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Between 2020 and 2025, 
inpatient volumes on the 
medicine service line at our 
large, multisite academic 

medical center (AMC) grew by 
approximately 83%, and average 
hospital occupancy exceeded 90%. 
To keep pace, the division of hospi-
tal medicine (DHM) nearly tripled 
its rounding capacity, expanding 
from five to 15 teams. While this in-
creased capacity, it heightened the 
complexity of patient assignments 
and exacerbated bottlenecks 
in emergency department (ED) 
triage, leading to admission delays. 
Despite the increase in teams, 
triaging responsibilities were 
distributed across rounding teams, 
requiring teams to field 30 or more 
ED pages daily while rounding, 
discharging patients, and man-
aging intensive care unit (ICU) 
transfers. The consequences were 
predictable: slow page responses, 
prolonged ED boarding, delayed 
transfers, mounting cognitive load, 
and growing friction between ED 
and DHM practitioners.

Solutions Overview

To address this, we implemented a 
dedicated triage hospitalist model: 
a single clinician whose sole role 
was to serve as the hospital’s 
front door. Triage hospitalist 
roles are well described at large 
AMCs, where they have shortened 
admission times and improved 
throughput.1,2,3 We aimed to adapt 
that model to a high-occupancy, 
multisite quaternary care center 
and design it so that hospitals 
of any size, not only large AMCs, 
could apply the same principles. 

Our reasoning was simple: front-
door triage is the highest-leverage 
decision point in hospital flow; if 
we could get it right, it would lead 
to bidirectional gains across the 
ED, ICU, and inpatient units. We 
hoped that this would lead to fast-
er, more appropriate admissions 
upstream and fewer interruptions 
and earlier discharges downstream 
on inpatient units.

We piloted a hybrid triage hos-
pitalist model with two shifts: (1) 
a remote morning shift (7 a.m. to 1 
p.m.) centralizing pager manage-
ment and overnight admission 

distribution and (2) an in-person 
afternoon shift (1 p.m. to 7 p.m.) 
continuing triage while staff-
ing additional admissions once 
rounding teams reached capacity. 
The role functioned as a cen-
tralized clinical and operational 
decision-maker: assigning patients, 
adjudicating level of care, guiding 
right-site placement, and coordi-
nating ICU downgrades. 

The role was supported by cen-
tralized digital pager management, 
the development of a triage dash-
board showing incoming demand 
at the point of entry, real-time 
physician availability, and stan-
dardized handoffs using the situa-
tion, background, assessment, and 
recommendation (SBAR) format. 
Core stakeholders included DHM, 
ED, case management, ICU, nurs-
ing, and operational leadership at 
affiliate sites that would receive 
redirected patients. The objectives 
were explicit: improved through-
put, right-site placement, safer 
transfers, and fewer interruptions 
for rounding teams to facilitate 
rounds and discharges. 

Implementation Overview

Mapping the Current State

A review of our AMC’s 2020-2025 
records showed the medicine 
admissions pager often received 
more than 40 pages a day—at 
times up to 10 in a single hour—
while the physicians answering 
those pages were also round-
ing and discharging. On paper, 
the problem was not effort or 
head count; it was that the most 
time-sensitive decision in the sys-
tem had no owner. Triage was an 
unstaffed function that needed to 
have its own stakeholder. 

Designing the Role 
We knew the responsibilities of 
triaging varied depending on the 
time of day. For example, morning 
work (7 a.m. to 1 p.m.) is largely 
coordination that can be done 
remotely: receiving the overnight 
backlog, distributing admissions, 
and managing the pager. The 
remote nature of the work also 
widened the pool of clinicians who 
could staff it. In contrast, after-
noon work (1 p.m. to 7 p.m.) is more 
variable and physical: teams often 
reach their caps, and someone 
must absorb additional admissions 
while triaging; thus, the afternoon 
triage role was designed to be 
in-person. 

HOW WE DID IT

A Dedicated Triage 
Hospitalist to Improve 

Flow in a Multisite 
Health System
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Standardizing Decisions 
and Handoffs

To keep decisions consistent 
across hospitalists who might 
do the role, we standardized the 
responsibilities whenever possible. 
SBAR handoffs structured every 
transfer of information. Standard-
ized pathways for selected pre-
sentations (for example, routing 
a heart failure exacerbation to 
cardiology) and short-stay scenar-
ios guided inpatient-versus-ob-
servation decisions in real time. 
Pre-transfer safety criteria guided 
ICU downgrades; for instance, we 
ensured that patients being down-

graded from the ICU had been off 
vasopressors for at least 12 hours, 
extubated for at least 24 hours, and 
had unnecessary lines removed. 

Building Trust 

The triage hospitalist model only 
works if both sides (accepting 
hospitalists and admitting ED 
physicians) trust its judgment, so 
we positioned the role as a neutral 
advisor, not a gatekeeper. When a 
patient’s disposition was unclear, 
the triage hospitalist worked with 
the ED physician to create appro-
priate contingency plans and facil-
itate appropriate disposition. If the 

triage hospitalist felt the patient 
was unstable for the floor, for ex-
ample, they would speak with the 
ED to streamline an ICU consult 
before formally accepting. This 
form of shared decision making 
led to patients being accepted in a 
way that was consistent and pri-
oritized safety. Over time, having 
one credible and predictable point 
of contact did more for ED-DHM 
relations than any single policy.

Outcomes and Impact

The preliminary results below are 
gathered from our first year of 
implementation (with the com-

parison periods stated); they are 
broken down by throughput, ap-
propriate placement or bed utiliza-
tion, discharge flow, and clinician 
experience or interdepartmental 
culture. 

Throughput

During the peak winter months 
(December through March), the 
implementation of the triage 
hospitalist led to a 31% year-over-
year improvement in ED page-to-
response time and a 14% improve-
ment in ED boarding time. Faster 
responses and shorter boarding 
are important because boarding 
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is associated with worse patient 
outcomes and because ED length 
of stay rises sharply once hospital 
occupancy exceeds 90%.4,5,6

Right-site Placement 
and Utilization

Implementation of the triage 
hospitalist coincided with a 39% 
increase in admissions to a sat-
ellite-site campus; roughly nine 
patients per day were redirected 
from the main hospital to a part-
ner location. Operationally, this 
unlocks bed capacity in the high-
est-demand building and reserves 
it for more complex patients, while 
routing appropriate, clinically 
stable patients to sites that would 
otherwise sit under capacity. 

Discharge Flow

Since implementation of the 
triage hospitalist, we have seen an 
18% year-to-date improvement in 
discharge orders placed by 9 a.m., 
attributable in part to removing 
triage interruptions from round-
ing teams. These discharges free 
beds earlier in the day, when ED 
demand is building, allowing for 
more streamlined flow throughout 
the day when resources are ample 
and transfers are more easily 
completed. 

Physician Experience and 
Interdepartmental Culture

Among 98 respondent clinicians 
(ED, DHM, and inclusive of house 
staff working in each setting) who 
worked both before and after 
implementation of the triage 
hospitalist system, 88% reported 
that the admissions workflow 
improved (88% and 89% for ED and 
DHM physicians, respectively). 
Additionally, 75% reported fairer, 
more consistent admission deci-
sions and 70% reported reduced 
admission-related burnout, with 
majorities reporting improved  

ED–DHM communication and 
professionalism.

Lessons Learned

The most transferable lesson is 
counterintuitive: adding rounding 
teams can make flow worse, not 
better, if the coordinating function 
is not redesigned at the same time. 
More teams—with different staff-
ing models and schedules—multi-
ply the assignment decisions, and 
distributing those decisions across 
busy clinicians guarantees that 
none of them owns the work. A 

single, dedicated, front-door, deci-
sion maker reduced interruptions 
across the whole system, which is 
why the downstream discharge 
gains appeared alongside the up-
stream throughput gains.

Trust is at the heart of any new 
role. The literature shows that ED 
and triage clinicians frequently 
disagree on disposition, so we 
knew rigid rules would be insuf-
ficient for disposition.7 For this 
reason, since its inception, the 
triage hospitalist has worked with 
the ED to facilitate admissions. 
When disagreements arose, they 
were handled with mutual respect 
and professionalism, creating an 
environment where psychological 
safety was prioritized, and pa-
tients were admitted when both 
parties felt comfortable with the 
decision. At times, this required 
contingency planning and at other 
times it meant waiting for patients 
to stabilize; however, in all in-
stances, the plan was created with 
shared decision making between 
the triage hospitalist and the ED 
physician, leading to better and 
safer patient care. That culture, 
more than any protocol, is what 
reduced admission-related burn-
out on both sides. 

Build the role with durable 
infrastructure so it is not depen-
dent on one exceptional clinician. 
In our case, we have more than 120 
faculty who can do these shifts, so 
creating standardized responsi-
bilities leads to a framework that 
scales and helps streamline the 
role, regardless of who is doing it.

The gains here came not from 
head count or system resources, 
but rather from giving triage a 
single, accountable owner, some-
thing a community or smaller 
academic medical center can do 
at far lower cost. A smaller model 
might include one part-time triage 
shift covering the highest-volume 

hours rather than a full multi-shift 
structure and rely on a shared 
pager and SBAR handoffs before 
investing in a dashboard.

Future Directions 

Our nearest-term priority is 
to grow the service in the two 
directions that matter most to a 
multi-site AMC. We are working 
to expand triage to additional 
services, including cardiology and 
oncology, while also increasing tri-
age support for other affiliate sites 
beyond the main hospital. n
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Key Points

•	 Expanding rounding ca-
pacity without redesigning 
the coordinating function 
increases assignment com-
plexity; a dedicated front-
door decision-maker simpli-
fies flow. 

•	 Centralizing admission tri-
age produces bidirectional 
gains: faster, more appro-
priate admissions upstream 
and fewer interruptions and 
earlier discharges down-
stream. 

•	 The triage clinician needs 
credibility with both ED and 
DHM; the role should be po-
sitioned as a neutral advisor, 
not a gatekeeper.

•	 Standardized pathways and 
digital tools (dashboard, 
centralized paging, SBAR 
handoffs) are most effective 
when paired with real-time 
clinician judgment.

•	 Design the role as durable 
infrastructure, with staffing, 
pager routing, coverage, ed-
ucation, and measurement 
planned from the outset, 
so it survives beyond any 
individual clinician.



By R. Vincent Smith, MD

1	 Ultrasound-Facilitated, Catheter-
Directed Fibrinolysis for Acute 
Pulmonary Embolism

CLINICAL QUESTION: Does ultrasound-facili-
tated, catheter-directed 
thrombolysis improve 
clinical outcomes in 
patients with acute pulmo-
nary embolism (PE), right 
ventricular strain, and signs 
of cardiorespiratory 
distress?

BACKGROUND: Clinical 
equipoise remains for this 
population, which sits between low-risk PE 
managed with anticoagulation alone and hemo-
dynamically unstable PE where reperfusion is 
standard. Prior work (the PEITHO trial) showed 
that systemic thrombolysis with tenecteplase 
reduces hemodynamic collapse in these pa-
tients, but this comes at the cost of increased 
major extracranial bleeding (6.3% versus 1.2%) 
and hemorrhagic stroke (2.0% versus 0.2%), a 
trade-off that has limited its routine use.

STUDY DESIGN: Multinational, open-label ran-
domized controlled trial with blinded, indepen-
dent outcome adjudication where 544 patients 
were randomized 1 to 1 to ultrasound-facilitated, 
catheter-directed thrombolysis (USCDT) plus 
anticoagulation, versus anticoagulation alone.

SYNOPSIS: Patients had intermediate-risk PE 
(right ventricle to left ventricle ratio at least 
1.0, with elevated troponin), and enrollment 

was enriched further by requiring at least two 
markers of cardiorespiratory distress (border-
line hypotension, tachycardia, tachypnea, or 
hypoxemia) within six hours of randomization. 
This roughly corresponds to European Society of 
Cardiology intermediate-high risk classification 
and American Heart Association and American 
College of Cardiology classification (recently 
published) category C3, with a minority likely 
meeting D1. The trial met its primary endpoint, 
with a statistically significant reduction in the 
composite of PE-related death, decompensation 
or collapse, or symptomatic recurrence at seven 
days (4.0% versus 10.3%; relative risk, 0.39; 95% 
confidence interval [CI], 0.20 to 0.77). This was 
driven largely by the decompensation-collapse 
component (10 versus 28 patients), a substantial 
portion of which was captured by a National 
Early Warning Score of 9 or higher, a physiologic 
score calculated from vital signs, rather than by 
events such as cardiac arrest, shock, intubation, 
or ECMO. The National Early Warning Score 
threshold was intended to identify early physi-
ologic deterioration before patients progressed 
to more overt cardiorespiratory collapse. The 
individual components of the composite did not 
differ meaningfully between groups, though 
these were not independently powered. In this 
open-label design, rescue therapy after random-
ization was used less often with USCDT than 
with anticoagulation alone (2.9% versus 9.2%). 
Major bleeding at 30 days was similar between 
arms (4.1% versus 3.0%), with no intracranial 
hemorrhage in either group.

BOTTOM LINE: HI-PEITHO is the first large 
RCT to demonstrate clinical benefit from ad-

vanced therapy in this population. USCDT sig-
nificantly reduced a composite outcome driven 
largely by early physiologic deterioration, with a 
reassuring bleeding profile.

CITATION: Rosenfield K, et al. Ultrasound-fa-
cilitated, catheter-directed fibrinolysis for 
acute pulmonary embolism. N Engl J Med. 
2026;394(20):1979-1990. doi: 10.1056/NEJ-
Moa2516567.

Dr. Smith is an academic hospitalist at Erlanger 
Hospital and division chief of general internal 

medicine and assistant professor of medicine at 
University of Tennessee Health Science Center 

College of Medicine, both in Chattanooga, Tenn.

By Maria Tudor, DO

2	 Continuing SGLT2 Inhibitors After 
Urinary Tract Infection

CLINICAL QUESTION: Do SGLT2 inhibitors 
need to be discontinued in 
patients with type 2 
diabetes mellitus (T2DM) 
who develop a urinary tract 
infection (UTI), and what 
are the clinical implications 
after discontinuation?

BACKGROUND: SGLT2 
inhibitors are medications 
that work by blocking the 
SGLT2 cotransporter in the kidney proximal 
convoluted tubule, leading to glucosuria. As a 
result, these agents have been associated with 
UTIs and genitourinary infections. Patients who 
develop UTIs while taking SGLT2 inhibitors 
experience deterioration of their renal function 
and adverse cardiovascular effects. In addition 
to treating hyperglycemia in patients with 
T2DM, SGLT2 inhibitors exert cardiovascular 
and renal protection; therefore, their discon-
tinuation after initial UTI is associated with 
increased risk for adverse cardiac and renal 
outcomes.

STUDY DESIGN: Retrospective observational 
study using target trial emulation methodology

SETTING: Healthcare database of patients with 
T2DM in Hong Kong

SYNOPSIS: The study reviewed 61,606 patients 
with T2DM treated with SGLT2 inhibitors 
between 2015 and 2022 and compared clinical 
outcomes in patients who continued or discon-
tinued these agents within 120 days after the 
index UTI. Of the patients who developed UTI, 
32.31% discontinued SGLT2 inhibitors. Endpoints 
looked at both primary outcomes (cardiovascu-
lar and renal) and secondary outcomes (recur-
rent UTI). Those patients who developed UTI 
had a higher risk of adverse outcomes, includ-
ing a 3.2-fold increased risk of cardiovascular 
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composite outcomes and a 2.5-fold increased 
risk of primary renal composite outcomes, with 
an overall 3.4-fold increased risk of all-cause 
mortality.

Despite this association of adverse outcomes 
in patients treated with SGLT2 inhibitors and 
new-onset UTI, discontinuation of the SGLT2 
inhibitors after UTI resulted in a higher risk of 
cardiovascular composite outcomes (hazard ra-
tio [HR], 1.35; 95% CI, 1.20 to 1.53) as well as renal 
primary outcomes (HR, 1.35; 95% CI, 1.21 to 1.51) 
regardless of age, duration of diabetes mellitus, 
and other comorbidities. Patients who discon-
tinued the SGLT2 inhibitors had a similar risk of 
developing recurrent UTI compared to patients 
who continued these agents (HR, 0.96; 95% CI, 
0.22 to 4.29).

BOTTOM LINE: Discontinuation of SGLT2 
inhibitors after developing UTI is associated 
with increased risk of cardiovascular and renal 
outcomes and overall increased mortality and 
does not decrease risk of recurrent UTIs.

CITATION: Wu MZ, et al. Urinary tract infection 
and continuation of sodium-glucose cotrans-
porter-2 inhibitors in diabetic patients. Eur 
Heart J. 2025:ehaf788. doi: 10.1093/eurheartj/
ehaf788.

Dr. Tudor is an academic hospitalist at Erlanger 
Hospital, and associate program director of 

the internal medicine residency program and 
associate professor of medicine at University of 

Tennessee Health Science Center College of 
Medicine, both in Chattanooga, Tenn.

By Curtis Cary, MD

3	 Physician Attire Does Not Influence 
Patient Trust

CLINICAL QUESTION: Are patients influenced 
by what physicians wear? Does wearing a white 
coat instead of surgical 
scrubs enhance patient 
trust in their physician and 
the care they are provid-
ing?

BACKGROUND: White 
coats have come to define 
physicians, personifying 
cleanliness, authority, and 
competence. However, 
fashion trends in medicine have changed since 
the COVID-19 pandemic, with more physicians 
wearing scrubs, jackets, and fleeces on inpatient 
medicine services. A systematic review of 30 
studies found that 60% of image-based studies 
favored white coats and formal attire, yet in 
studies where patients were surveyed following 
an actual clinical encounter, only 25% preferred 
formal attire with white coats. This study sought 
to determine if acutely ill patients admitted to 
an inpatient medicine service favor their doctor 
wearing a white coat during an extended inpa-
tient stay.

STUDY DESIGN: Prospective quasi-experimen-
tal study in which five hospitalists alternated 
weekly between scrubs and formal attire, with 
each serving as their own control.

SYNOPSIS: This study of 220 adult patients 
given the modified Trust in Physician Scale 
(TIPS) survey showed no difference in patient 
trust, whether the physician wore a white coat 
with formal attire (mean TIPS score, 2.00; 95% 
CI, 1.90 to 2.09) or surgical scrubs without a 
white coat (mean TIPS score, 2.08; 95% CI, 1.95 
to 2.21; P=0.26). Participating physicians wore 
either traditional attire or surgical scrubs in 
alternating weekly rotations. Patients had 

a mean length of stay of three days (range, 1 
to 11) and spoke English or Spanish. Notably, 
despite patients’ stated preferences for either 
type, there was no correlation between these 
stated preferences and their actual trust in 
their physicians. The single-center sampling 
in one academic medical center limits general-
izability to other geographic areas and clinical 
settings.

BOTTOM LINE: This study suggests that trust in 
hospitalized medicine patients is not influenced 
by whether their physicians wear white coats or 
surgical scrubs. Clinical competence, communi-
cation, and interpersonal warmth matter more 
than physician attire.

CITATION: Tudtud-Hans L, et al. Does what doc-
tors wear really matter? The DRESS prospective 
study on patient trust. Am J Med. 2026;139(7):922-
930.e4. doi: 10.1016/j.amjmed.2026.02.019.

Dr. Cary is an academic hospitalist at Erlanger 
Hospital and program director of the internal 

medicine residency program and associate 
professor of medicine and pediatrics at University 

of Tennessee Health Science Center College of 
Medicine, both in Chattanooga, Tenn.

By Nick Pumilia, MD

4	 Oral Antithrombotic Monotherapy 
Is as Effective as Dual Therapy and 
Likely Safer in Advanced Kidney 
Disease

CLINICAL QUESTION: Is oral anticoagulant 
monotherapy safer and 
more effective than dual 
antithrombotic therapy in 
patients with atrial fibrilla-
tion (AF), coronary artery 
disease (CAD), and ad-
vanced chronic kidney 
disease (CKD)?

BACKGROUND: Current 
guidelines recommend dual 
antithrombotic therapy for the first 12 months 
after coronary intervention and acute myocar-
dial infarction in patients with AF, followed by 
oral anticoagulant (OAC) monotherapy there-
after in stable CAD. Data are limited regarding 
optimal management for patients presenting 
with AF, CAD, and advanced CKD.

STUDY DESIGN: Retrospective cohort study

SETTING: TriNetX Research Network, a global 
federated database of 144 healthcare organiza-
tions across 18 countries

SYNOPSIS: This study compared OAC mono-
therapy (apixaban, rivaroxaban, edoxaban, 
dabigatran, or warfarin) against dual anti-
thrombotic therapy (OAC plus aspirin, clopido-
grel, ticagrelor, prasugrel, or cilostazol) in 12,589 
propensity-matched pairs of adults with AF, 
CAD, and advanced (stage 4, 5, or dialysis-de-
pendent) CKD. Over 12 months, patients in the 
monotherapy group demonstrated a signifi-
cantly lower risk of major adverse cardiovascu-
lar events (HR, 0.84), acute ischemic stroke, and 
acute myocardial infarction, while improving 
safety outcomes by reducing major bleeding, 
minor bleeding, and intracranial hemorrhage 
risks. All-cause mortality showed no signif-
icant difference between the two treatment 
arms. Notably, dual therapy was the dominant 
strategy before matching, used in roughly 
three of every four patients, highlighting how 
common dual antithrombotic therapy remains 
in routine clinical practice. Because this is an 
observational database study, it is limited by 
potential incomplete capture or misclassi-

fication of clinical events occurring outside 
participating facilities. Subgroup analyses of 
individual agents were underpowered, and 
the data lacked precise medication doses or 
durations; therefore, clinicians should interpret 
class-wide benefits carefully before switching 
highly individualized regimens.

BOTTOM LINE: In patients with AF, CAD, and 
advanced CKD, OAC monotherapy is at least as 
effective as dual antithrombotic therapy and is 
likely safer.

CITATION: Kao CC, et al. Antithrombotic 
strategies in advanced chronic kidney disease: 
real-world comparison of oral anticoagulation 
alone vs dual antithrombotic therapy. Mayo 
Clin Proc. 2026;101(5):727-742. doi: 10.1016/j.
mayocp.2025.12.028. 

Dr. Pumilia practices outpatient general internal 
medicine at Erlanger Hospital and is an assistant 
professor of medicine at University of Tennessee 

Health Science Center College of Medicine, both 
in Chattanooga, Tenn.

By Cody D. Smith, DO

5	 Initial Dose of Diuretics for Heart 
Failure Admissions Matters

CLINICAL QUESTION: Does initial dosing of 
diuretics for heart failure 
admissions change length 
of stay (LOS) or have any 
bearing on outcomes?

BACKGROUND: Little is 
known about the initial 
dosing of loop diuretics 
among patients hospital-
ized for heart failure and its 
association with outcomes. 
Guidelines recommend an initial IV dose at 
least equal to the home oral dose, and clinical  
practice commonly follows this by empirically 
converting and increasing home diuretics on ad-
mission. Yet outcomes data behind this practice 
have been limited.

STUDY DESIGN: A retrospective cohort study

SETTING: 12 Allina Health hospitals in central 
Minnesota and western Wisconsin and 12 Atri-
um Health hospitals in North Carolina between 
January 1, 2017, and December 31, 2020

SYNOPSIS: A substantial proportion of hospi-
talized congestive heart failure (CHF) patients 
(more than a third) started with a dose that 
was less than or equal to their home dose. 
Among the 14,332 patients in the cohort, 13% 
received a lower-than-home initial dose, 22% an 
equivalent dose, and 65% a higher-than-home 
dose. Lower initial doses were linked to longer 
hospital stays, possibly due to slower symptom 
control or the need for repeated dosing. The 
median LOS was 4.9 days in the lower-dose 
group versus 4.0 days in the equivalent- and 
higher-dose groups. Higher initial doses were 
associated with a modestly increased acute 
kidney injury risk (12.5% versus 10.9% with 
equivalent dosing; adjusted incidence rate ratio, 
1.17; 95% CI, 1.04 to 1.31), but a reduced rate of 
30-day readmission (15.3% versus 17.9%; adjust-
ed incidence rate ratio, 0.85; 95% CI, 0.78 to 0.93). 
There was no significant mortality difference 
between the two groups. A secondary chart 
review of 1,010 patients supported this path-
way: those who started on a lower-than-home 
dose had less net fluid loss in the first days of 
hospitalization and were roughly four times 
more likely to need a diuretic dose increase on 
day two of admission.

Dr. Cary
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BOTTOM LINE: In a multicenter cohort of 
patients hospitalized for CHF exacerbation, 
a higher-than-home initial diuretic dose was 
associated with shorter LOS and higher risk of 
acute kidney injury, with no change in mortal-
ity. These findings suggest that initial diuretic 
dosing plays an important role in determining 
clinical outcomes for acute HF.

CITATION: Qadri N, et al. Cohort study of initial 
diuretic dosing and outcomes among patients 
hospitalized for congestive heart failure. J 
Am Heart Assoc. 2026;15(6):e038783. doi: 10.1161/
JAHA.124.038783.

Dr. Smith is an academic hospitalist at Erlanger 
Hospital and an affiliated assistant professor 

of medicine at University of Tennessee Health 
Science Center College of Medicine, both in 

Chattanooga, Tenn.

By Brandon Renda, DO

6	 Bleeding Risk in Atrial Fibrillation: 
Diltiazem Versus Metoprolol with 
Direct Oral Anticoagulants

CLINICAL QUESTION: Among patients with 
atrial fibrillation (AF) 
receiving apixaban or 
rivaroxaban, does concomi-
tant use of diltiazem 
increase the risk of serious 
bleeding compared with 
metoprolol for rate control?

BACKGROUND: Direct oral 
anticoagulants, including 
apixaban and rivaroxaban, 
are commonly prescribed for stroke prevention 
in AF. Both agents are metabolized through 
cytochrome P450 3A4 (CYP3A4) and P-glycopro-
tein (P-gp). Because diltiazem inhibits CYP3A4 
and P-gp, concomitant use may increase direct 
oral anticoagulant plasma concentrations and 
potentially increase the risk of bleeding.

STUDY DESIGN: Population-based, propensity 
score-matched retrospective cohort study

SETTING: IBM MarketScan database

SYNOPSIS: This study identified 23,104 diltiazem 
users and 84,967 metoprolol users with AF who 
were newly initiated on apixaban or rivarox-
aban and had no prior anticoagulation use. Pa-
tients receiving diltiazem were propensity score 
matched 1 to 1 with those receiving metoprolol, 
yielding 23,000 patients per group. The primary 
outcome was hospitalization for serious bleed-
ing. Secondary outcomes included stroke or 
systemic embolism. Compared with metoprolol, 
diltiazem use was associated with a higher risk 
of serious bleeding (467 versus 397 events; rate 
difference, 5.4 events per 1,000 person-years; 95% 
CI, 1.2 to 9.6). Bleeding risk was greatest among 
patients receiving diltiazem doses greater 
than 120 mg/day. Rates of ischemic stroke and 
systemic embolization were similar between 
groups. Limitations include the retrospective 
observational design, reliance on administrative 
claims data, and the potential for residual con-
founding from unmeasured variables despite 
propensity score matching.

BOTTOM LINE: Among patients with AF treated 
with apixaban or rivaroxaban, concomitant use 
of diltiazem was associated with a small but 
statistically significant absolute increase in the 
risk for serious bleeding compared with metop-
rolol, without a meaningful difference in stroke 
or systemic embolism. Clinicians should consid-
er this potential drug interaction, particularly 
when prescribing higher doses of diltiazem.

CITATION: Dawwas GK, et al. The risk for 
bleeding in patients with atrial fibrillation from 
concomitant use of apixaban or rivaroxaban 
with diltiazem compared with metoprolol. Ann 
Intern Med. 2026;179(4):515-523. doi: 10.7326/AN-
NALS-25-01408.

Dr. Renda is a PGY-2 internal medicine resident 
at the University of Tennessee Health Sciences 

College of Medicine and Erlanger Hospital, both 
in Chattanooga, Tenn.

By Noah Lubin, MD

7	 Semaglutide Reduces Alcohol Use 
in Patients with Obesity Seeking 
Treatment for Alcohol Use Disorder

CLINICAL QUESTION: Can GLP-1 receptor 
agonists be used to reduce 
alcohol use in obese 
patients motivated to 
reduce alcohol consump-
tion?

BACKGROUND: Alcohol 
use disorder accounts for 
2.6 million deaths world-
wide annually, and while 
some medications are 
approved for treatment, there is a need for new 
therapeutic interventions. Preclinical and initial 
human studies note that the GLP-1 receptor ago-
nist semaglutide might reduce alcohol use.

STUDY DESIGN: Randomized, single-center, 
double-blinded, placebo-controlled, clinical trial

SETTING: Mental Health Center Copenhagen, 
Copenhagen, Denmark

SYNOPSIS: The study enrolled 108 treat-
ment-seeking adults with a BMI of 30 kg/m² or 
higher and an Alcohol Use Disorders Identifi-
cation Test (AUDIT) score above 15. Eligibility 
also required at least six heavy drinking days 
within 30 days before enrollment. Participants 
were randomized 1 to 1 to once-weekly subcuta-
neous semaglutide titrated to 2.4 mg (n=54) or 
placebo (n=54) for 26 weeks. All participants in 
both groups were offered standardized cogni-
tive behavioral therapy, and the mean number 
of sessions received was similar between arms. 
Heavy drinking days fell by 41.1 percentage 
points with semaglutide (95% CI,  –48.7 to –33.5) 
versus 26.4 percentage points with placebo 
(95% CI, –34.1 to –18.6), an estimated treatment 
difference of –13.7 percentage points (95% CI, 
–22.0 to –5.4; P=0.0015). Total alcohol consump-
tion also declined more with semaglutide 
(–1550.2 g versus –1025.9 g per 30 days; estimat-
ed difference –467.5 g per 30 days). Self-reported 
drinking was corroborated by phosphatidyl 
ethanol, an objective alcohol biomarker, which 
fell significantly with semaglutide but was 
unchanged with placebo. Only three medica-
tions—disulfiram, acamprosate, and naltrex-
one—are currently U.S. Food and Drug Admin-
istration-approved for alcohol use disorder, and 
these results suggest that semaglutide may 
add to that limited armamentarium in patients 
with comorbid obesity, though the authors 
caution that further research is needed before 
off-label use can be endorsed. Limitations in-
clude no follow-up beyond 26 weeks, restriction 
to patients with obesity, a predominantly white 
study population, and an inability to determine 
whether the treatment effect is independent of 
weight loss.

BOTTOM LINE: Once-weekly semaglutide 
reduces heavy drinking days and total alcohol 
consumption in treatment-seeking patients 
with alcohol use disorder and comorbid obesity.

CITATION: Klausen MK, et al. Once-weekly 
semaglutide versus placebo in patients with 
alcohol use disorder and comorbid obesity: a 
randomised, double-blind, placebo-controlled 
trial. Lancet. 2026;407(10540):1687-1698. doi: 
10.1016/S0140-6736(26)00305-3. 

Dr. Lubin is a PGY-3 internal medicine resident 
at the University of Tennessee Health Sciences 

College of Medicine and Erlanger Hospital, both 
in Chattanooga, Tenn.

By Amanda Herring, DO, MS

8	 PPI Use Is Associated with Increased 
Risk of Chronic Obstructive Airway 
Disease Exacerbation

CLINICAL QUESTION: Does proton pump 
inhibitor (PPI) use increase 
the risk of obstructive lung 
disease exacerbation?

BACKGROUND: Previous 
studies have shown incon-
sistent results, yielding an 
unclear correlation be-
tween PPI use and risk of 
exacerbation of obstructive 
lung diseases. Some trends 
have been established, but little is known about 
dose-dependent responses.

STUDY DESIGN: Retrospective cohort study

SETTING: Belgian nationwide claims data incor-
porating outpatient pharmacy dispensing and 
hospital care records.

SYNOPSIS: Using Belgian nationwide claims 
data of 932,135 adult patients with long-term 
medication use for chronic obstructive air-
way disease in both inpatient and outpatient 
settings, this study established an increased 
risk of exacerbation with concurrent use of 
PPI. Specifically, after adjustment for age, sex, 
smoking, socioeconomic status, exacerbation 
history, frailty, comorbidities, and gastroesoph-
ageal reflux disease (GERD), they found an 18% 
increased risk of exacerbation with PPI use 
(adjusted HR, 1.18; 95% CI, 1.17 to 1.19). Further, 
this study showed the risk of exacerbation 
increased with cumulative PPI use, from an 
HR of 1.09 at up to 28 defined daily doses, to 1.25 
at over 365. Notably, exposure of one week or 
less was not associated with exacerbation, and 
neither was short-term use in patients with a 
GERD diagnosis, suggesting the signal reflects 
chronic use rather than appropriate short 
courses. Confounding by indication remains 
a concern, as PPI users were older, sicker, and 
more frequent exacerbators at baseline, though 
propensity weighting did not meaningfully 
change the estimate. Though no clear causal 
relationship can be established from this data, 
physicians prescribing PPIs should consider 
shorter treatment duration and reassessment 
of PPI indication in patient populations receiv-
ing long-term medications for chronic obstruc-
tive airway disease.

BOTTOM LINE: Long-term PPI use is associated 
with increased exacerbation risk in chronic ob-
structive airway disease; short courses for clear 
indications appear safe.

CITATION: Dehondt V, et al. Exacerbation risk by 
chronic proton pump inhibitor use in obstruc-
tive lung diseases. Chest. 2026;169(5):1218-1227. doi: 
10.1016/j.chest.2026.01.002. 

Dr. Herring is a PGY-2 internal medicine resident 
at the University of Tennessee Health Sciences 

College of Medicine and Erlanger Hospital, both 
in Chattanooga, Tenn. n
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By Ruth Jessen Hickman, MD

In sickle cell disease (SCD), inherited 
mutations in hemoglobin cause 
red blood cells to become rigid and 

sickle-shaped, obstructing microvascular flow 
and triggering inflammation, hemolysis, and 
vaso-occlusion. For hospitalists, one of the most 
urgent consequences is severe acute pain that 
requires rapid, individualized, and bias-aware 
treatment.

When these sickle-shaped cells obstruct mi-
crovascular flow, this leads to episodes of intense 
pain, termed vaso-occlusive episodes or pain 
episodes (formerly termed “pain crises”), which 
sometimes require treatment in a hospital. Yet 
for a variety of reasons, including bias and struc-
tural racism, clinicians sometimes underestimate 
pain in people with SCD, and these individuals 
have not always had their pain needs adequately 
met during a vaso-occlusive episode. 

For hospitalists, the practical priorities are 
straightforward but often difficult to execute 
consistently: believe patient-reported pain; treat 
within the first hour; use individualized pain 
plans whenever available; reassess frequently; 
balance adequate analgesia with oversedation 
risk; and communicate clearly at discharge to 
preserve continuity.

“Trust the patient and the pain level that they 
are reporting to you,” emphasized Blaine Huss, 
MD, MHA, a hospitalist with Yale New Haven 
Hospital, in New Haven, Conn., which has a 
dedicated inpatient SCD unit. “Please take their 
pain seriously.”

“Many patients with sickle cell disease who 
are hospitalized for acute 
pain episodes feel that their 
concerns and experiences 
could be better heard and 
acknowledged,” said 
Shaheen Fatima, MD, a 
hospitalist affiliated with 
Emory University School of 
Medicine and Grady 
Memorial Hospital in 
Atlanta. “Assessment and 
management of pain shouldn’t just be about 
medications. It should employ a whole-person, 
holistic approach.”

Understanding Sickle Cell Disease

Proper management of SCD requires an under-
standing of the full scope of the disease and its 
impact on patients. Previously, SCD largely led 
to childhood mortality. Due to newer treatment 
and monitoring practices, most children in 
resource-rich countries now live to adulthood, 
although with a life expectancy currently three 
decades shorter than the general population.1

However, with these improvements, some 
of the long-term complications of SCD from 
progressive organ damage have become more 
evident. For example, patients may suffer from 
chronic kidney disease, liver disease, neuro-
logical impairments from silent infarcts or 
stroke, or pulmonary hypertension related to 
acute chest syndrome, all of which hospitalists 
must assess and consider. Patients can differ 
significantly in these manifestations, or in their 
baseline levels of hemoglobin.1 

“There is such a range in how sickle cell pa-
tients present,” Dr Huss said. “It’s really import-
ant that we get to know them and see them as 
individuals.”

Avascular necrosis is another important com-
plication. These and other skeletal abnormalities 
from recurrent vaso-occlusive episodes can lead 
to chronic pain syndromes that are sometimes 
difficult to treat, even when patients are not in 
the midst of a pain crisis. Some patients have 
sources of pain with clear origins on imaging, 
such as avascular necrosis, but a subset of other 
patients develop pain of more nociplastic origin.

Current guidelines from the American Society 
of Hematology (ASH) emphasize a holistic, 
multimodal approach for chronic pain in SDC, 
including options such as serotonin and nor-
epinephrine reuptake inhibitors, nonsteroidal 
anti-inflammatory drugs (NSAIDs), and/or non-
pharmacological approaches such as cognitive 
behavioral therapy and massage therapy for 
appropriate patients. However, some patients 
still require chronic opioids from their outpa-
tient practitioners to manage their refractory 
chronic pain.2

Treatment Landscape

Disease-directed options remain limited. Three 
medications to date have been approved by the 
U.S. Food and Drug Administration (FDA) to 
treat SCD long-term: hydroxyurea, l-glutamine, 
and crizanlizumab. The latter, although still 
currently available in the U.S., has been removed 
from European markets following some contra-
dictory phase 3 results, which are being pursued 
in a follow-up trial.1 

A fourth medication, voxelotor, was approved 
in 2019, but the manufacturer abruptly removed 
it from the market in 2024 over safety concerns. 
Despite research efforts, no treatments have 
yet been approved by the FDA to shorten the 
duration or intensity of sickle cell pain episodes, 
leaving practitioners with no disease-specific 
treatments and only symptomatic approaches 
to address pain.1

Some of this reflects challenges of sickle cell 
research itself and consequent multiple disap-
pointing results from phase 3 trials. However, 

historically, sickle cell disease has also been 
comparatively underfunded in research from 
government and private foundations, with few-
er specialized centers compared to a genetic con-
dition like cystic fibrosis, which affects primari-
ly white patients; ASH and advocacy groups are 
making serious efforts to address these research 
disparities to achieve better treatments.3,4

Although hematopoietic stem cell transplants 
and now newer FDA-approved gene therapies 
provide exciting opportunities for potential 
disease cure in select individuals, many practical 
barriers to implementation exist; most patients 
will still require pharmacologic care with occa-
sional treatment for vaso-occlusive episodes.   

Practitioner Biases Toward SCD Patients

Vaso-occlusive pain episodes are the most com-
mon reason for hospitalization in people with 
SCD. Hospitalizations have decreased for indi-
viduals with sickle cell disease over the past 15 
years, partly due to greater reliance on special-
ized outpatient settings that can often deliver 
treatment more quickly compared to general 
emergency rooms. However, such centers are 
not available everywhere, and some patients 
still require treatment in a hospital setting to 
achieve adequate pain control or to treat com-
plications from a pain episode.5

Unfortunately, some patients still experience 
stigma and implicit or explicit bias, especially 
from physicians with less experience with this 
population. Race, socioeconomic status, and bias 
against patients who need opioid treatment 
can all play a role.6 Some clinicians may misat-
tribute a patient’s legitimate attempts to seek 
treatment for their pain crisis as drug-seeking 
behavior. Experiences of stigma can worsen the 
mental and emotional impact of the disease for 
patients, contributing to greater perceived pain 
and worse quality of life for patients.3

“Provider attitude and behavior towards 
patients in a pain crisis varies,” Dr. Fatima 
said. “There are often opportunities to further 
strengthen patient-centered care.” She pointed 
to the importance of avoiding assumptions 
about drug-seeking behavior, as opioid use dis-
order among patients with SCD occurs at rates 

Dr. Fatima
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similar to the general population.7

Compared to other patients needing opioid 
treatment, such as those with renal colic, pa-
tients with SCD experiencing a vaso-occlusive 
pain episode may be treated less quickly in a 
general emergency department, even when pa-
tients are in comparable amounts of pain.8

Although some rare, outlier, high-utilizer 
patients exhibiting higher 
risk behaviors do exist, 
these are definitely not 
typical sickle cell patients, 
explained Viniya Patidar, 
MD, another hospitalist 
with Emory Healthcare. 

Jennifer Readlynn, MD, 
SFHM, a hospitalist with 
the University of Rochester 
Medicine in Rochester, N.Y., 
shared that her center has 
made multiple efforts on 
both the inpatient and 
outpatient level to improve 
practitioner continuity for 
patients and also address 
psychosocial elements. 
Such efforts, she believes, 
have made such patients 
even less common. 

Valerie Press, MD, MPH, 
SFHM, is a hospitalist 
researcher and a professor 
of medicine and pediatrics 
at the University of Chica-
go. She urges clinicians to 
be compassionate and 
nonjudgmental towards the 
small proportion of pa-
tients with SCD who do 
have some degree of opioid 
use disorder. 

“It’s just another condition you treat, like high 
blood pressure,” Dr. Press said. “It shouldn’t mean 
not treating their pain from a vaso-occlusive 
episode or judging them for having a dependency 
inflicted on them by a very painful disease.”

Treat Within the First Hour

Diagnosis of an SCD episode is a clinical one, 
with no straightforward markers to distinguish 
it from other potential pain sources which can 
also affect SCD patients, noted Dr. Patidar. It’s im-
portant, Dr. Fatima added, to ask patients about 
whether the pain they are experiencing resem-
bles the pain that they’ve had from previous va-
so-occlusive episodes. Chart review and discuss-
ing the medical history are key to knowing about 
patients’ previous experiences of pain episodes 
and complications like acute chest syndrome.

Dr. Fatima pointed out that an inherent 
challenge is that pain is a multifaceted and 
subjective experience. Social and psychological 
factors help mediate the pain experience, and 
this experience of pain can differ significantly 
among individuals. This can make it more diffi-
cult to validate objectively compared to condi-
tions with more straightforward markers, and 
in some cases this can contribute to under-rec-
ognition and undertreatment. 

Dr. Press added that pain from a vaso-occlusive 
episode may look very different from pain caused 
by another event, such as a car accident, leading 
unfamiliar practitioners to underestimate it. 

“Many individuals with sickle cell disease 
often sit very still, trying to distract themselves, 
such as by watching a movie,” Dr. Press said. 
Dr. Huss agreed that pain during an SCD pain 
episode is sometimes greater than the physical 
exam findings might indicate.

It’s critical for physicians to repeatedly and con-
sistently demonstrate to patients that they take 
their pain seriously. Dr. Readlynn shared that this 
approach improves patient trust over time.

“I’m a white woman, and our patients with 
sickle cell disease are mostly Black, and un-
derstandably they have hesitancy in trusting 
providers a lot of the time,” she said. “To build 
that relationship, we need them to know that 
we believe their pain.”

Pain episodes should be treated quickly and ad-
equately, with frequent titrations of both the dose 
and frequency of delivery. Patients should receive 
treatment within the first hour of emergency de-
partment (ED) arrival, or ideally within the first 30 
minutes, with reassessment and possible addition-
al doses of opiates every 30 to 60 minutes. These 
episodes cause excruciating pain, notes Dr. Press, 
so it’s important to get patients quick relief. 

“Triaging and getting pain under control 
quickly is going to decrease how long they’re in 
a pain episode,” added Dr. Readlynn. “When pa-
tients are stressed from pain, that contributes to 
the inflammation and the sickling.” She shared 
that her center has changed its triaging priori-
ties, so that sickle cell patients are now treated 
more quickly in the ED. Such quick treatment 
may help reduce the number of patients who 
eventually need hospital admission while also 
helping to reduce the risks of complications.9

Managing SCD Pain as a Hospitalist

Hospitalists must manage all aspects of a hospi-
talized SCD patient’s care during their hospital 
course, including monitoring and treating pain 
episodes as well as potential complications and 
comorbid conditions. 

Practitioners treating pain episodes should 
follow recommendations from the latest ASH 
guidelines, but these carry significant room for 
interpretation, and the guideline on pain manage-
ment has not been updated since 2020.2 For any 
complex cases, it’s often essential to enlist the help 
of a consulting team, especially for more critical pa-
tients who may need blood transfusions, exchange 
transfusions, or adjunctive pain modalities. 

Use Individualized Pain Plans When Available

A key element of this care is managing the pain 
itself. This can require rather large doses of opi-
ate drugs, with even higher doses in patients on 

chronic outpatient opiate treatment or patients 
frequently hospitalized for pain crises. Dosing 
must be tailored to the patient’s baseline opioid 
therapy and previously effective regimens rath-
er than a generic weight-based dosing protocol.

“It is challenging to take care of sickle cell 
patients with a high pain requirement,” said Dr. 
Patidar. “That’s why it’s ideal to have a multi-
disciplinary approach to figure out how to best 
care for them and take out that variability from 
provider to provider.”

Dr. Huss shared that many trainees or physi-
cians who are not experienced with sickle cell 
disease can be very uncomfortable prescribing 
opiates at these higher levels. “Do not be afraid 
of using higher doses in this population, whose 
pain is very severe,” Dr. Huss urged, “but contin-
ue to watch for physical signs of oversedation.”

Tailor Opioid Therapy and PCA Use

Patient-controlled analgesia (PCA) devices, rec-
ommended as part of ASH guidelines, can deliv-
er a specified dose of opiates (at no more often 
than a programmed interval).2 Dr. Press noted 
that IV opiates often wear off quickly and can’t 
always be administered as frequently as need-
ed; PCAs are often an ideal approach, and they 
give patients more autonomy and control. PCAs 
also give helpful information about a patient’s 
pain status via how often the patient activates 
the device. PCA’s are typically not available in 
most ED settings, but they are an option at most 
dedicated sickle cell day programs and urgent 
care centers.  

Dr. Fatima noted that some physicians may 
not be comfortable ordering a PCA, but that 
readily available SCD order sets can help with 
confidence and willingness to do so. 

“For hospital systems, I would really advocate 
for developing a standardized order set,” agreed 
Dr. Patidar. She believes that such order sets can 
increase consistency across physicians in terms 
of pain treatment and other evidence-based 
aspects of care of SCD, like incentive spirome-
try to prevent acute chest syndrome, specific 
intravenous fluid requirements, or transfusion 
protocols. Dr. Huss also recommends the phar-
macy team as a resource if clinicians are feeling 
uncomfortable with a patient’s opiate require-
ments.

Dr. Patidar also noted that PCA alone may 
not be sufficient for all patients. For example, 
patients on long-term long-acting opiates will 
continue to need their long-acting oral opiate 
medications in addition to treatment for the 
pain event itself.   

Ideally, both ED and hospitalist clinicians 
should be able to use electronic medical records 
to access patients’ individualized pain plans, as 
recommended by guidelines from ASH.2 These 
include information developed with the help of 
their outpatient physician about how best to 
manage a specific patient’s acute vaso-occlusive 
pain event, specifying the different modalities, 
doses, etc. 

Dr. Fatima believes that employing such 
individualized pain plans increases consistency 
among clinicians, which can help improve pa-
tient trust. However, she explained that some-
times an individualized pain plan might need 
to be modified (with communication with the 
patient and the hematology consult team), e.g., if 
a patient is having unexpected complications or 
if their pain needs still aren’t being met.

These individualized plans can reduce vari-
ability from physician to physician and rein-
force the message that the clinical team under-
stands the patient’s history, prior treatment 
response, and goals for care.

Dr. Patidar

Dr. Readlynn

Dr. Press

Five Ways Hospitalists  
Can Improve  

SCD Pain Care

1. Believe patient-reported pain and 
avoid assumptions about drug-seek-
ing behavior.

2. Treat vaso-occlusive pain episodes 
within the first hour, with frequent 
reassessment and titration.

3. Use individualized pain plans and 
standardized order sets to reduce 
treatment variability.

4. Continue baseline long-acting opi-
oid therapy when appropriate while 
treating the acute episode.

5. Document discharge plans clearly 
so future clinicians can build on 
what worked. 
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How Patients Pay for Medications in 2026

Hospitalists must also continue to monitor 
for pain during hospitalization, decreasing pain 
medications as the pain episode diminishes 
and readying patients for discharge. In addi-
tion to the direct patient report of their pain, 
Dr. Fatima shared that a 10-question tool, the 
Functional Status-based Pain Assessment, can 
give additional information about how well a 
patient’s pain is being managed, as patients rate 
how easily they can perform various tasks of ev-
eryday living. Although not yet fully validated, 
it can help give a fuller picture of the patient’s 
pain status.10

Balance Adequate Analgesia with 
Oversedation Risk

One inherent challenge of pain management 
in SCD is that practitioners must avoid both 
undertreatment of pain episodes—a significant 
problem—and also overtreating with opioids 
while neglecting to use multi-modal approaches, 
noted Dr. Press.

Oversedation can be a problem from over-
treatment, as can the development of opioid 
tolerance and even opioid-induced hyperalge-
sia, a condition in which long-term opiate use 
paradoxically makes the body more sensitive 
to pain.

Dr. Huss noted that starting a patient on a 
low-normal PCA setting is usually a safe way 
to avoid oversedation, and true oversedation is 
very rare when practitioners carefully follow 
their institutional policies on SCD. She also 
recommends oral over intravenous diphenhydr-
amine, an antihistamine drug which patients 
sometimes require for opioid-induced itching. 
Naloxone drips at very low doses can also help 
patients avoid oversedation from antihista-
mines.

Adjunctive pain methods are a key element 
in avoiding opiate overtreatment. Some more 
readily available options include NSAIDS (oral, 
topical, or intravenous), acetaminophen, lido-

caine patches, and hot or cold packs. However, 
Dr. Readlynn points out that SCD comorbidities 
need to be considered in this approach, e.g., 
existing kidney or liver damage and consequent 
risks from NSAIDs or acetaminophen.

Dr. Press shared that she and others at the Uni-
versity of Chicago have also explored the utility 
of virtual reality tools as a nonpharmacological 
method to decrease pain via mental distraction, 
giving the brain something to focus on besides 
the pain experience. Dr. Press said, “Especially in 
pediatrics, people are thinking about judicious 
use of opioids and using more multimodal thera-
pies to extend the viability of opioids, so patients 
can still get relief from them decades later.”

Although pharmacological management 
of SCD itself has not advanced much in the 
last several years, some important adjunctive 
methods for managing pain have become more 
commonly used. Tools such as ketamine, nerve 
blocks, or lidocaine drips may require more 
collaboration with consulting services, and they 
are not available at all institutions. 

Dr. Readlynn shared that for patients who 
have more significant opiate side effects with-
out sufficient relief, the team might consider 
additional pain alternatives, like ketamine. In 
the past, this has necessitated transfer to the 
ICU for intravenous ketamine, but now they 
sometimes use oral ketamine on the floor.

According to Dr. Huss, lidocaine and ketamine 
drips have provided critical tools to provide 
minimally sedating pain relief while sparing 
opioid use as much as possible. She noted that 
ketamine helps reset patients’ pain tolerance, 
and it can be a very helpful treatment for opi-
oid-induced hyperalgesia. When ketamine first 
became available, her center only used it for 
refractory patients. 

“Now we often use it earlier in patients’ 
treatment courses, particularly for established 
patients requiring higher amounts of opiates,” 
she said.

Intravenous lidocaine is also a helpful opi-
ate-sparing option, especially for SCD-related 
bone pain. Dr. Huss and colleagues have used it 
without serious complication, but it should be 
avoided in those with neurological comorbidi-
ties. Because of its potential impact on the heart 
and nervous system, these patients may need 
to be maintained on telemetry for adequate 
monitoring.  

Continuity for Better Pain Management 

While navigating these newer options and 
avoiding under- and over-treatment, a person-
alized approach is key. In some contexts, like for 
a patient new to one’s health system, it can take 
extra effort to get the necessary information 
and make a tailored plan.

Perhaps even more than in some other patient 
populations, continuity of care is extremely 
important in SCD to improve patients’ experi-
ence and increase their sense of trust. As health 
systems evolve to provide more targeted care, 
patients should ideally be seen by physicians 
who can get to know them over time, whether in 
an outpatient day program setting or on dedi-
cated SCD floors. If that’s not possible, advises 
Dr. Huss, don’t hesitate to communicate with 
outpatient practitioners or specialized consult-
ing teams.

Written communication by hospitalists, e.g., 
in the form of discharge notes or updated pain 
plans, are also key to ensure continuity moving 
forward. 

Dr. Press said, “That way, the next time that 
individual comes in they can have more conti-
nuity, as opposed to having a different clinician 
with a different mindset every time.”  n
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By Arunab Mehta, MD, MEd, 
FACP, SFHM and Stephanie 
Parton, PharmD, BCPS

I recently had the opportunity to 
go to a nearby pharmacy to get 
a fairly common prescription 
refilled. I thought using my 

insurance-negotiated price would 
be the obvious cheap option to 
help price my medication. But, 
having some time to ponder and 
question, I asked them to run the 
same medication through GoodRx 
and SingleCare. Surprisingly, they 
found the price with both discount 
options to be even cheaper, at 
$9 compared to $21 through my 
insurance. This encounter made 
me wonder: Do my patients go 
through the same rigamarole 
when purchasing their medica-
tions on discharge?

Medication affordability remains 
one of the most important and least 
transparent drivers of adherence, 
readmissions, and health outcomes. 

Since early 2025, the landscape has 
evolved substantially with full im-
plementation of the Inflation Reduc-
tion Act (IRA), expansion of Medi-
care drug price negotiation, and the 
introduction of new direct-to-con-
sumer platforms such as TrumpRx. 
For hospitalists, understanding how 
patients access and pay for medica-
tions is now as critical as choosing 
the medication itself.1-3

There are three major situations 
you may encounter as a hospitalist 
when assessing a patient’s medica-
tion affordability, and they usually 
depend on their insurance status. 
There is usually one of three reali-
ties in play. The patient has Medi-
care, commercial insurance, or pays 
out-of-pocket for medications.

Scenario 1: Patient Has 
Medicare (Figure 1)

Medicare has undergone the most 
significant transformation in 
drug pricing in decades, primar-

ily driven by the IRA. As of 2026, 
Medicare is applying negotiated 
prices (referred to as “maximum 
fair prices”) to an initial set of 10 
high-cost drugs, including com-
monly prescribed medications 
such as direct oral anticoagulants, 
SGLT2 inhibitors, and heart failure 
therapies. These medications were 
selected based on high total Medi-
care spending and lack of generic 
competition.2,4

A second wave of drugs, effective 
in 2027, expands into additional 
therapeutic areas including dia-
betes (notably GLP-1 receptor ag-
onists), oncology, and pulmonary 
disease. Early estimates suggest 
average price reductions ranging 
from about 20% in the first cycle 
to more than 40% in subsequent 
rounds, with some individual 
drugs seeing substantially larger 
discounts.1,2,4

A third cycle has already been 
announced, expanding to 15 
additional drugs and, for the first 

time, incorporating Medicare Part 
B medications. This is a critical 
shift that brings physician-ad-
ministered drugs (e.g., biologics, 
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infusions) into the negotiation 
framework.2

In parallel, Medicare beneficia-
ries now benefit from:
•	 A $2,100 annual out-of-pocket 

cap (2026)2 

•	 A $35/month insulin cap2 
•	 The Medicare Prescription 

Payment Plan or “smoothing” 
program that allows patients to 
spread their out-of-pocket med-
ication prescription costs into 
monthly payments (Patients opt 
into this program.)2 

These changes directly impact 
adherence at discharge, particu-
larly for high-risk patients with 
cardiovascular disease, diabetes, 
and multimorbidity.

Despite these advances, Medi-
care patients do have some limita-
tions:
•	 Not all drugs are subject to nego-

tiation, though some of the most 
expensive and common ones are 
being tackled currently2 

•	 Formularies and prior authoriza-
tions still apply for patients with 
Medicare Advantage plans since 
they are managed by commer-
cial insurance companies

•	 Copay assistance coupons are 
prohibited for Medicare patients 
Unfortunately, medication 

pricing may remain out of reach 
for some despite the IRA changes, 
leading Medicare beneficiaries to 
explore other avenues. Medicare 
beneficiaries may qualify for 
Medicare Extra Help if they meet 
certain financial qualifications. In 
2025, Medicare beneficiaries who 
qualified for Medicare Extra Help 
paid up to $4.90 for generic medi-
cations and $12.15 for brand-name 
medications. In addition, Medicare 
beneficiaries may use platforms to 
help lower medication costs, but 
these platforms must be used out-
side their Medicare coverage. Ex-
amples of these platforms include 
prescription discount coupons 
(GoodRx, SingleCare, WellRx, etc.), 
direct-purchase platforms (Trum-
pRx, LillyDirect, PfizerForAll, 
etc.), patient assistance programs, 
grants, and pharmacy-specific 
discount programs (discounted 
generic medications lists).5-7 

Scenario 2: Patient Has 
Commercial Insurance (Figure 
2)

For patients with employer-spon-
sored or marketplace insurance 
(including the Affordable Care 
Act), the pathway is less central-
ized and more variable. There are 
a few ways patients can search for 
the best price.
Insurance-Negotiated Pricing
The most common path for com-
mercially insured patients to ob-
tain medications is through their 
insurance plans. The prescription 
copay patients ultimately pay 
largely differs from the manufac-
turer list price or wholesale acqui-

sition cost and undergoes multiple 
pricing benchmarks. The pricing 
benchmarks are largely influenced 
by pharmacy benefit managers 
(PBMs) that work as middlemen 
between manufacturers, insurance 
plans or employers, and pharma-
cies. In today’s market, PBMs are 
either contracted by an insurance 
plan or have been vertically inte-
grated into massive health con-
glomerates that are tasked with 
negotiating medication rebates 
with drug manufacturers in ex-
change for formulary preference, 
creating pharmacy networks that 
beneficiaries can use, overseeing 
utilization management (e.g., step 
therapy and prior authorizations), 
and developing formularies or 
tiered cost-sharing (copays versus 
coinsurance).8-10

Unlike under Medicare, there is 
no standardized price negotiation 
mechanism across plans, resulting 
in wide variability in patient costs 
for the same medication.8-10

Manufacturer Copay Assistance 
Coupons
A defining but less well-known 
feature of the commercial insur-
ance pathway is the widespread 

use of manufacturer copay 
assistance coupons that can be 
used in combination with the 
patient’s commercial insurance to 
lower out-of-pocket costs. These 
coupons can reduce patient costs 
dramatically, sometimes to as little 
as $0–$25 per month. Examples of 
brand-name drugs with existing 
copay assistance cards include 
apixaban (Eliquis), rivaroxaban 
(Xarelto), sitagliptin (Januvia), and 
empagliflozin (Jardiance). How-
ever, these are not available to 
Medicare, Medicaid, or uninsured 
patients and generally apply only 
to brand-name drugs. One notable 
exception is the Lilly Insulin Value 
Program, which includes insulin 
lispro as one of the insulin prod-
ucts patients can receive for $35 
through the program’s coupon.

Overall, these coupons can in-
crease medication access for many, 
but they may obscure the true cost 
of medications and reinforce the 
use of higher-priced agents.8-10 

Deductibles and Cost-Sharing 
Challenges
High-deductible health plans can 
create substantial upfront costs, 
particularly early in the calendar 

year. Patients may face high drug 
prices until deductibles are met, 
making affordability unpredict-
able.

Thus, patients may end up using 
pharmacy discount platforms such 
as GoodRx or direct-to-consumer 
platforms (e.g., TrumpRx) in search 
of lower drug prices. In some cases, 
these alternatives are cheaper 
than using insurance, particularly 
for generic medications. However, 
if these platforms are used, pay-
ments made will not go towards 
the patient’s deductible, ultimately 
delaying the patient’s meeting this 
threshold.6,7 

Scenario 3: Patient Pays Out-
of-Pocket (Figure 3)

For uninsured patients or those 
opting out of insurance pricing, 
increasingly common given recent 
insurance premium increases, out-
of-pocket options have expanded 
significantly. 
Prescription Discount Platforms
Most pharmacists and physicians 
are aware of third-party prescrip-
tion discount platforms (such as 
GoodRx) and probably have used 
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them quite frequently to help 
patients lower their prescription 
cost burdens. These platforms 
provide a digital platform and 
function as a price comparison 
tool for patients and physicians. 
They provide discounted prices on 
both brand and generic medica-
tions that have been negotiated 
between pharmacies and PBMs. 
These prices may vary on a daily, 
weekly, or monthly basis and 
are influenced by manufactur-
er costs, medication shortages, 
pharmacy location, etc. These 
prescription discount coupons 
can only be used by cash-paying 
patients and cannot be combined 
with a patient’s insurance cover-
age. In addition, pharmacies are 
not required to collaborate with 
prescription discount platforms, 
but many major retail pharmacy 
chains (such as Kroger, CVS, and 
Walgreens) do, increasing medica-
tion access to many.6,8,10 

These tools are widely accessi-
ble and increasingly used even by 
insured patients.6

Direct-to-Consumer Platforms: 
TrumpRx
Introduced in 2026, TrumpRx 
represents a new method of med-
ication purchasing that applies 
only to cash-paying patients, as 
insurance coverage cannot be 
combined with these savings. This 
is a government-backed platform 
that allows consumers to purchase 
medications directly from man-
ufacturers at a discounted price 
known as the most-favored-nation 
pricing. The most-favored-nation 

pricing represents medication pric-
ing that closely resembles medica-
tion costs paid by other developed 
nations. As of April 2026, TrumpRx 
has a limited formulary of 80 
medications composed entirely of 
brand-name medications except 
for generic insulin glargine and 
generic insulin lispro. In addition, 
there are two Humira biosimilars 
available. The current formulary 
medications are used to treat a 
wide range of disease states, in-
cluding obesity, diabetes, asthma, 
chronic obstructive pulmonary 
disease, infertility, etc.3,7,11 

To gain a sense of the magnitude 
of potential cost savings Trum-
pRx may offer, medication prices 
on TrumpRx were compared to 
GoodRx. Thirty-nine medications 
found on TrumpRx are currently 
priced at the same price points 
found on GoodRx. Thirty-seven of 
the 68 brand-name medications 
carry generic versions which can 
be obtained through GoodRx, and 
17 of these are cheaper on GoodRx. 
Interestingly, 11 brand-name med-
ications found on TrumpRx are 
cheaper than their generic equiva-
lents found on GoodRx.7,11 

While this platform seems 
appealing at first glance, early 
analysis seems to have unearthed 
a few limitations. Although medi-
cation prices are lower than their 
wholesale-acquisition-cost prices, 
many remain quite expensive and 
may still be out of reach for some. 
There remains a limited medica-
tion selection; however, selection 
is expected to continue increas-

ing, as has already been evident 
since its launch in February 2026. 
Currently, these cost savings can-
not be combined with a patient’s 
insurance coverage and will not 
count towards their deductible or 
out-of-pocket expenses. However, 
this will be changing in the near 
future. In February 2026, Express 
Scripts (one of the three largest 
PBMs in the country) settled with 
the Federal Trade Commission 
regarding allegations that they 
intentionally raised medication 
prices. Through this settlement, 
Express Scripts has agreed to 
allow its insurers to count their 
payments made using TrumpRx 
coupons towards their deductible 
and out-of-pocket expenses. This 
is expected to be implemented in 
2027. How this will shape other 
platforms is still to be deter-
mined.11,12 

Thus, TrumpRx currently 
functions more as a supplemental 
option rather than a comprehen-
sive solution.11,12

Manufacturer Assistance Pro-
grams
For low-income patients, manufac-
turer-sponsored patient assistance 
programs remain essential. They 
tend to provide free or deeply 
discounted medications. However, 
they frequently require applica-
tions and verification of income 
and only apply to those who are 
uninsured. They remain particu-
larly valuable for high cost, brand 
name therapies. Examples include 
apixaban, rivaroxaban, empagli-
flozin, and rifaximin. 

A Fragmented but Expanding 
Ecosystem

Across all three pathways, medi-
cation access now occurs within a 
multi-channel system:
•	 Medicare: Increasingly struc-

tured, with negotiated pricing 
and cost caps1,2 

•	 Commercial insurance: Highly 
variable, driven by PBMs and 
coupons 8-10 

•	 Cash pay: Market-driven, with 
expanding discount and di-
rect-purchase options 6,7,11 

Adding to this complexity, 
options that physicians have used 
over time continue to exist, such as 
generic substitution, therapeutic 
interchange, and 340B pricing (in 
eligible health systems). 

The question is no longer simply 
“What is the best medication?” 
but increasingly, “What is the best 
medication my patient can realisti-
cally access?”

The IRA has introduced mean-
ingful structure and relief within 
Medicare, while commercial and 
cash-pay pathways remain dynam-
ic and complex. New entrants like 
TrumpRx add options but also 
contribute to fragmentation.1-3,11

For hospitalists, navigating 
this evolving landscape requires 
collaboration with pharmacists, 
awareness of policy changes, and a 
proactive approach to affordabili-
ty. By taking such measures, clini-
cians can bridge the gap between 
prescription and adherence. n
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By Larry Beresford

For all the expansion of hospital medicine 
beyond its original focus on the hospi-
tal floor—incorporating extensivists, 
skilled-nursing-facility-ists, laborists, 

nocturnists, etc.—an essential role in the realms 
of interfacility triage and transfer management 
is starting to get its deserved attention from the 
field.1-3

Hospital interfacility transfers have been 
around for a long time, traditionally handled 
ad hoc with a few phone calls between on-duty 
physicians. But as the need for transfers has in-
creased, along with demands for quality review 
and clinical safety, attention to capacity and 
throughput, and calls for more standardized 
best practices, some hospitals have responded 
by creating transfer or command centers staffed 
with triage staff.

In some facilities, hospitalists have filled the 
role of clinical triage or transfer medicine spe-
cialist. In others, they are crucially embedded 
as gatekeepers at the decision points of patient 
admissions and transfers, and thus are deeply 
involved in their hospitals’ transfer process-

es. Their clinical judgment directly impacts 
hospital efficiency, patient safety, and resource 
utilization.

The landscape of hospital transfers has 
changed over the past 
several years, in response to 
increased demands for 
finite hospital resources, 
said Joyce Kim, MD, associ-
ate chief of clinical affairs 
in the division of hospital 
medicine at the Perelman 
School of Medicine at the 
University of Pennsylvania 
in Philadelphia. “When we 
think of transfer medicine, 
we think about patients 
who may have certain 
clinical needs that can’t be 
met at their current 
hospital.” That hospital 
needs to transfer the 
patient to a different 
setting, but the receiving 
hospital needs essential 
data to facilitate the move.

Dr. Kim and her colleague Sara Van Calcar, 
MD, associate section chief of hospital medi-
cine at the Perelman School of Medicine at the 
University of Pennsylvania in Philadelphia, 
have presented on this topic at two recent SHM 
Converge conferences. SHM also has a Special 
Interest Group on interhospital transfers, led by 
field experts such as vice chair Sandeep Pagali, 
MD, MPH, of the Mayo Clinic in Rochester, Minn.

At Penn, there is a new role called medicine 
triage attending doctor, and Drs. Kim and Van 
Calcar are involved in day-to-day clinical oper-
ations for its transfer management program. 
Penn established an admissions or capaci-
ty-management transfer center serving its four 
downtown Philadelphia hospitals, staffed by 
medical assistants, capacity-management nurs-
es, and other staff sitting together in an office 
suite.

Fifteen or so of the Penn system’s 50-plus 
hospitalists have taken on the medicine-tri-
age-attending-doctor  role, typically in shifts of 
seven days on from 8 a.m. to 5:30 p.m. But they 
don’t spend their time physically in the transfer 
center because they need to be mobile in the 
hospital, particularly the emergency depart-
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ment (ED), where most of the action happens. 
There they meet the patients, triage them, and 
guide them to the appropriate level of care. 

When on the triage shift, they are focused on 
inflow into the ED and keeping an eye on what’s 
happening in the outside hospitals wanting to 
transfer patients, Dr. Kim said. “We’re trying to 
be more attentive to the patient list and not let 
it stagnate. And throughout the process, we’ve 
become closer partners with our EDs. I think we 
have come to understand each other a lot bet-
ter—why things are the way they are and why 
we experience strain,” she said.

Transfers are no longer just about rural to 
urban or small to bigger hospitals, as the field 
becomes more nuanced, Dr. Kim added. “There 
are now very specialized medical services 
and procedures that even academic hospitals 
may not have, requiring patients to be moved 
elsewhere to receive that specialized care,” she 
said. Interfacility transfers can also be a useful 
mechanism for load leveling across the system, 
sending patients to a hospital that has more bed 
availability.

Managing Capacity 

For Charles Pizanis, MD, FHM, director of the 
hospitalist training track in 
the department of internal 
medicine at the University 
of New Mexico (UNM) 
School of Medicine in 
Albuquerque, N.M., such 
capacity management is as 
much of a focus as transfer-
ring patients into his 
hospital. “We, thankfully, at 
UNM, have most of the 
services that most patients need,” while other 
facilities, such as smaller hospitals, may not. 

“Then the next question is: Do we have the 
beds? If the patient is of a lower acuity, and we 
know that another hospital has the services the 
patient needs and our hospital is full, the name 
of the game in our community is capacity,” he 
said. “I know this is a very common crisis across 
the country. So, yes, we’re always thinking about 
it, and it’s always happening, because we are 
always full.” 

Interfacility transfers require logistics, plan-
ning, and collaboration with nearby hospitals, 

Dr. Pizanis said. “There has to be buy-in from 
all the parties at that level. Establishment of 
protocols, putting in personnel that are familiar 
with the processes and able to help manage the 
transfers, all that stuff is essential for referrals 
from outside of our health system.” There is also 
ongoing communication with patients and fam-
ilies about the process, obtaining their consent. 
“We have a separate call center staffed by our 
emergency medicine group,” he said.

“And the other bit of it is having a good under-
standing of what services are available at each 
institution to identify the patient populations 
that could best proceed with a transfer. We’ve 
worked with certain specialty services at certain 
hospitals, for instance an affiliate hospital in our 
health system that has an outstanding ortho-
pedic surgical center of excellence,” Dr. Pizanis 
said.

“The majority of our transfers out of our 
hospital go to our system’s affiliate hospitals, 
where we share a lot of the same leadership. 
That makes things a little more streamlined.” 
He said one of the silver linings of the COVID-19 
pandemic was the development of stronger re-
lationships for capacity management—with the 
help of a statewide hospital-capacity-manage-
ment center. “That was pivotal for establishing 
the pathways that in many ways are still here.”

A New Approach 

“I think with our triage role, at least within my 
health system, it’s definitely something new 
that we’re doing,” said 
Sonali Iyer, MD, a hospital-
ist at University of Califor-
nia-Irvine (UCI) Health in 
Irvine, Calif. “Our transfer 
center has been present in 
our hospital for several 
years, but in the last two 
years we had a new director 
come in, with extensive 
knowledge of how transfers 
are supposed to work and how to make a 
hospital more accessible to patients who need a 
higher level of care,” Dr. Iyer said. “We’ve seen a 
significant change in the way we’re able to 
accept patients and how quickly we’re able to 
bring them into our hospital system.” 

Dr. Iyer is in a dyad partnership with UCI’s 

director for clinical care operations, who also 
directs capacity management and the transfer 
center, with oversight over key areas to make 
sure the systems are running efficiently. There 
are three specific service lines that the transfer 
center does not manage. They are direct trans-
fers from emergency department to emergency 
department, with their very specific criteria; the 
burn center, which manages its own transfers; 
and cases of imminent labor and delivery.

UCI’s transfer center is staffed by intensive 
care unit-trained nurses who have extensive 
experience being able to interpret the informa-
tion in the chart, along with case management 
issues, Dr. Iyer said. “But they don’t make the 
final decision of which patients will transfer or 
not. That still goes to the specific physician in 
the specialty that the patient is seeking.” If the 
patient needs an ear, nose, and throat consult, 
for example, or surgery, the case goes to that 
physician to review, after transfer-center staff 
have quickly reviewed the chart for red flags, 
such as level of care that is required and how 
quickly the patient can transfer over.  

“There is an assessment of the patient’s insur-
ance to see whether that may become a barrier, 
knowing whether we would need a letter of 
agreement from that payer for the patient to 
even come to our hospital,” Dr. Iyer said. “There 
is a screening tool that we use as well for certain 
types of conditions or other patient factors that 
might make it harder for our hospital to be able 
to later discharge that patient or that may lead 
to other issues while they are here. This screen-
ing tool helps determine if additional review is 
required by one of the physician advisors before 
presenting the patient to the specialist.”

Dr. Iyer is the capacity command center medi-
cal director, responsible for providing physician 
oversight for transfer center activities and bed 
placement coordination with the hospital sys-
tem while retaining clinical responsibilities as a 
hospitalist. “We have our main academic center, 
with about 400 beds, and then we have five 
other hospitals that we work with that are part 
of our health system.”

Her role also includes screening all of the 
boarders in the emergency room to see wheth-
er or not they meet criteria for inter-location 
transfer to an inpatient bed at one of the sys-
tem’s community site locations. “That provides 
several benefits, as we can quickly move the 
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patient into a more healing inpatient environ-
ment that can provide the same clinical services 
while creating more capacity for the emergency 
room.”

Transfer Challenges

Not all specialized transfer programs employ 
hospitalists or other clinicians. “When we did 
our first literature review around triage, we 
found that people consider these important 
skills, but not that many programs offer special-
ized triage training for residents,” Dr. Van Calcar 
noted. Patients also get discharged from the 
hospital to home, hospital at home, home care, 
or a subacute rehabilitation facility. There may 
be procedure-only transfers that don’t require 
an assigned bed because the patient will be 
going back to the initiating hospital on the same 
day. And patients who are on an observation 
level of care in the emergency room may need 
the attention of the transfer specialists. 

Hospital medicine nurse practitioner Arnold 
Facklam, NP, FHM, has been 
involved in interfacility 
transport at a number of 
institutions, working in 
both adult and pediatric 
care, although he’s not 
involved with transfer 
work in his new position, 
doing cross-coverage as an 
APRN nocturnist at 
Sarasota Memorial First 
Physicians Group in Sarasota, Fla. 

“When I was doing pediatrics strictly, the pe-
diatric transfer was pretty much one way, to the 
tertiary center for pediatric patients. They have 
their own team. They get the calls from outlying 
facilities, and then they typically send out their 
team to pick up the pediatric patients and bring 
them back,” he explained. 

Even if a large health system has developed a 
command or transfer center, if it has a pediatric 
hospital or department, that group often will do 
its own transport and not look to the system’s 
command center, Mr. Facklam said. When a child 
is being transported by the pediatric hospital’s 
transport team, it’s generally urgent and seri-
ous.4

In many cases, the referring hospital doesn’t 
have pediatric specialists or feel comfortable 
managing pediatric patients. So it relies on the 
pediatric team to determine level of service and 
mode of transport. Some pediatric services may 
use a nurse-led pediatric illness severity scoring 
tool such as the Pediatric Early Warning Score to 
identify patients at risk of clinical deterioration.

For Mr. Facklam, the question of who assumes 
responsibility for a patient in transit is critically 
important and could have big implications for 
staff and their institutions. Two or more insti-
tutions may be involved in a conversation about 
what’s the best option for a given patient, but 
often the sending facility retains legal respon-
sibility until the patient reaches the receiving 
hospital’s emergency department. 

When you add transport across significant 
distances, or additional services such as air 
transport, it gets even more complicated, he 
said. “I’ve been involved in situations where they 
were planning to send the patient with just a 
paramedic and EMT in the ambulance or heli-
copter when the clinical need was greater than 
they could handle.” 

Transfer teams need to keep aware of  the 
Emergency Medical Treatment and Active Labor 
Act (EMTALA), among other regulatory require-
ments.5 EMTALA, which says that anyone who 
enters a hospital emergency department must 

receive necessary emergency care, also applies 
to patient transfer requests originating in an 
emergency room, unless there is no capacity 
available at the accepting facility. Understand-
ing the nuances of EMTALA is crucial to interfa-
cility transfer management.

An article in the April 2025 issue of The Hos-
pitalist recommended the use of a standardized 
form, template, or questionnaire to identify the 
need for transfer and ensure smooth handoff.6 
It doesn’t require a physician to capture the 
standardized information, but the hospitalist’s 
role is to quickly ascertain and summarize the 
medical information that the receiving team 
will need, such as code status and interventions 
performed. 

Other keys to effective interfacility transfer 
management include access to real-time bed 
data, essential to good decision-making. In-
creasingly, AI is helping to enable forecasting 
of what’s going to happen and potential surge 
capacity. A recorded phone line is a standard 
feature for transfer programs, providing an ac-
curate record of conversations made during the 
transfer process.

Multi-Screen Data Display 

Thejaswi Poonacha, MD, MBA, FACP, SFHM, a 
hospitalist at Emory Johns 
Creek Hospital in Johns 
Creek, Ga., recently relocat-
ed from the University of 
Minnesota. Both systems 
have used transfer centers 
staffed with multiple staff 
in different roles to manage 
a high volume of calls, he 
said. In Minneapolis, the 
medical director was called 
the System Operations Center, or doctor of the 
day, he said. At Emory, there is a medical director 
(called the Medical Officer of the Day) who 
oversees the transfer process. Other systems 
may have an equivalent for that, and it could be 
a hospitalist, who would be well-suited to that 
function, Dr. Poonacha said.

The transfer center at Emory is located at a 
satellite site that houses other administrative 
functions. The center has a multi-screen live 
data display and runs real-time tallies of avail-
able beds, providing minute-by-minute knowl-
edge of where discharges are happening, where 
the new patients are going within the hospital, 
and where ED patients are going to, he said.

“Multiple people are fielding the high volume 
of calls,” and they are called transfer specialists. 
But they are joined by staff focused on utiliza-
tion management to make sure this is the best 
utilization of the service, plus compliance, risk, 
and bed management. “And ultimately, once all 
of the planning becomes clear, the hospitalist 
comes in to accept the patient. The accepting or 
admitting hospitalist gets all the details that are 
needed, and when ready, the system sets up the 
call,” Dr. Poonacha said. 

A Critical Clinical Role 

Dr. Kim called triage and transfer a critical 
clinical role for hospital medicine. “We’re not only 
impacting the ability of patients to get their care 
quickly, but it also has a positive downstream 
ripple effect to create more capacity for other 
patients down the line,” she said. “I also think you 
need to have someone who can communicate 
effectively, get along with others, and collaborate, 
with a broad understanding of how the system 
operates and the interconnectedness of the dif-
ferent service lines in the hospital and how we all 
work together to support each other,” she said.

“It takes a lot of creativity, a lot of prob-
lem-solving and collaboration, which we’ve tried 
to integrate into a specialized system. We have 
11 service lines, which can make things complex 
sometimes. So you need someone who really 
knows how things operate, and has the expe-
rience in using that system and collaborating 
with other groups.”

Drs. Kim and Van Calcar have worked hard to 
make the business case that improving transfer 
functions, for example avoiding observation-lev-
el admissions to inpatient beds, can increase 
revenue generated from higher acuity admis-
sions while improving physician and patient 
satisfaction and quality of care. They say it boils 
down to opportunity costs.

“We think hospitalists can excel in this role, 
and it can make financial sense for a hospital to 
have dedicated hospitalists doing only triage, to 
make sure that patients get to the right service, 
the right bed, the right level of care within their 
hospital, but also at the right hospital,” Dr. Van 
Calcar said. It takes time to lay the groundwork 
to make the arguments that this is a valuable 
service.

Dr. Pizanis said hospitalists in his group 
at UNM rotate through the job of accepting 
physician of the day, receiving calls from 
outside referring hospitals, and then having 
the discussion to establish whether or not the 
patient is in need of transfer. “Some doctors, 
including myself, really love this role. This is 
my bread and butter, my passion in medicine. 
So I do it on a majority of my hospital shifts,” 
he said.

“I enjoy the multispecialty collaborations 
that can happen very quickly. Our emergency 
medicine group and our hospitalist group are 
close, and I’ve enjoyed working across the aisle 
in that regard,” he added. “I also like talking 
to people outside of our hospital, talking with 
other doctors and other health care team mem-
bers.”

Dr. Pizanis said bed capacity issues are di-
rectly connected to quality of patient care, such 
that it has become almost a mission for him. “If 
we’re effectively navigating hospital capacity, 
we can help our community in the right way, in 
many cases making a difference for individual 
patients. If a patient is coming to our hospital 
and would have to wait 24 or 36 hours for an 
inpatient bed, but could be safely cared for in 
another facility that could admit them within 
two hours, helping to facilitate that admission 
for the patient is a rewarding role for me. And 
it’s really fun.”  n

Larry Beresford is an Oakland, Calif.-based 
freelance medical journalist.
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MD, MEHP, FAAP

For much of the 20th century, 
pediatricians often cared for 
children in both the office 
and the hospital. A physi-

cian might round before clinic, 
return after outpatient visits, 
and resume care after discharge. 
Pediatric training was similarly 
grounded in hospitals, where 
residents learned to manage acute 
illness under the supervision of 
inpatient faculty.¹

By the final decades of the 
century, that model was becom-
ing harder to sustain. Outpatient 
practices were busier, hospitalized 
patients required more immediate 
physician availability, and hospi-
tals assumed greater responsibility 
for quality, safety, and resident 
supervision. At the same time, 
advances in pediatrics were chang-
ing the characteristics of children 
admitted to the hospital.

Pediatric hospital medicine 
developed at the intersection of 
those changes.

Roberts, Fisher, and Rauch have 
previously described the organiza-
tional history of pediatric hospital 
medicine, from the hospitalist 
movement through formal sub-
specialty certification.² The history 
can also be understood through 
the changing needs of hospitalized 
children and the systems required 
to care for them.

A New Model for Inpatient 
Pediatrics

In 1996, Robert Wachter, MD, MHM,  
and Lee Goldman, MD, introduced 
the term “hospitalist” to describe 
physicians who devoted a sub-
stantial portion of their practice to 
hospitalized patients. They predict-
ed the model would grow as inpa-
tient care became more specialized 
and outpatient demands made 
continuous hospital availability 
difficult.³

Paul Bellet, MD, and Dr. Wachter 
considered the implications for 
pediatrics in 1999. They described 
potential advantages, including 
greater availability, inpatient 
experience, efficiency, and resident 
supervision, while recognizing 
concerns about disrupting the con-
tinuity traditionally provided by 
community pediatricians.⁴

Pediatric hospitalists ultimately 
developed a complementary role. 
The primary pediatrician retained 
longitudinal knowledge of the 
child and family, while the hospi-
talist managed the acute hospi-
talization, coordinated inpatient 
teams, and returned care to the 
community.

Dedicated inpatient pediatric 

practice predated the word hospi-
talist, but the term gave an identi-
ty to clinicians concentrating their 
clinical, educational, and scholarly 
work in hospitals.

At first, the rationale centered 
on organizing physician work. 
Hospitalists were present for re-
assessment, resident supervision, 
and communication with families 
and consultants. Over time, the 
work expanded.

The Changing Hospitalized 
Child

Advances in neonatal care, critical 
care, surgery, oncology, transplan-
tation, nutrition, and respiratory 
support allowed increasing num-
bers of children with serious ill-
nesses to survive. Many lived with 
multisystem chronic conditions 
and depended on feeding tubes, 
central venous catheters, trache-
ostomies, ventilators, oxygen, or 
implanted devices. Others received 
care from numerous specialists, 
therapists, home nurses, schools, 
equipment companies, and public 
agencies.

National data reflected this 
transformation. Simon and 
colleagues found that from 1997 
through 2006, children with com-
plex chronic conditions represent-
ed increasing proportions of pe-
diatric admissions, hospital days, 
and charges.⁵ Burns and colleagues 
similarly reported a growing prev-
alence of medically complex chil-
dren in U.S. hospitals.⁶ Later work 
demonstrated that much of the 
increase in inpatient resource use 
was concentrated among children 
with multiple chronic conditions.⁷

Their hospitalizations involved 
more than the diagnosis prompt-
ing admission. A child with fever 
might also have intestinal failure, 
immunodeficiency, limited vas-
cular access, previous resistant 

infections, and a highly individ-
ualized home regimen. A child 
admitted with respiratory distress 
might require decisions about air-
way clearance, ventilator settings, 
home nursing, equipment, trans-
portation, and caregiver training.

The hospitalist needed to un-
derstand the acute illness and the 
child’s baseline condition while 
reconciling recommendations 
from several specialists. A treat-
ment appropriate for one problem 
could complicate another. A plan 
that was medically sound might 
not be feasible at home.

In 2005, Srivastava, Stone, and 
Murphy described the hospitalist’s 
role in caring for medically com-
plex children, emphasizing coor-
dination, discharge planning, and 
partnership with families.⁸ Their 
article reflected the field’s broad-
ening responsibilities: excellent 
inpatient care required treating 
disease while maintaining a view 
of the whole child.

The Growing Work of 
Coordination

Children with medical complexity 
made fragmented care especially 
visible, but the same problems 
affected patients throughout the 
hospital. Communication failures, 
medication errors, inconsistent 
practices, delayed recognition of 
deterioration, and poorly coor-
dinated transitions increasingly 
came to be understood as failures 
of healthcare systems rather than 
isolated individual mistakes.

The Institute of Medicine’s “To 
Err Is Human” and “Crossing the 
Quality Chasm” accelerated this 
change in thinking. The reports 
challenged hospitals to reduce 
harm, improve reliability, and rede-
sign care around patients’ needs.9,10

Pediatric hospitalists encoun-
tered these systems every day. 

Their continuous presence allowed 
them to recognize recurring pat-
terns across admissions: unnec-
essary variation in bronchiolitis 
treatment, inconsistent handoffs, 
delayed medications, avoidable 
testing, or gaps between the 
inpatient plan and the realities of 
home.

Hospitalists increasingly as-
sumed roles in quality improve-
ment, patient safety, clinical 
pathway development, utilization 
stewardship, resident education, 
surgical co-management, newborn 
care, and hospital operations. 
These activities grew from prob-
lems encountered in daily care.

Discharge planning became one 
of the clearest examples. A child 
could be physiologically ready to 
leave while the systems needed for 
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a safe discharge remained incom-
plete. Medications might require 
authorization. Feeding supplies or 
respiratory equipment might not 
have arrived. Home nursing could 
be unavailable. Several caregivers 
might require training. Follow-up 
appointments and transportation 
needed to be coordinated.

The hospitalist’s work extended 
beyond treating illness to helping 
the surrounding system function 
well enough for a safe return 
home.

Families as Members of the 
Care Team

Pediatrics has always required 
clinicians to care for children with-
in the context of their families. 
Medical complexity made family 
expertise even more important.

Caregivers of children depen-
dent on medical technology may 
learn to operate ventilators, trou-
bleshoot feeding pumps, adminis-
ter intravenous medications, man-
age seizure plans, and recognize 
subtle changes from baseline. They 
may coordinate multiple special-
ists across healthcare systems that 
do not reliably communicate.

When a child is hospitalized, the 
caregiver may be the person who 
knows which treatments have 
worked before, which findings are 
truly new, and which proposed 

plans are practical at home. Family 
participation in rounds and deci-
sions became more than a courte-
sy; caregiver knowledge was often 
necessary for accurate assessment 
and safe care.

This changed communication in 
pediatric hospitals. Families were 
not simply recipients of a complet-
ed plan. They became participants 
in developing it.

It also exposed the burdens 
carried outside the hospital. A dis-
charge plan could appear complete 
in the medical record yet remain 
unrealistic for a family without 
home nursing, reliable transpor-
tation, paid leave, stable housing, 
or access to equipment. Caring for 
hospitalized children increasingly 
required attention to the condi-
tions in which recovery would 
continue.

Building a Field

As pediatric hospital medicine 
grew, it developed the infrastruc-
ture of an established field.

Professional groups within the 
American Academy of Pediatrics, 
Society of Hospital Medicine, and 
Academic Pediatric Association 
created communities for previous-
ly isolated clinicians. Multicenter 
research networks allowed hospi-
talists to study common inpatient 
conditions across institutions, 

while quality collaboratives sup-
ported efforts to reduce unwar-
ranted variation.

The pediatric hospital medicine 
core competencies, published 
in 2010, provided a framework 
for education and professional 
development. They addressed 
clinical conditions and procedures 
as well as communication, transi-
tions, safety, quality improvement, 
teaching, and healthcare systems.¹¹ 
Their breadth reflected expanding 
responsibilities.

The American Academy of Pedi-
atrics’ “Guiding Principles for Pedi-
atric Hospital Medicine Programs” 
similarly described roles in clinical 
care, education, quality, safety, 
scholarship, and leadership.¹² Hos-
pital Pediatrics provided a dedicat-
ed scholarly home for the field.

Fellowship programs later for-
malized advanced training, and the 
proposal for subspecialty recogni-
tion argued that pediatric hospital 
medicine had developed a distinct 
scope of practice and body of 
knowledge.¹³ The American Board 
of Medical Specialties subsequent-
ly recognized pediatric hospital 
medicine, and the American Board 
of Pediatrics administered its first 
certifying examination in 2019.²

Certification did not create 
pediatric hospital medicine. It 
acknowledged a field that had 
already changed substantially.

The Work Ahead

Today, pediatric hospitalists prac-
tice in academic medical centers, 
community hospitals, newborn 
nurseries, and regional institu-
tions. Their work varies by setting 
and may include general inpa-
tient care, complex care, surgical 
co-management, newborn medi-
cine, quality improvement, educa-
tion, and hospital leadership.

Formal recognition did not 
resolve the specialty’s challenges. 
Pediatric inpatient services have 
become increasingly regionalized. 
Behavioral health needs con-
sume growing hospital resources. 
Inequities affect access, commu-
nication, discharge readiness, and 
the availability of home services. 
Workforce planning must account 
for specialized children’s hospitals 
and communities where hospital-
ists may provide the only available 
inpatient pediatric expertise.¹⁴

Children with medical complexi-
ty remain central to many of these 
challenges. More are living at 
home, with technologies and care 
plans that once existed only in 
intensive care units. Their hospital-
izations cross acute care, chronic 
disease management, rehabilita-
tion, social services, and communi-
ty support.

Pediatric hospital medicine has 
often been described as a special-
ty defined by where physicians 
practice. Its history suggests 
something broader. The field has 

increasingly been shaped by the 
children it serves and the systems 
required to care for them well.

What began as a model for consis-
tent physician availability became 
a profession integrating acute care, 
family knowledge, multidisciplinary 
expertise, quality improvement, and 
transitions home. Children with 
medical complexity did not create 
pediatric hospital medicine, but 
their care helped reveal what the 
specialty could contribute.

The history of pediatric hospital 
medicine is also a history of mod-
ern pediatrics adapting to its own 
success. As more children survived 
serious and chronic conditions, 
inpatient care changed. Pediatric 
hospitalists changed with it. n
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By Sonali Iyer, MD

The 2026 Surviving Sepsis 
Campaign International 
Guidelines for Manage-
ment of Sepsis and Septic 

Shock represent the first major 
update since 2021 and incorporate 
new evidence across sepsis recog-
nition, antimicrobial stewardship, 
hemodynamic management, re-
spiratory support, and post-sepsis 
care. The guidelines were jointly 
developed by the Society of Crit-
ical Care Medicine and the Euro-
pean Society of Intensive Care 
Medicine. This article will review 
the key updates and takeaways. 

To note, several cornerstones of 
sepsis care remain the same:
•	 Rapid recognition of sepsis and 

septic shock
•	 Prompt source control
•	 Early administration of antibiot-

ics in septic shock
•	 Lactate measurement as a mark-

er of illness severity
•	 Norepinephrine as first-line 

vasopressor
•	 Lung-protective ventilation 

strategies

Key Updates and  
Clinical Takeaways

1. Earlier Recognition and 
Prehospital Care

A notable addition is the emphasis 
on prehospital identification of 
sepsis. The guideline recommends 
the use of standardized sepsis 
screening tools by emergency 
medical services (EMS) and con-
siders early antibiotic administra-
tion during transport for selected 
high-risk patients with probable 
sepsis, hypotension, and prolonged 
transport times. 

Implication: Recognition and treat-
ment of sepsis should begin before 
hospital arrival whenever feasible.

2. Greater Focus on 
Antimicrobial Stewardship

The 2026 guideline places substan-
tial emphasis on reducing unnec-
essary antimicrobial exposure.

Key recommendations include:
•	 Rapid administration of antibiot-

ics remains strongly recommend-
ed for patients with septic shock 
or a high likelihood of sepsis.

•	 More careful diagnostic evalua-
tion is encouraged when sepsis 
is possible but not highly likely. 

•	 Avoid routine, empiric, anti-an-
aerobic therapy in patients 
without risk factors for anaero-
bic infection. 

•	 Avoid empiric antifungal thera-
py given lack of mortality ben-
efit, except in carefully selected 
high-risk patients. 

•	 Obtaining cultures promptly is 
emphasized, along with antimi-
crobial de-escalation when micro-
biologic data become available. 
Implication: Stewardship consid-

erations are now explicitly incor-
porated into guideline recommen-
dations with distinctions between 
overt septic-shock patients and 
those with possible sepsis.  The 
guideline attempts to balance rapid 
treatment with avoidance of un-
necessary broad-spectrum therapy, 

which is associated with risk for 
Clostridioides difficile infection, mi-
crobiome disruptions, and ongoing 
threats of antimicrobial resistance.

3. Fluid Resuscitation Becomes 
More Individualized 

The traditional recommendation 
of initial fluid resuscitation re-
mains, but the panel highlights the 
limited evidence supporting a rigid 
“one-size-fits-all” approach.

Current guidance emphasizes:
•	 Early fluid administration in 

septic shock
•	 Frequent reassessment of fluid 

responsiveness
•	 Use of dynamic measures when-

ever possible
•	 Avoidance of persistent positive 

fluid balance after initial stabili-
zation
Implication: Clinicians should 

transition more quickly from 
protocolized volume loading to 
individualized hemodynamic 
assessment incorporating dynamic 
assessment and fluid responsive-
ness testing to guide resuscitative 
efforts, as many septic patients 
become nonresponsive after initial 
fluid loading. The goal is to pre-
vent volume-overload-associated 
morbidity.

4. Vasopressor Therapy

Recommendations largely remain 
consistent with prior guidelines:

•	 Norepinephrine remains the 
first-line vasopressor, followed 
by vasopressin when additional 
support is required. 

Summary of the Most Recent Surviving  
Sepsis Campaign Guidelines 

Focus on individualized care, antimicrobial stewardship, and post-sepsis recovery

Continued on page 22 
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Table 1. Major Changes from 2021 to 2026

AREA 2021 SSC 2026 SSC

Antibiotics Broad emphasis on immediate antibiotics for 
suspected sepsis

More nuanced; strong urgency remains for septic shock, but greater attention to 
diagnostic certainty and stewardship

Anaerobic coverage Often incorporated into broad empiric coverage Recommendation against routine use in low-risk patients 

Empiric antifungals Frequently considered  
in critically ill patients

Discouraged except in select high-risk populations 

Fluids Emphasis on rapid 30 mL/kg administration More individualized reassessment  
and dynamic, guided resuscitation 

EMS and prehospital care Limited discussion New recommendations for EMS screening and selected prehospital treatment.  
Approximately half of septic patients arrive through EMS pathways. Earlier identification 

may shorten treatment delays.

Survivorship Minimal focus Significant emphasis on post-sepsis recovery  
and long-term outcomes 

Dr. Iyer is a hospitalist in inter-
nal medicine at UCI Health and a 
clinical professor in medicine at 
the University of California, Irvine, 
both in Orange, Calif.
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By Kevin Thompkins, MD, 
Christy Leyland, CPNP-AC, 
Nora Raynor, MSN, RN, 
CNS, CPN, Amanda Sebring, 
MD, and Stefanie Reed, DO, 
SFHM 

Sepsis is a major cause of 
death and disability for chil-
dren worldwide, particular-
ly for those hospitalized in 

the U.S. In a retrospective cohort 
study of 3.9 million U.S. pediatric 
sepsis cases, sepsis occurred in 
1.3% of pediatric hospitalizations, 
was associated with 10% mortality, 
and was present in 17.8% of hospi-
talizations that resulted in death.1 
Nationally, this equates to more 
than 18,000 pediatric sepsis hospi-
talizations and 1,800 sepsis-related 
deaths each year.

Recent guidance, including the 
2026 Surviving Sepsis Campaign 
International Guidelines, the 2025 
Children’s Hospital Association’s 
Improving Pediatric Sepsis Out-
comes (IPSO) Change Package , 
and the 2024 Society of Critical 
Care Medicine’s Phoenix Pediatric 
Sepsis Criteria, all emphasize early 
recognition and evidence-based 
management.2-5 Yet, pediatric sepsis 
remains challenging to identify and 
treat. No single tool or laboratory 
value definitively confirms pediat-
ric sepsis; symptoms often mimic 
common childhood illnesses, and 
clinical deterioration can occur 
rapidly. While early pediatric sepsis 
is harder to recognize, it is easier to 
treat, whereas delayed recognition 
makes treatment more difficult.

These challenges highlight the 
importance of physician aware-
ness of pediatric sepsis presenta-
tion and management, particularly 
in general pediatric care settings, 
where sepsis-attributable in-house 
mortality is higher than in cases 
originating in the emergency de-
partment (ED).6 

Pediatric Sepsis Bundle—
Impact on Morbidity and 
Mortality 

Current evidence, guidelines, and 
expert consensus identify several 
key processes linked to improved 
outcomes for pediatric sepsis. These 
include early sepsis recognition (via 
use of a sepsis screen, sepsis hud-
dle, or sepsis order set), restoration 
of intravascular volume via rapid 
fluid delivery, and timely parenteral 
antibiotic administration. These 
interventions are most effective 
when implemented together as a 
coordinated bundle of care. Com-
pleting all elements of the bundle 
within 180 minutes of sepsis onset 
has been shown to significantly 
reduce sepsis-attributable mortali-
ty and improve outcomes.7 

Case Report 

A previously healthy 9-year-old girl 
with fever (up to 105° F at home) 
and vomiting for three days is seen 
in the emergency department. She 
appears tired but interacts and an-
swers questions appropriately. Her 
vital signs include: temperature at 
103° F, respiratory rate of 32 breaths 
per minute, heart rate of 154 beats 
per minute, blood pressure at 87/45, 
oxygen saturations at 92% on room 
air, and normal perfusion.

Her white blood cell count is 
27,000; chest radiography is normal 
without focal infiltrate; urinalysis 
shows more than 50 white blood 
cells, positive nitrite and leuko-
cyte esterase. No lactate or blood 
cultures are obtained.

On arrival to the ED, clinical 
suspicion for sepsis was high; rapid 
treatment was initiated, including 
IV fluid resuscitation. Due to the 
patient’s blood pressure and per-
sistent tachycardia, she was given 
an extra 20 mL/kg of 0.9% saline 
while a transfer request was made. 
As there was no pediatric intensive 
care unit (PICU) on site, it was 
recommended that she transition 
to maintenance IV fluids and be 
transferred to higher-level care. 
Recalling the 2026 Surviving Sepsis 
Guideline Updates lists a prefer-
ence for balanced or buffered crys-
talloid fluids such as lactated Ring-
er’s (LR) due to a lower incidence 
of progressive acute kidney injury 
in large, randomized trials, LR was 
initiated.5 As a healthy child with 
no immune compromise or signifi-
cant risk factors for multidrug-re-
sistant organisms, she received IV 
ceftriaxone single coverage. Based 
on initial laboratory results, this 
was targeted therapy within three 
hours for the most likely source of 
her presumed sepsis.

Sepsis Pathophysiology 

Sepsis causes widespread dysregu-
lation within the body in response 
to an infection. It is driven by 
immune dysregulation, cytokine 
storm, endothelial dysfunction, 
capillary leak, coagulopathy, im-
munothrombosis, impaired tissue 
perfusion, and cellular injury, 
which can progress to shock and 
multiorgan disease states.6 The 
patient’s clinical presentation and 
hemodynamic instability are high-
ly suggestive of septic shock in the 
setting of pyelonephritis.

Evidence-Based Practice 

This case highlights opportunities 
to align current guidelines with 
2026 updates (see Table 1). Notably 
missing in this case: obtaining lac-
tate and blood cultures, utilizing 
buffered solutions, like LR, instead 
of 0.9% saline for initial and subse-
quent fluid management.

PICU-Level Care for Sepsis 

Once transferred to PICU, the em-
phasis shifts from initial recognition 
to titrated resuscitation, and several 
2026 updates give PICU clinicians 
clearer guardrails.2 Fluid boluses 
should be delivered in 10 to 20 mL/
kg increments, reassessing hemody-
namic status after each one, and up 
to 60 mL/kg in the first hour where 
intensive care is available. Non-ICU 
settings are capped lower, at 40 mL/
kg. A useful note for referring teams: 
if a child is approaching that volume 
and still shows signs of shock, this is 
the point to actively arrange PICU 
transfer rather than continue bed-
side boluses. 

Throughout resuscitation, clini-
cians should watch for signs of vol-
ume overload, pulmonary edema, 

or new or worsening hepatomega-
ly, and stop boluses if they appear. 
Should overload develop, the 2026 
updates newly endorse an active 
approach to fluid balance, includ-
ing fluid restriction, diuretics, and 
renal replacement therapy in re-
fractory cases, rather than waiting 
for it to resolve passively. Cardiac 
and lung point-of-care ultrasound 
is particularly useful at this stage 
to distinguish ongoing hypovole-
mia from evolving cardiac dys-
function or fluid overload, directly 
informing whether the next step 
should be more fluid, a vasoactive 
agent, or diuresis.

For children who remain in 
shock despite fluid resuscitation, 
the guideline offers a practical 
shift on vasoactive access: initiate 
vasoactive medications through 
peripheral IV access rather than 
delaying therapy for central line 
placement.2,6 A meta-analysis of six 
observational studies (709 chil-
dren) showed reduced mortality 
with peripheral initiation (relative 
risk, 0.45) and a low extravasation 
risk (2.5%), concentrated in distal 
sites like the hand. This matters 
most in the ED or pre-PICU envi-
ronment, where central venous 
catheter (CVC) placement can 
meaningfully delay time to vasoac-
tive support; a peripheral intrave-
nous line, ideally proximal, should 
not hold up therapy. Corticoste-
roids remain an area of restraint 
rather than routine use: the panel 
recommends against IV hydrocor-
tisone when hemodynamic stabil-
ity can be restored with fluids and 
vasoactive medications alone, and 
there is insufficient evidence to 
guide steroid use in children who 
remain unstable despite adequate 
fluid and vasoactive therapy.8 
Stress-dose hydrocortisone is still 
appropriate, but specifically for 

Updates in Pediatric Sepsis Management
Recent guidelines emphasize early recognition and coordinated management to improve outcomes 
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suspected or confirmed adrenal 
insufficiency, not as an empiric 
adjunct to refractory shock.

For our patient, once septic 
shock in the setting of pyelone-
phritis was confirmed, empiric 
ceftriaxone was appropriately 
continued without broadening, 
consistent with the guideline’s 
position that multidrug empiric 
coverage should be reserved for 
immunocompromised children 
or those at high risk for multi-
drug-resistant organisms, neither 
of which applied here.5 Should a 

bloodstream infection have been 
confirmed, infectious disease 
consultation would be recom-
mended, though this remains 
specific to documented bacteremia 
rather than sepsis broadly. Equally 
relevant for stewardship: the panel 
recommends against routinely 
using procalcitonin to guide antibi-
otic de-escalation in centers with 
effective stewardship programs 
already in place, since two pediat-
ric, randomized, controlled trials 
showed no benefit in mortality or 
antibiotic duration over usual care. 
It is not a substitute for steward-

ship infrastructure, and absent 
that infrastructure, its value is 
unproven. Finally, for children 
progressing to respiratory failure 
requiring mechanical ventilation, 
the 2026 update supports a conser-
vative oxygenation target of SpO2 
88% to 92% over a more liberal 
target above 94%, based on more 
organ-support-free days without 
a signal for harm, a meaningful 
departure from reflexive high-ox-
ygen strategies still common in 
general pediatric and even some 
intensive care unit settings.5

Conclusion

Pediatric sepsis remains a leading 
medical burden and cause of mor-
bidity and mortality with short- and 
long-term risks. Early identification 
and effective early intervention 
remain key to successful manage-
ment. Opportunities are identified in 
the 2026 updated sepsis guidelines to 
improve outcomes and compliance. 
Integration of these validated bun-
dled recommendations reduces the 
morbidity and mortality of sepsis. n

View complete list of references 
online.

Table 1. 2020 Versus 2026 Sepsis Management

TOPIC 2020 CONTINUED RECOMMENDATION 2026 UPDATES

Management  
of Infection

Blood cultures before antibiotics if no significant delay in administration Initial lactate, >2 mmol/L, directly associated with morbidity—assess 
for incomplete resuscitation; with > 5 mmol/L suggestive of cardiac 
dysfunction
Performance improvement program and standards of practice

Antibiotics Administer empiric broad-spectrum antimicrobials to cover all organisms
Immunocompromised or risk for multidrug-resistance: empiric multidrug 
approach
Narrow antimicrobials once susceptibilities available
If no pathogens identified, narrow or stop antimicrobials; consider clinical 
presentation, improvement, risk factors, site of infection, and involve 
Infectious Disease

Septic Shock—within one hour
Suspected Sepsis without shock—within three hours after rapid 
evaluation
Probable Bacterial Sepsis—with difficult timely evaluation; give 
antibiotics; do not wait
Bacterial sepsis treated with beta-lactam, no recommendation for 
continuous or extended-infusion therapy
Do not routinely use procalcitonin to de-escalate therapy with effective 
antimicrobial stewardship programs in place
If documented bloodstream infection, involve infectious disease 

Source Control Implement control interventions once diagnosed
Remove CVC if infection causation related to catheter, additional access 
obtained, after consideration of identified pathogen, and risks of surgery

Fluid Therapy ICU fluid resuscitation up to 40-60mL/kg incrementally given as 10-20mL/
kg boluses in first hour
Centers without ICU and no hypotension: use MIVF instead of boluses
Centers without ICU + hypotension: up to 40mL/kg incrementally as 10-
20mL/kg boluses in first hour
Assess hemodynamic stability after each bolus, titrate to cardiac output, 
and discontinue once shock resolves or symptoms of overload appear 
(e.g., pulmonary edema, new or worsening hepatomegaly)
Use crystalloids over albumin for initial resuscitation
Use balanced or buffered crystalloids (e.g., lactated Ringer’s) over 0.9% 
saline. (0.9% saline may be preferred with hyponatremia)

Hemodynamic 
Monitoring

Ongoing and frequent assessments to include markers of HDS: HR, BP, 
cap refill, extremity temperature, pulse quality, LOC, UOP
Use of cardiac and lung point-of-care ultrasound when available and 
trained clinicians present. (assess for myocardial dysfunction: cardiogenic 
versus hypovolemic etiology; fluid resuscitation; pulmonary edema, 
pleural effusions)

Vasoactive 
Medications

High-dose catecholamines, add vasopressin or titrate catecholamines No recommendation for use of these medications before or after 40mL/
kg boluses
Initiate use in peripheral intravenous catheter versus delay for CVC 
access; decreased mortality and low extravasation risk (2.5%)
No recommendation on use of epinephrine versus norepinephrine as 
first line

Ventilation Conservative oxygenation (88%-92%); avoid hyperoxia (>94%), which 
produces free radicals and microcirculation damage

Corticosteroids Recommended to avoid use of corticosteroids if HDS can be achieved 
with fluids and vasoactive medications

Persistent septic shock with clinical instability, insufficient evidence for 
use of IV hydrocortisone
IV hydrocortisone should be used with known or suspected adrenal 
insufficiency

Endocrine and 
Metabolic

Insufficient evidence with metabolic acidemia and use of sodium 
bicarbonate
Insufficient evidence for normothermia versus permissive approach

Long-Term 
Follow Up

Individualized early rehabilitation (e.g., optimize comfort, mobility, 
preventing delirium, and family involvement)
Assess and educate on post-sepsis morbidity (e.g., physical, cognitive, 
and emotional) and evaluate for new long-term sequelae

The HospitalistOctober 2026 19

Clinical 



By Karen Appold

When SHM’s Geriat-
rics Special Interest 
Group (SIG) founders 
established the group 

in the summer of 2025, they want-
ed to form a collaborative commu-
nity where hospitalists could share 
ideas, exchange best practices, and 
collectively lead innovations in 
age-friendly care delivery. 

“Hospitalists are at the forefront 
of caring for hospitalized older 
adults, 
navigating 
multi-morbid-
ity, cognitive 
vulnerability, 
and function-
al decline 
while aligning 
care with 
patients’ goals 
and values,” 
said Ezenwa 
Onyema, MD, 
MS, FHM, who 
chairs the SIG.

Linda Wang, 
DO, the SIG’s 
vice chair, 
was inspired 
to help found 
the group 
with Dr. Onyema and others 
because no SIG that focused on 
managing hospitalized older 
adults existed.

Dr. Onyema, a clinical assis-
tant professor in the department 
of emergency medicine in the 
division of hospital medicine 
and the department of internal 
medicine in the division of geri-
atrics and palliative medicine at 
the UTHealth McGovern Medical 
School, an academic hospital with 
1,100 beds in Houston, sees first-
hand the complexity and nuance 
required to care for older adults. 

As a newer SIG, Dr. Onyema said, 
the group has a unique opportunity 
to shape its identity and to explore 
innovative directions for growth to 
support the hospitalist community. 

At the same time, the group’s 
newness presents challenges. 
“We’re still building influence 
compared to more established 
SIGs and are actively working 
to strengthen member engage-
ment,” Dr. Onyema said. Current 
membership primarily includes 
hospitalists and advanced practice 
practitioners; broadened interdis-
ciplinary representation is needed. 

The SIG aims to intentionally 
engage professionals across multi-
ple care settings—such as nurs-
ing, pharmacy, social work, and 
rehabilitation—to create a more 
diverse, collaborative community 
that reflects the team-based na-
ture of geriatric care.

The Geriatrics SIG is commit-
ted to advancing the care of 
older adults by promoting evi-
dence-based practices through 
guideline dissemination, case-
based discussions, and expert-led 
insights on managing complex 
geriatric syndromes such as de-
lirium, polypharmacy, frailty, and 
cognitive impairment. 

“Educational efforts are designed 
to be highly practical and clinically 
relevant, equipping hospitalists 
with actionable strategies that 
can be readily applied in diverse 
inpatient settings,” said Dr. Wang, 
who is a clinical assistant profes-
sor in the department of internal 
medicine’s division of geriatrics 
and palliative medicine at Univer-
sity of Michigan Medical School’s 
University Hospital, an academic 
hospital with 1,043 beds in Ann 
Arbor, Mich. 

In parallel, the SIG prioritizes 
professional development by 
creating meaningful opportuni-
ties for member engagement and 
leadership. This includes pathways 
for members to take on leadership 
roles within the SIG, contribute to 
educational programming, and col-
laborate on quality improvement 
and scholarly initiatives. 

The SIG also fosters a strong 
sense of community through 
networking opportunities and 
mentorship, connecting early-ca-
reer hospitalists with experienced 
clinicians and leaders in geriatrics 
and hospital medicine to support 
career growth and skill develop-
ment. 

Additionally, the SIG serves as a 
platform for advocacy, particularly 
in supporting initiatives such as 
the Centers for Medicare & Medic-

aid’s age-friendly hospital measure 
and broader age-friendly health 
system efforts. 

“By engaging hospitalists in 
these initiatives, the SIG aims 
to elevate the role of frontline 
providers in shaping policy, driving 
system-level change, and ensur-
ing that care delivery models are 
aligned with the aging population’s 
unique needs,” Dr. Wang said.

Although it’s still in its infancy, 
the Geriatrics SIG has already had 
some successes. It has delivered 
high-yield educational program-
ming on key topics aligned with 
age-friendly care, including deliri-
um management. 

Hospitalists from different insti-
tutions with Institute for Health-
care Improvement age-friendly 
recognitions have shared practical, 
real-world workflows with webi-
nar participants. 

Sessions emphasized actionable 
strategies that can be readily im-
plemented across hospital settings, 
reinforcing the SIG’s commitment 
to equipping hospitalists with 
the necessary tools to advance 
age-friendly care.

The SIG’s leaders have also met 
with junior faculty geriatricians to 
discuss career advancement and 
strategies for promoting geriatric 
education among hospitalists. In 
addition, the SIG has created op-
portunities for members to serve 
as first-time speakers at SHM 
Converge.

Looking ahead, one of the SIG’s 
goals is to assist health systems 
with getting age-friendly health 
care designations, especially given 
CMS’s new age-friendly mandates. 
Another goal is to equip hospital-
ists to lead interdisciplinary teams 

that drive operational changes in 
caring for older adults.

Further, the SIG is collaborating 
with complementary SIGs such as 
the Perioperative SIG, the Trau-
ma Informed Care SIG, and the 
Compassionate Healthcare Col-
laborative SIG to advance shared 
priorities. 

“Through this collaboration, 
the SIG can amplify the positive 
impact on caring for older adults 
across different clinical settings, 
from perioperative optimization 
and trauma-informed approaches 
to compassionate, patient-centered 
care delivery,” Dr. Onyema said. 

“By working alongside these 
groups, we can co-develop educa-
tional programming, share best 
practices, and promote scalable 
workflows that address older adults’ 
complex medical, functional, and 
psychosocial needs,” Dr. Wang said. 

Ultimately, these partnerships 
strengthen the ability to embed 
age-friendly principles—such as 
the Institute for Healthcare Im-
provement’s 4Ms framework (what 
matters, medication, mentation, 
and mobility)—across varied clini-
cal settings, ensuring more coordi-
nated, high-quality, and equitable 
care for the aging population, Dr. 
Onyema said.

The group actively participates 
in SHM’s HMX online community 
to facilitate discussions and dis-
seminate relevant information and 
engages members through quar-
terly webinars. A regular quar-
terly meeting cadence to sustain 
collaboration and advance shared 
initiatives is in the works. n

Karen Appold is an award-win-
ning journalist based in Lehigh 
Valley, Pa.

Dr. Onyema

Dr. Wang

SIG Spotlight: Geriatrics
Young SIG champions age-friendly care delivery
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By Karen Appold

As the president of 
SHM’s Oregon/
Southwest Washing-

ton Chapter, Yohalakshmi Chel-
ladurai, MD, MPH, FACP, FHM, 
believes that chapter membership 
offers support 
to hospitalists 
in both their 
professional 
and their 
personal lives. 

“Hospitalists 
play critical 
roles across 
healthcare—
as clinicians, 
leaders, educators, and champions 
of quality and patient safety,” she 
said. “The chapter has a valuable 
network of colleagues who can 
share experiences, ideas, and solu-
tions to common challenges.”

For her, the chapter has been an 
important resource for everything 
from clinical questions to operation-
al and leadership matters. “Members 
have access to trusted educational 
resources, best practices, and a 
network of experts in hospital 
medicine,” said Dr. Chelladurai, who 
is the associate chief medical officer 
for inpatient medical specialties at 
Salem Health, a community hospital 
with 644 beds in Salem, Ore.

When Dr. Chelladurai first 
became involved with the chapter, 
she was early in her leadership 
career. It was a valuable forum for 
connecting with other hospital 
medicine leaders. 

“Through these relationships, I 
gained insight into how different 
programs and health systems op-
erate and learned ideas that helped 
shape initiatives in my program,” 
she said. 

As president, Dr. Chelladurai 
wanted to continue that tradition 
by strengthening connections 
among members and creating 
opportunities for newer leaders 
and hospitalists to learn from one 
another and build supportive pro-
fessional networks.

Founded in 2005, the chapter 
represents Washington’s Adams, 
Asotin, Benton, Clark, Columbia, 
Cowlitz, Garfield, Klickitat, Pacific, 
Skamania, Wahkiakum, and Walla 
Walla counties and all the counties 
of Oregon.

A big advantage of being a 
well-established chapter is the 
strong leadership foundation 
that’s been built over time. “Former 
chapter leaders remain invaluable 
resources, providing mentorship 
and institutional knowledge for 
newer leaders,” Dr. Chelladurai 
said. “As chapter president, I ben-
efited greatly from their guidance 
on everything from engaging 
members to organizing meetings.” 

An established chapter also bene-
fits from longstanding relationships 
and networks that make it easier 
to collaborate and secure support 
for educational initiatives. These 
connections include hospital sys-
tems, academic partners, individual 
members, and industry sponsors. 

For example, the chapter was 
able to organize a highly successful 
point-of-care ultrasound educa-
tional event through collaboration 
between Salem Health and an ac-
ademic hospitalist from Portland. 
“Having established relationships 
made the planning process much 
smoother,” she said.

Given the growing interest in 
point-of-care ultrasound among 
members, the chapter is looking to 
offer these educational sessions on 
an annual basis.

Another strength is the chapter’s 
diversity of leadership representa-
tion. Leaders hail from across the 
state and from a variety of practice 
settings, including academic and 
community hospitals. “This broad 
perspective helps ensure that 
programming and priorities reflect 
hospitalists’ interests and needs 
throughout our region,” she said.

In recent years, one of the chap-
ter’s primary goals has been in-
creasing member engagement and 
strengthening connections across 
its large geographic region. Virtual 
and hybrid programming make 
participation more accessible for 
members regardless of location. 

However, face-to-face inter-
actions remain important for 
building relationships and foster-
ing community. “We’re exploring 
more networking events, including 
informal summer gatherings at a 
winery or on the coast,” Dr. Chel-
ladurai said.

Annually, the chapter organizes 
a dinner, reception, and network-
ing event in collaboration with its 
regional academic center, Oregon 
Health and Science University, at 
the Annual Northwest Regional 
Hospital Medicine Conference. 
This event has become an import-
ant opportunity for members 
across Oregon and southwest 
Washington to come together, con-
nect informally, and engage with 
leaders in the field, she said. 

In 2024, the chapter hosted Dr. 
Rachel Thompson, a past SHM 
President, who spoke on the state 
of hospital medicine. The chapter 
has also hosted other national hos-
pital medicine leaders to discuss 
important topics, such as reducing 
malpractice risk and strength-
ening patient safety practices 
relevant to hospitalists.

The chapter provides a forum 
for hospitalists to share quality 
improvement projects, discuss 
operational and clinical initiatives, 
and learn from others’ experiences. 
It hosts leaders from other SHM 
chapters and SHM national leader-
ship, giving members insight into 
broader initiatives and opportuni-
ties within hospital medicine.

The chapter is currently seeking 
opportunities to increase col-
laboration with other chapters. 
“Tremendous value stems from 
learning from one another’s expe-
riences, sharing successful initia-
tives, and building connections 
across regions,” Dr. Chelladurai 
said.

To engage members, the chap-
ter works closely with contacts 
across hospital medicine programs 
throughout Oregon and southwest 
Washington to promote chapter 
meetings, educational events, 
and networking opportunities. 
Non-members are welcome to 
attend many of its events so they 
can experience the chapter’s value 
firsthand. These opportunities 
often lead to greater involvement 
and increased membership.

Peer connections and mentor-
ship largely drive networking. Ear-
ly in Dr. Chelladurai’s career, chap-
ter leaders played an important 
role in encouraging her to pursue 
clinical leadership opportunities 
and serving as a sounding board 
for ideas. These relationships were 
instrumental in shaping her devel-
opment as a hospitalist and leader. 
“I look forward to making this type 
of mentorship more intentional, 
structured, and widely accessible,” 
she said. n

Karen Appold is an award-win-
ning journalist based in Lehigh 
Valley, Pa.

Dr. Chelladurai
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•	 Early vasopressor initiation is 
encouraged when hypotension 
persists despite initial fluid ad-
ministration. 
Implication: Earlier achievement 

of adequate mean arterial pressure 
may reduce excessive fluid admin-
istration.

5. Corticosteroids

For adults with refractory septic 
shock requiring ongoing vasopres-
sor support, corticosteroids remain 
a reasonable adjunctive therapy. 
The recommendation is supported 
by evidence demonstrating faster 
shock resolution, although mor-
tality benefits remain modest and 
variable across studies. 

Implication: Hydrocortisone 
continues to have an important 
role in vasopressor-dependent 
septic shock.

6. Respiratory Support

For patients with sepsis-induced 
respiratory failure:
•	 Lung-protective ventilation 

remains the standard of care.
•	 Conservative oxygen strategies 

are generally favored over hyper-
oxia.

•	 Recommendations were updated 
based on evidence that excessive 
oxygen exposure may be harm-
ful. 
Implication: Avoid both hypox-

emia and unnecessary hyperoxia.

7. Long-Term Outcomes and 
Post-Sepsis Care

One of the most important con-
ceptual changes is recognition 
that sepsis management extends 
beyond the acute hospitalization.

The guideline highlights:
•	 Screening for new physical, cog-

nitive, and psychological impair-

ments following sepsis
•	 Structured transitions of care
•	 Rehabilitation and recovery 

planning 
Implication: Post-sepsis syn-

drome is increasingly viewed as a 
major quality-of-care issue.

Conclusion

For a hospitalist or sepsis cham-
pion, the most important theme 
of the 2026 Surviving Sepsis 
Campaign (SSC) guideline is not a 
wholesale change in sepsis man-
agement, but a shift from a fixed 
protocolization standard towards 
precision-focused individualized 

care, antimicrobial stewardship, 
and post-sepsis outcomes. Many 
recommendations from the 2021-
era SSC implementation bundles 
remain, but several have been 
softened, narrowed, or reframed 
because newer evidence failed 
to show benefit or demonstrated 
potential harm, especially when 
diagnostic certainty is low. As a 
result, some recommendations 
depart from the traditional Severe 
Sepsis and Septic Shock Manage-
ment Bundle focus. The updated 
guidelines (see Table 1) also add a 
focus on sepsis survivorship and 
the continuum of care from pre-
hospitalization to post-discharge 
considerations (see Table 2). n

Candidates who are legally authorized to work in the US and BE/BC can apply here: https://apply.interfolio.com/163833

For further information, please contact:  
Elizabeth Hemping, Physician Recruiter, Vanderbilt University Medical Center elizabeth.hemping@vumc.org 

Vanderbilt Health is committed to fostering an environment where everyone has the chance to thrive and is committed to the principles of equal 
opportunity. EOE/Vets/Disabled.

The Division of General Internal Medicine and Public Health at Vanderbilt University 
Medical Center seeks talented BC/BE Internal Medicine and Med-Peds physicians to 
join our growing Section of Hospital Medicine.  

Inpatient Hospitalist positions are available for well-trained physicians who wish to 
focus on direct patient care, bedside procedures, co-management, and medical 
consultation. We offer flexible scheduling, innovative care models, collaborative care 
with top specialists, and opportunities to engage in teaching, quality improvement, 
and scholarship. Please feel free to explore our program here. 

A physician-scientist track provides approximately 80% time for research in 
collaboration with established investigators in health services research, clinical 
epidemiology, decision sciences, quality improvement, patient safety, behavioral 
sciences, and biomedical informatics. For those interested in pursuing training in 
hospital-based research please visit our VISTA T32 Training Program website. 

Vanderbilt University Medical Center is a leader in providing high-quality, cost-
effective care. We are an equal opportunity employer who values diversity. With robust programs in quality improvement and clinical research, 
a highly developed electronic health record, Magnet Recognition for nursing care, competitive salaries and benefits, and a highly supportive 
environment for faculty, Vanderbilt is a great place to work. With a booming economy and friendly environment, Nashville, TN is a top place to live.

Hospital Medicine Faculty Positions
Nashville, Tennessee
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Table 2. Suggested Hospitalist Sepsis Program Key Performance Indicator Dashboard 

PRE-HOSPITAL IN-HOSPITAL POST-HOSPITAL

EMS screening compliance Time to antibiotics in septic shock 30-day readmission rate

EMS-to-ED handoff quality Time to source control Post-sepsis clinic follow-up rate

Prehospital lactate utilization Vasopressor initiation timing Functional recovery metrics

Early EMS sepsis identification rate Antibiotic de-escalation rate Patient-reported quality of life

Prehospital alert activation rate Fluid stewardship compliance Cognitive and mental health screening rates



Hospitalist Physician
Join one of the nation’s leading academic 
medical centers.
The Department of Internal Medicine is recruiting Academic 
Hospitalists to join the Division of Hospital Medicine at the 
rank of Clinical Assistant Professor/Assistant Professor/
Clinical Associate Professor/Associate Professor. This is a 
full-time position providing a unique academic opportunity to 
engage in diverse clinical experiences at one of the nation’s 
leading academic institutions. The Hospital Medicine Division 
is a large academic multi-site group with a variety of practice 
locations and a diverse mix of patient populations. Physicians 
provide direct patient care, participate in operational 
improvement, quality improvement, and patient safety efforts, 
and play a critical role in educating, mentoring and preparing 
the next generation of physicians.

Job Summary
• Provide exceptional clinical care to a high-complexity 

patient population on med-surg level units

• Teach and mentor internal medicine residents and medical 
students while on teaching services

• Collaborate with advanced practice providers in a shared 
visit model during some weeks

• Closed ICU

Qualifications
• MD or DO degree, or foreign equivalent, from an accredited 

institution

• Board certified or board eligible with the American Board of 
Internal Medicine

Compensation & Benefits
• PPO medical plan, available day one at no cost for full-time 

employee-only coverage
• 100% coverage for preventive healthcare – no copay

• Paid Time Off

• Paid Parental Leave Benefit

• Wellness programs

• Tuition Reimbursement

• Public Service Loan Forgiveness (PSLF) Qualified Employer

• Two types of retirement programs, including a lifetime 
annuity pension plan with a substantial employer match 
contribution

Dallas, TX
Dallas, Texas is a vibrant, fast-growing metro of over 8.3 
million residents, known for its strong economy, diverse 
neighborhoods, and thriving arts, dining, and entertainment 
scenes. The region is home to six major professional sports 
teams. From walkable urban living in Downtown and Uptown 
to family-friendly suburban communities, abundant parks, 
cultural attractions, and year-round activities, Dallas offers an 
exceptional quality of life for professionals and families alike.

If interested, please apply to Academic 
Hospitalists job at UT Southwestern Medical 
Center, Dallas, TX and provide a cover letter and 
CV to: Megan.Davis@UTSouthwestern.edu.

Showcase your leadership in the 
field by applying to become a 

Fellow or Senior Fellow in Hospital 
Medicine. Application deadline is 

November 13, 2026 at 11:59 p.m. ET. 

View criteria and apply at shm.org/fellows.

Come join our team of 
Hospitalists! 

(day and night, teaching and direct care opportunities)  
Harvard Medical Faculty Physicians at  

Beth Israel Deaconess Medical Center - Boston, MA 

The Hospital Medicine team at Beth Israel Deaconess is seeking  
Physicians for day and night, teaching and direct care opportunities 
at its Harvard-affiliated teaching Hospital in Boston. A medical school 
Instructor in Medicine, full time faculty appointment commensurate with 
experience and commitment to teaching Harvard learners may be  
possible. We are also seeking HMED Physicians at our community  
hospitals in Milton, Needham and Plymouth (APHMFP). A medical school 
Instructor in Medicine, part time faculty appointment may be possible. 

Joseph Li, MD - Chief of Hospital Medicine  
JLi2@bidmc.harvard.edu and 

Rusty Phillips, MD - Director of Recruitment 
wphillip@bidmc.harvard.edu 

Scan this QR Code to down-
load our Hospital Medicine 
brochure and learn more 
about our group and our 
professional development 
opportunities. 

We are an equal opportunity employer and all qualified applicants will receive consideration for 
employment without regard to race, color, religion, sex, national origin, disability status, protected 
veteran status, gender identity, sexual orientation, pregnancy and pregnancy-related conditions 
or any other characteristic protected by law. 
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Hospitalists are facing increasing workloads, evolving patient safety 
concerns, and rapid growth of AI in healthcare. Gain the knowledge, 

strategies, and connections you need to address these challenges and 
turn change into meaningful progress at Converge 2027. 

SHM Converge brings together leading experts and hospitalists nationwide 
to share the latest evidence, best practices, and innovative solutions.

Don’t just keep up with the change. Help shape the future.
Register today at shmconverge.org.


