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Objectives

• By the end of the session...
o Identify 3 key decisions with interventions in 

hospitalized patients where new evidence may 
change practice

oSuggest 2 possible medications adjustment for 
hospitalized patients that may be justified by new 
evidence

oRecognize 1 strategy to support early recognition of 
morbidity in hospitalized patients based on new 
evidence

We will go through 9 scenarios/decision points
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Literature Review Process
Process

• September 2024- September 2025

• NEJM Journal Watch, ACP Journal Club, JHM Table of 
Contents

Criteria
• Change your practice or teaching
• Inform your practice or teaching

Format
• Case-based format
• Multiple choice questions (show of hands)
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Case Presentation
After the 20th NW Hospital Medicine conference, you 
are excited to go to work and see some patients.

You are greeted by a team of junior doctors.

Allison, intern
Eric, intern
Robert, resident
James, junior attending who's shadowing
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Case 1, Aliquot 1

82-year-old gentleman with hypertension, diabetes, CKD stage 3, 
prior stroke, mild cognitive impairment, presents with acute chest 
pain, found to have non-specific EKG changes and elevated 
troponin, consistent with type 1 NSTEMI.
He lives independently but has falls, frailty (slow gait, weak grip), 
polypharmacy, and moderate bleeding risk.
After initiation of medical therapy, pain resolved. Cardiology is 
consulted for potential cath. The patient and family are hesitant, 
asking about risks vs benefits.
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Case 1, Aliquot 1
The team debates whether invasive or conservative strategy is more 
beneficial.
• Allison (intern, interested in palliative care):  “At his age and frailty, cath 

does more harm than good.”
• Eric (intern, flipping through his notes): “I recall a study showing outcomes 

were similar — so patient preference matters most.”
• Robert (resident, cardiology-bound): “Cath improves mortality in NSTEMI. 

We should push for it now.”
• James (hospitalist realist):  “Cath might lower the risk of recurrent MI, but 

honestly, I don’t think it really change overall survival.”
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Case 1, Aliquot 1

• James has also come to this meeting with you, so his answer is closest to 
what new evidence suggest.

• You nodded and pulled out two articles from this past year.

SENIOR-RITA trial Meta-analysis
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SENIOR-RITA trial (NEJM, Nov 2024)
• Question: In older adults with NSTEMI, which treatment strategy 

is more beneficial - invasive or conservative? 
oOlder patients are underrepresented in clinical trials

• Design: randomized controlled, multicenter (48 sites in UK)
oConservative vs. Invasive (intention to treat)

• Patients: 1518
oAge: >=75 years, mean 82 years
oPatients with frailty, cognitive impairment, or high burden of 

comorbidites included
oLife expectancy >= 1 year

Kunadian V et al. N Engl J Med. 2024 Nov 7;391(18):1673-1684.
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SENIOR-RITA trial: Results

Kunadian V et al. N Engl J Med. 2024 Nov 7;391(18):1673-1684.

Median follow-up 4.1 yrs

• Primary outcome: Composite (Cardiovascular death + nonfatal MI): No difference

• Secondary outcome (incidence of stroke or major bleeding): No difference

o Breakdown: Nonfatal MI: less common with the invasive (11.7% vs. 15.0%)OHSU 
CPD



Subgroup Analysis

Kunadian V et al. N Engl J Med. 2024 Nov 7;391(18):1673-1684.

No difference in frailty or 
age or any subgroupOHSU 

CPD



Meta‐Analysis (July 2025)

• Design: Meta-analysis – 7 randomized controlled trials
• Patients: 3000 (Age: >= 70, mean 83 years)
• Result: average 4-year followup

oNo difference
▪ All-cause mortality (28% vs. 27%)
▪ Cardiovascular mortality, acute stroke, length of hospital stay

o Invasive group
▪ Lower risks for recurrent MI (RR, 0.8), ischemia-driven 

revascularization (RR, 0.3)
▪ Trend toward fewer major adverse cardiac event

Hamed M et al. J Am Heart Assoc 2025 Jul 15; 14:e039601.
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Take-Away
• Patients do not face a mortality “penalty” for 

choosing between invasive and non-invasive 
approaches.

• Patients' wishes and goals of care are what 
matter in the decision.

• Reasonable to continue advocating for invasive 
management, unless frailty or other 
comorbidities are a major concern.

NEJM JW Cardiol. Sep 4 2024
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Case 1, Aliquot 2

Patient decided to undergo cath and was revascularized. 
Hemoglobin drifted from 9.6 → 8.5 g/dL. He is hemodynamically 
stable. No active bleeding or hemolysis.  The team debates 
transfusion threshold.
• Allison: “Threshold is 7 for most, but MI patients risk overload — be 

cautious.”
• Eric: “Transfuse if <8 — she just had an MI.”
• Robert: “Nah, aim for 10. That’s what newer data say.”
• James: “Split the difference — go with 9.”

OHSU 
CPD



A Refresher on... 

Eric pulled out this...
Myocardial Ischemia 
and Transfusion (MINT)

"A liberal transfusion strategy 
did not significantly reduce the 
risk of recurrent MI or death at 
30 days. However..."
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Meta-analysis (AABB guideline panel, Aug 2025)

• 4 RCTs, 4311 patients
• Including REALITY trial (2021, opposite signal)
• Driven largely by MINT trial (2023, 81% participants)

• Liberal strategy
• 30-day mortality benefit: Absolute risk reduction 1.2% (> MID: 1%)*
• Severe adverse events: Absolute risk increase 1.4% (< MID: 2.5%)

▪ TACO, TRALI, anaphylaxis

MID = minimal important differences (pre-defined by panel)
AABB = Association for the Advancement of Blood & Biotherapies

Monica B. Pagano, et al. Ann Intern Med. [Epub 19 August 2025].
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Updated AABB Guideline (Aug 2025)

• Hemoglobin transfusion threshold 10 g/dL for patients hospitalized with acute MI
o Conditional recommendation, low-certainty evidence

• Incorporate clinical context + patient preferences
o Patients with Type 1 MI likely benefit more than type II
o Patients with HF may benefit more (should not withhold solely for the fear of overload!)

• Practical tips
o Prevent hospital-acquired anemia: minimize blood draws, investigate/treat underlying causes
o Mitigate transfusion risks

o Identify high-risk patients (heart failure, CKD)
o Use diuresis to prevent TACO
o Transfuse slowly/with dialysis
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What Is the Optimal Transfusion Threshold in Acute Type 1 MI?

Portela GT et al. Ann Intern Med. 2024 Nov;177(11):1489-1498.

Hgb 
Threshold

Recurrent 
MI/Death 
at 30 days

Death at 
30 days

<7 g/dL 18.3% 14.0%

<8 g/dL 15.9% 11.3%

<9 g/dL 15.1% 7.8%

<10 g/dL 14.8% 7.8%
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Take Away
Hemoglobin transfusion threshold in acute MI
• Aim higher, but consider the context, and 

mitigate risks
• Don’t withhold in those with heart failure for the 

fear of volume overload – diurese them
• Transfusion threshold of 9 g/dL might be as 

beneficial as 10 g/dL
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Case 1, Aliquot 3

Later, the nurse reports patient hasn’t voided for 4 hours, and a 
bladder scan shows 380 mL. The team debates next steps.

• Allison:  “Check if he’s symptomatic, then decide.”
• Eric:  “Let’s rescan in 4 hours — he might void on his own.”
• Robert: “Straight cath now, or the bladder will just get weaker.”
• James: “No clear consensus, but definitely no Foley, until he 

requires cath more than 3 times in the next 24 hours.”
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Urinary Retention Evaluation and 
Catheterization Algorithm (URECA)

• Question: How should urinary 
retention be managed in the 
inpatient setting?

• Design: mixed-methods study
oRAND/UCLA Appropriateness Method
oQualitative interviews

~100 clinical scenarios

Chrouser K et al. JAMA Netw Open 2024 Jul 16; 7:e2422281.
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Bladder scanner volumes that should prompt 
intermittent straight cath (ISC)?

≥300 mL if symptomatic

≥500 mL if asymptomatic 

Chrouser K et al. JAMA Netw Open 2024 Jul 16; 7:e2422281.
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When to transition to Indwelling Urinary Catheter (IUC)?

•  Appropriate only when
• Requires straight cath more 

often than Q4H
• Output ≥500 mL Q4H

• Initial retention volume 
that warrants IUC?
• Inappropriate if < 500 mL
• Otherwise disagreed on 

what volume warrants

Chrouser K et al. JAMA Netw Open 2024 Jul 16; 7:e2422281.
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When to do voiding trial in post-op patients?

Chrouser K et al. JAMA Netw Open 2024 Jul 16; 7:e2422281.
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Reassess in 1-2 hours

Chrouser K et al. JAMA Netw Open 2024 Jul 16; 7:e2422281.
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Case 1, Aliquot 3

Later, the nurse reports patient hasn’t voided for 4 hours, and 
abladder scan shows 380 mL. The team debates next steps.

• Allison: “Check if he’s symptomatic, then decide.”
• Eric: “Let’s rescan in 4 hours — he might void on his own.”
• Robert: “Straight cath now, or the bladder will just get weaker.”
• James: “No clear consensus, but definitely no Foley, until 

herequires cath more than 3 times in the next 24 hours.”
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Take Away

Consensus in managing urinary retention in 
hospitalized patients
• Straight cath >=300 if symptomatic, >=500 if 

asymptomatic
• Foley only if more frequent than Q4H, or patient 

requests
• Uncertain with initial retention volume that 

warrants Foley
• Remove Foley and do voiding trial early (do not 

postpone to POD#2)
Next step: QI project? EHR integration?
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Case 2, Aliquot 1

• Your team is admitting a 78-year old lady with hypertension, and 
history of colon cancer, who was brought in by her family for 
weakness for the past week. On exam, she is mildly confused and 
appears hypovolemic. Labs were notable for Na 120, K 3.3.

• ED started IV fluids. HCTZ was stopped, K repleted, 
and Q4H metabolic panel ordered.

• After 24 hours, Na rose to 128. 
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Case 2, Aliquot 1

The team debates about the target 24-hour Na correction rate.

• Allison: “4–6 mEq/L in 24 hours — safest since duration is unknown.”
• Eric: “I’d say 6–8, not too fast, not too slow.”
• Robert: “I’d aim for 8–10, so I think we're okay”
• James: “Go up to 12. ODS risk is low — no need to prolong her stay.”
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Meta-analysis

• 16 studies (11,811 patients,  mean age 68)
• severe hyponatremia (<120, or <125 with severe sx)
• 4 correction-rate categories

o Most studies compared rapid vs slow or very slow rates

Category Definition (per 24 hours)

Very rapid >12 mEq/L

Rapid ≥8-10 mEq/L

Slow <8 or 6 -10 mEq/L

Very slow <4-6 mEq/L

Comparison
In-Hospital 
Deaths 
(per 1000)

Odds Ratio 
(95% CI)

30-Day 
Mortality 
(per 1000)

Length of Stay ODS Incidence

Rapid vs Slow 32 fewer 0.67 (0.55 – 0.82) 61 fewer 1.2 days shorter 0.5% vs 0.2%

Rapid vs Very Slow 221 fewer 0.29 (0.11 – 0.79) 134 fewer 3.1 days shorter 0.5% vs <0.1%

Very rapid: 0.3%
No statistical difference

Ayus JC et al. JAMA Intern Med 2024 Nov 18; [e-pub].
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Limitations

• Observational, unmeasured confounders
• Insufficient info for subgroup analyses (eg, acute vs. chronic, cause of 

the hyponatremia)
• Slow correction group may have more co-morbidities (eg, advanced 

liver disease, HF, cancer) making it harder to correct; and vice versa
• Unable to conclude that slow correction is the cause of increased 

mortality
• May not apply to patients with most-severe hyponatremia (Na<115)

Conclusion: faster correction rates are associated with lower mortality, 
and no excess risk for osmotic demyelination syndrome
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An additional study...

• Largest cohort so far
• 7600 hospitalized adults, severe hyponatremia (Na <125)

o 24-hour correction rates: ≤8 vs. >8 (half each group)

• Only 7 patients (0.09%) developed ODS, 6 with correction rates >8
o3 patients: Na <105 mEq/L, correction rates >8, sx ODS within 3 weeks

(linked to correction rate)
o4 patients: Na 113/119/122/124, dx ODS several years later 

(direct relation between correction rate and ODS very unlikely)

• Conclusion: Rapid correction is a concern only in extreme cases (Na ≤105)

Falhammar H et al. Eur J Intern Med 2025 Jun 25; [e-pub].
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Take Away

• It's time for the concern over fast overcorrection to shift to 
concern about correcting too slowly (particularly in 
patients with less-severe hyponatremia)?

• Other's opinions on 24-hr correction rate
o NEJM JW: In non-extreme patients, should aim for 8-12
o UpToDate: Target 4-6 (actual often exceeds intended)

▪ If Na <120 or if additional risk factors of ODS, the max should 
be 8

o Nephrologist

oMy take: I'll be less neurotic about going a bit faster 
than expected

oWhat is your take?
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Case 2, Aliquot 2

Allison received a page from the nurse about sepsis alert from EHR. 
She wondered, "are these EHR sepsis alerts really of any utility?"
• Allison: “Just alert fatigue, no real benefit.”
• Eric: “Improves recognition, but not mortality.”
• Robert: “No, I thought it actually improves mortality.”
• James: “My prior institution actually turned it off — studies showed 

poor performance.”
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Case 2, Aliquot 2
James pulled out the article he mentioned (2021):

How accurately does the Epic Sepsis Model (a proprietary sepsis prediction model) 
predict the onset of sepsis?
• Area under the curve 0.63 - substantially worse than reported performance by Epic
• "Its widespread adoption despite poor performance raises fundamental concerns 

about sepsis management on a national level"
Wong A, et al. JAMA Intern Med. 2021;181;(8):1065-1070.
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Case 2, Aliquot 2

• Robert pulled out a more recent article from Dec 2024OHSU 
CPD



SCREEN Trial

• Question: Does electronic sepsis screening based on qSOFA, compared 
with no screening, reduce the mortality of hospitalized patients?

• Design: a stepped-wedge, cluster randomized trial
o 45 wards (clusters) in 5 hospitals in Saudi Arabia, randomized to 9 sequence
o Q2mo switch from no screening --> screening

• Primary outcome: 90-day in-hospital mortality Arabi YM et al. JAMA 2024 Dec 10; 2025;333;(9):763-773.

The fist large 
RCT of EHR 
sepsis alerts!

2/3 in 12-hr window:
hypotension, tachypnea, AMSOHSU 
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SCREEN Trial: Results

Arabi YM et al. JAMA 2024 Dec 10; 2025;333;(9):763-773.

number needed to screen ≈200

• Importantly, no effect on mortality for patients with an alert 
– possible that intervention was exerting broader effects on care patterns
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Take Away
• EHR sepsis alert may improve mortality... 

perhaps through broader effect on care 
pattern.

• The next step is not widespread adoption. 
More "SCREEN"s — coupled with qualitative 
assessment — are needed to understand how 
EHR-based clinical decision support works 
across different hospitals and workflows, not 
just limited to sepsis screening.

SCREEN = Stepped-wedge Cluster Randomized Trial of Electronic Early Notification
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Case 2, Aliquot 3

• Allison called back nurse, and found patient has new confusion and 
tachypnea, that triggered the alert.

• Vitals: T 35.8 °C, BP 100/60, HR 72, O₂ sat 93%
• Labs: lactate 2.5

• Eric flips through his notes and asks: I remember from last year, you taught us 
that rigors (shaking chills) has an 87% specificity for bacteremia. Our 
patient does not have rigor, but instead is hypothermic. Does hypothermia 
carry outcome significance?
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Case 2, Aliquot 3

Can temperature predict outcomes inpatients with sepsis?

• Allison: “Hypothermia is rare, but I’d focus more on MAP and lactate.”
• Eric: “Rigors usually precede fever and is linked to bacteremia, so I’d think 

hypothermia is less concerning than fever with rigors.”
• Robert: “Not that rare — I’ve seen several septic, hypotensive patients like 

this in the ICU.”
• James: “I'm worried.” 
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Exploring temperature trajectories in ED sepsis patients

Hypothermic Normothermic Progressive Fever Fever Resolver P value

ICU admission 94% 45% 63% 52% <0.001

Mortality 28% 11% 10% 6.8% 0.02

Kijpaisalratana N et al. Am J Emerg Med 2025 Sep; 95:235.

Patterns Frequency (%)

Hypothermic 0.9

Normothermic 74.1

Progressive Fever 10.7

Fever Resolver 14.4

4 distinct temperature patterns
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Kijpaisalratana N et al. Am J Emerg Med 2025 Sep; 95:235.
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Kijpaisalratana N et al. Am J Emerg Med 2025 Sep; 95:235.
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Take Away
• In patients with sepsis, hypothermia is rare but 

is linked to poor outcomes — be wary about it!OHSU 
CPD



Case 2, Aliquot 4

With timely management, patient has improved. Chart review shows she’s on 
apixaban 5 mg BID for an incidental small PE since 6 months ago, related to 
active colon cancer. The team debates whether to continue full-dose or reduce 
to 2.5 mg BID.
• Allison: “Low dose works just as well, and cuts bleeding risk — win-win.” 
• Eric: “Lower dose? More clots, sure, but hey, at least less bleeding.”
• Robert: “Nah, more clots and no bleeding benefit — lose-lose.”
• James: “Same clot protection, but bleeding risk doesn’t budge.”
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API-CAT trial (April 2025)

• Question: In patients with active cancer who completed 6 months of 
anticoagulation for VTE, is reduced-dose apixaban noninferior to full-
dose apixaban for prevention of recurrent VTE?

• Design: industry-funded, double-blind, randomized, noninferiority trial
o low-intensity (2.5 mg) vs full-intensity (5.0 mg) apixaban BID x 12 months
o prespecified hazard ratio noninferiority margin of 2

• Participants: 1766 patients with active cancer
o Proximal DVT or PE
o completed at least 6 mo full-intensity anticoagulation

Mahe I et al. N Engl J Med 2025 Mar 29; 392:1363-1373.
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API-CAT trial: Results

• Extended treatment with low-dose apixaban
oNoninferior to full-dose apixaban for the prevention of recurrent VTE
o The incidence of clinically relevant bleeding was lower

Primary outcome Secondary outcome
At 12 
months 
(does not 
look beyond 
12 months)

Mahe I et al. N Engl J Med 2025 Mar 29; 392:1363-1373.

≈ <
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Another study in cancer-associated VTE 
(March 2025)

How long to anticoagulate 
among patients with low-
risk PE (incidental/small):

Compared with 6months of 
treatment, 18 months of 
anticoagulation significantly 
reduced its recurrence
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Take Away
• In cancer-associated VTE, continue apixaban 

but reduce dose to 2.5 mg BID after 6 months 
(unless very high risk)

• Clearly practice-changing!
OHSU 
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Case 3, Aliquot 1

The team admitted a 42-year-old man with cirrhosis from alcohol 
use, presents with jaundice and abdominal pain. His MELD score is 
23 (>20), indicating  severe alcohol-associated hepatitis. 
While the team is evaluating for infections, patient's daughter (a 
nurse working in a hepatology unit) asks if a tapered steroid 
regimen is better than the standard fixed-dose course.
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Case 3, Aliquot 1

In severe alcohol-associated hepatitis, what is the effect of a 
tapered steroid regimen compared with fixed-dose?

• Allison: "Lower treatment response, but similar mortality."
• Eric: "Lower treatment response, but fewer infections."

• Robert: "Similar treatment response, but fewer infections."
• James: "Similar mortality, treatment response, and infections."
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STASH Trial (AJG, March 2025)OHSU 
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Case 3, Aliquot 1

In severe alcohol-associated hepatitis, what is the effect of a 
tapered steroid regimen compared with fixed-dose?

• Allison: "Lower treatment response, but similar mortality."
• Eric: "Lower treatment response, but fewer infections."

• Robert: "Similar treatment response, but fewer infections."
• James: "Similar mortality, treatment response, and infections."
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Take Away
• Consider prednisolone tapering instead of fixed 

dose for severe alcoholic hepatitisOHSU 
CPD



Case 3, Aliquot 2

But hold on – the patient is found to have moderate ascites. With the 
service getting very busy, the team debates whether it’s worth pursuing 
paracentesis today.
• Allison: “We can start empiric antibiotics for SBP; doing paracentesis 

today won’t really change our management.”
• Eric: “As long as we get it done within 24–48 hours, that should not 

change outcome.”
• Robert: “No, we should aim to do it within 24 hours.”
• James: “We should prioritize this and do it within 12 hours.”

Beran A et al. Am J Gastroenterol 2024 Nov; 119:2259.
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Meta-analysis

• Question: Does early diagnostic paracentesis lead to better 
outcomes in hospitalized patients with cirrhosis and ascites?

• Design: 7 observational studies (>78,000 patients)
oEarly (within 12-24 hours of admission) vs. Delayed

Beran A et al. Am J Gastroenterol 2024 Nov; 119:2259.
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Results

• Early diagnostic paracentesis - 
significantly better outcomes

• Primary outcome
o Lower in-hospital mortality 

(7% vs.10%)
o Especially within 12 hours

• Secondary outcome
o Lower rate of AKI (24% vs. 35%)
o Shorter hospital length of stay 

(5 fewer days)

In-Hospital Mortality

--> Enables timely administration
      of albumin infusion

Beran A et al. Am J Gastroenterol 2024 Nov; 119:2259.
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Take Away
• I will try to perform diagnostic paracentesis 

within 12 hours (and definitely within 24 hours) 
of admission, so as to start necessary 
antibiotics and IV albumin timely when SBP is 
diagnosed.
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Case 3, Aliquot 3

Paracentesis confirmed SBP. With timely antibiotics and albumin, the 
patient improved. On discharge, the team debates whether to 
prescribe long-term antibiotic prophylaxis.

You share results from a recent study of 2 U.S. cohorts and ask the team 
to predict the effect of prophylaxis after initial SBP.

• Allison: "Lower SBP recurrence, and less resistance."
• Eric: "Lower SBP recurrence, but more resistance."
• Robert: "Higher SBP recurrence, and more resistance."
• James: "No effect on recurrence, but higher resistance."
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Current Guideline

Norfloxacin: discontinued in the 
U.S. by the manufacturer in 2015

Ciprofloxacin, Bactrim: lots of 
side effects

Biggins SW et al.AASLD guidelien. Hepatology 2021 Aug; 74:1014.
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• Question: Does antibiotic prophylaxis after SBP prevent 
recurrence?

• Design: Retrospective, cohort database
o2 national cirrhosis cohorts (VA, commercially insured)
o11,300 inpatients/outpatients

• Primary outcome: SBP recurrence, mortality
• Secondary outcome: antibiotic resistance

Silvey S et al. Am J Gastroenterol 2025 May; 120:1066.
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Higher Rate of SBP with Prophylaxis

• SBP recurrence more common among 
antibiotic recipients (24% vs 15%) at 2 years
oEven after adjustment for baseline differences 

(hazard ratio ≈1.6).

• Trend towards higher recurrence over time likely 
due to resistance
oFluoroquinolone resistance more common in 

those who received fluoroquinolone 
prescriptions (68% vs 46%)

oAvailable for only ≈1% of patients

Silvey S et al. Am J Gastroenterol 2025 May; 120:1066.
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Take Away
• The initial recommendation for universal 

secondary prophylaxis was not robust, and new 
evidence suggest it may paradoxically increase 
recurrence due to resistance

• Until updated guidelines are available, I might  
have to collaborate with specialists to make 
individualized decisions, and look for ascitic 
fluid cultures to help me decide
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Case Summary
Case 1
• NSTEMI in the elderly: to cath or not? Patient preference matters
• Transfusion threshold in MI: Aim higher, mitigate risk
• Urinary retention: Straight cath if asymptomatic PVR > 500
Case 2
• Hyponatremia correction: don't go too slow?
• Sepsis EHR alert: may be useful
• Hypothermia in sepsis: be wary
• VTE in cancer: lower dose apixaban noninferior
Case 3
• Alcoholic hepatitis: consider steroid taper
• Cirrhosis with ascites: don't delay paracentesis
• SBP secondary prophylaxis: more harm than good?
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Objectives
• By the end of the session...

o Identify 3 key decisions with interventions in 
hospitalized patients where new evidence may 
change practice

oSuggest 2 possible medications adjustment for 
hospitalized patients that may be justified by new 
evidence

oRecognize 1 strategy to support early recognition of 
morbidity in hospitalized patients based on new 
evidence

Pair & Share

OHSU 
CPD



Special thanks to Dr. Logan Jones 
and Dr. Rand Ladkany
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