear benefit deeper into hospital stay. 

8. Skip phenomenon happens in SAB but is relatively rare if blood cultures 48h after the prior positive. 

9.fosfomycin noninferior as oral transition therapy for complicated UTI even in ESBL.  

10. shorter course of abx for uncomplicated bacteremia (other than Staph aureus/lug) is likely safe in those 

with some forms of  immunosuppression. 



When they ARE useful

Acutely ill, iso Cardiac arrest, anticipated diagnostic procedures with contrast or sedation, inability to 

tolerate/absorb oral meds. 

What you SHOULD do.   

Use them short term, selectively, and monitor regularly.  Remove asap.   

Why it is NOT necessary

1/3 placed in ER are never used. 

¼  in inpts are maintained but never used 

Increased risk of  infection: 65/100,00 catheter 
days. (4.4ep BSI: 1/3rd of  catheter-related S. 

aureus bacteremia

Noninfectious complications (phlebitis 10-20%)

Burdensome monitoring

Pain and distress

False security: 1/3 fail even in Cardiac arrest

Why you might think this is good.

PIV ubiquitous

Commonly placed preemptively

Maintenance offers convenient and rapid ability to 

administer meds.



Take home: restrictive fluid might actually 

be safer. 

Hurricane Helene damaged production facility 60% IVF

Retrospective quasi-experimental. Interrupted time 

series,multivariable regression.   

1 academic hospital.   Med/surg and OB/Gyn admits 

Intervention: system wide communications, HER changes, 

monitoring

Primary: outcome:utilization.  

Secondary:  LOS, diuretics, AKI, RRT, ICU tx, Hypotension, 

inpt and 30d mortality

N=15847 (8164 pre, 7683 post)

Results: sig decreases in utilization, LOS, loop administration, 

but no increase in hypotention, ICU transfer or mortality. 



Multicenter, randomized, controlled endoscopist blinded. Italy.   

Randomly assigned 1L or 2L PEG-ascorbate or 4L PEG

Primary: adequate bowel prep (Boston Bowel Prep score 6 or greater, no seg below 2)

Secondary: high quality cleansing 8-9, high R colon 3, willingness to repeat. 

N=665 (excludes urgent for GI bleeding)

Results:

Take home: Less 

prep, same results



- Retrospective cohort 

-AWD adm

- Outcome MAUD-

IM naltrexone,

PO naltrexone

acamprosate

disulfiram 

topiramate

baclofen

-excluded recent Ppx in 90d







Sleep friendly order set-

-decreased interruptions

-No neuro checks/vs overnight, retimed meds/labs

Sleep menu

“ear plugs, eye masks, links to meditation videos, 

television channels with relaxing content, 

journals, and books” 

Primary outcome- sleep duration

Secondary- awakenings, Richards-Campbell sleep 

questionnaire

Safety- delirium rate, ICU transfer, 30d Readm

N=66 pre/61 post

DID NOT improve sleep duration,  only mildly 

improved awakenings.   No change in safety metrics.

Take home: maybe safe to decrease overnight 

interventions but it probably won’t help sleep.     



Decision fatigue- Impaired 

ability to make decision 

and control behavior as a 

consequence of repeated 

acts of  decision making

Retrospective, 2 hospitals

43 hospitalists

median census 13, median 

workdays 7 (6-8)



Take homes part 2: Less and more

1. Maintaining PIV isn’t necessary in all patients the entire admission and have some risks. 

2. The IVF shortage might have actually been helpful.  Stewardship decreased utilization, LOS, diuretic 

use without any increase in mortality, ICU transfer or hypotension.    

3. 1L PEGascorbate bowel prep inpt was just as good.   

4. MAUD not offered enough for inpatients with AWD.  

5.MOUD

6.We are overusing Gabapentinoids for off  label indications, and they have risks.  

7. Unfortunately sleep focused interventions didn’t lead to more sleep.  But maybe safe to do less 

interventions overnight. 

8. decision fatigue seems to be more related to overall census than consecutive shifts worked

8.

9.

10. 



Mixed methods study

4h shadowing – Interns shadowed RNs w 6+m 

experience/Newly hired RNs shadowed interns. 

343 bed tertiary care 

Redcap surveys

N=34 RN, 28 intern finished 

Interns –better understood:

-daily workflow (p < .001) 

-responsibilities of nurses (p = .0568) but 

- not nursing training (p = .9909). 

Nurses reported better understanding:

interns’ responsibilities, workflow, and training 

(all p < .001).

interns (25, 89.2%) and nurses (31, 91.2%) 

agreed/strongly agreed that the program changed 

their daily practice.

Take home: shadowing other roles can be beneficial.  

Consider implementing. 



GoComm, 4h serious illness communication 

training.  

8 campuses of large health system

Train the trainer

N=390 Hospitalists/intensivists/Pas/Trainees  

-Prognosticating

-Conveying serious news

-Managing emotions

-Creating values-informed medical 

recommendations

-Discussing hospice 

Role play



Lethal

Likely

Logical

Lurking

Lingering



How does team composition effect errors/safety? 

Retrospective observational 

1544 GIM Inpatients transferred to ICU or died 

Attending, APP, Resident

Primary: diagnostic error, Harmful DE

63% teaching, 29% direct, 9% APP teams 

Direct care higher risk of  ANY diagnostic error (mRR, 1.36; 95% CI, 1.04–1.68)

APP trended towards lowest harmful DE but it was not statistically significant

Take home: more eyes  on a case or more discussion about decisions or 

distributed workload may avoid some diagnostic errors.   



Take home: Life long learning.  

There are teachable moments. 





Single center, M-> T   

7on/7off  model   urban 

academic quaternary 

care   16802 discharges 

Compared Pre/post 

intervention.  



Retrospective cohort study, single health 

system.   Cleveland Clinic 

WBC trajectory stratified by steroid 

dose 

Nonsurgical patients only,  2+ wbc

n=28425

Excluded immunosuppression, known 

infection, malignancy or steroids in 

prior 2 weeks

1608 rec’d steroids.   

Main outcome- WBC by day after 

steroids.   





Editorials of  note 



Review Articles of  Note 





Guideline updates 
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