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Learning Objectives
At the end of this presentation, the attendee will be able to: 

1. Cite important and clinically-relevant research articles of the past year 
in the field of Family Medicine. 

2. Describe methods for staying current in clinical medicine. 





How Did I Choose Things?
NEJM Journal Watch

Essential Evidence/Daily POEMS

Various “Top Articles” Lists

Prioritized:
◦ key areas of FM practice
◦ might directly change clinical practice
◦ might be leading to paradigm changes



2025 ACC/AHA BP Guidelines



2022 AAFP BP Guidelines
140/90 to reduce all-cause 
and CV mortality

Consider 135/85 to reduce 
risk of MI

Am Fam Physician. 2022 

Dec;106(6):Online. PMID: 

36521481.

https://pubmed.ncbi.nlm.nih.gov/36521481/
https://pubmed.ncbi.nlm.nih.gov/36521481/
https://pubmed.ncbi.nlm.nih.gov/36521481/


New AHA BP Guidelines
These replace 2017 AHA/ACC BP guidelines

AHA/ACC + 11 other professional societies (not AAFP or ACP)

Thresholds remain the same as 2017:

▪normal <120 and <80

▪Elevated BP is 120-129/<80, stage 1 htn 130-140/80-90, then stage 2

Recommended getting various things on dx of htn (labs and considering EKG)

Primary aldosteronism screening in higher risk subpopulations (resistant htn, hypoK, 
OSA, early stroke, age <40, adrenal nodules)

Hypertension 2025 Oct; 82(10):e212-e316

https://pubmed.ncbi.nlm.nih.gov/40811516/
https://pubmed.ncbi.nlm.nih.gov/40811516/
https://pubmed.ncbi.nlm.nih.gov/40811516/


New AHA BP Guidelines
Uses PREVENT Calculator to help make decisions in stage 1 htn (130-
140/80-90)

Endorses 3-6 months of lifestyle changes for low-risk patients (includes 
PREVENT less than 7.5)

Treatment goal for most patients: <130/<80, with encouragement to get 
systolic <120

“validated oscillometric upper arm BP monitors” at home. (becoming 
recommended more and more for clinics as well)

cuffless BP devices (e.g., smartwatches, rings) are not recommended

For adults with >140/90, initiate two first-line agents in a single pill

Hypertension 2025 Oct; 82(10):e212-e316

https://pubmed.ncbi.nlm.nih.gov/40811516/
https://pubmed.ncbi.nlm.nih.gov/40811516/
https://pubmed.ncbi.nlm.nih.gov/40811516/


Evidence-Basis
Some trials looking at lower BP targets: SPRINT, STEP, ESPRIT, BPROAD, 
PREVER-Prevention, CRHCP, HOT, RESPECT, PAST-BP, PODCAST, SPS3

Adverse affects of lower BP targets: NNH 508 for hypotension, 3222 for 
electrolyte abnormalities

12-19% Dementia reduction with lower BPs

Evidence for SBP<120 is noted to be “smaller, albeit growing”

Guidelines do not estimate exact number of CV events prevented between 120 
and 130. Instead, they recommend that patients at increased risk achieve at 
least <130 mm Hg, with encouragement to achieve <120 mm Hg when feasible





Public Misperceptions about 
Hypertension
Australian study, 800 survey responses (4% response rate, 36% had 
hypertension)

51% male, mean age of respondent 52%

▪41% thought stress was the main cause of htn 

▪27% were unaware that htn is usually asymptomatic

▪42% thought they didn’t need to take BP meds on days they felt well

J Hypertens 2026 Mar 1; 44(3):512-519

https://pubmed.ncbi.nlm.nih.gov/41537387/
https://pubmed.ncbi.nlm.nih.gov/41537387/
https://pubmed.ncbi.nlm.nih.gov/41537387/
https://pubmed.ncbi.nlm.nih.gov/41537387/
https://pubmed.ncbi.nlm.nih.gov/41537387/


2026 ACC/AHA Lipid Guidelines



New ACC/AHA Lipid Guidelines
Big Picture Background
There are around 147 million US adults aged 40-75

statins are mostly cheap/generic

PREVENT risk is ~1/2 that of PCE (the prior calculator)

If the new guidelines just swapped in the new calculator: adults 40-75 meeting threshold 
for statins for primary prevention would decrease by ~17 million

The new guidelines more than offset this via increased eligibility for statins 

2018 guidelines: ~50% of adults without a history of ASCVD eligible for statins. 2026: 
~70%

J Am Coll Cardiol. 2026 May 19;87(19):2624-2757

https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/


2026 ACC/AHA Lipid Guideline
Clear shift toward lifelong, target-driven LDL cholesterol reduction, 
prioritizing earlier intervention and more intensive therapy

Use PREVENT for primary prevention risk stratification
◦ Low risk (<3%)

◦ Borderline risk (3% to <5%)

◦ Intermediate risk (5% to <10%)

◦ High risk (≥10%)

Utilizes Coronary Artery Calcium Scoring, Lipoprotein(a)

J Am Coll Cardiol. 2026 May 19;87(19):2624-2757

https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/






What are these new pathways to 
statins?
Diabetes, familial hypercholesterolemia: already in 2018

CKD stage ≥3 (gfr 30-59)

HIV ages 40-75

Subclinical atherosclerosis
◦ Coronary artery calcium scoring (“CAC”), for those at intermediate risk (5-10%)

◦ Elevated LP(a): universal 1x screening is recommended

◦ Lp(a) ≥125 nmol/L (≥50 mg/dL) →  probably statin, “optimal early control of risk factors”

J Am Coll Cardiol. 2026 May 19;87(19):2624-2757

https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/
https://pubmed.ncbi.nlm.nih.gov/41824590/


Areas of Controversy
“It would probably be simpler to just put statins in the drinking water.” 

-Mark Ebell

Disease-Oriented Evidence: focuses on surrogate or intermediate outcomes such as 
BP levels, HbA1c levels, bone density changes, or cholesterol levels. These are markers 
of disease activity or progression 

Patient-Oriented Evidence: mortality, morbidity, symptom improvement, quality of life, 
and functional status



Areas of Controversy
33-person panel devoid of primary care (or patient) representation

Screening children to identify those with hypercholesterolemia (~0.4% prevalence), 
adults starting @ 19

Lowering potential treatment threshold to 3% (changes cost/benefit analysis)

CAC-guided therapy and LDL targets rely on observational data, but calls them “Class I 
Recommendations”

Treating patients with 10-year risk less than 10%: ”Crosswalk calibration” 

No (RCT) evidence for most of the new recommendations, relies on observational 
studies and extrapolation



Coronary Artery Calcium (CAC)
Obtained via a specialized CT scan

Costs $50-$400 out of pocket, insurance coverage variable

Recommended in the Lipid Guidelines, for adults in intermediate risk “Class I 
recommendation”

Concerns:

◦ No RCTs have shown yet that it reduces mortality (a recent Danish study was negative)

◦ Adding the data to PREVENT doesn’t change much

◦ The best evidence supporting it has been questioned (“MESA cohort”)

◦ Potential for overdiagnosis (non obstructive atherosclerosis)

◦ Cost





Another Study:
Emerging Lipid Biomarkers and CV Risk
Elevations in lipoprotein(a) (Lp[a]) and apolipoprotein B (apoB) have been linked to 
excess cardiovascular risk

New guidelines discuss using them to guide risk stratification, tailor treatment decisions 

~10k adults, mean age 48.3, US study

Examined whether integrating Lp(a) and apoB into the PREVENT improves the 
prediction of atherosclerotic cardiovascular disease (ASCVD)

Retrospective analysis. Median follow-up was 21 years, ~1100 ASCVD events occurred

When added to the PREVENT risk calculator, neither biomarker improved the 
accuracy of ASCVD risk prediction in adults over 40

JAMA Netw Open. 2026 Apr 1;9(4):e265199

https://pubmed.ncbi.nlm.nih.gov/41945347/
https://pubmed.ncbi.nlm.nih.gov/41945347/
https://pubmed.ncbi.nlm.nih.gov/41945347/


Another Study:
Guidelines vs Patient Preferences
Goal: determine whether patients at various risk levels would consider taking statins for 
Primary Prevention

Survey of ~500 people in Japan and the US, without prior statin use, Mean age 56

Asked willingness to take statins at 3 hypothetical levels of 10-year ASCVD risk:

▪ 2.5% (low)

▪ 10% (moderate)

▪ 20% (high)

76.4% of respondents would decline statins based on explanations of real world risk 
reduction (~25% relative risk reduction*) - same in Japan vs US

At a hypothetical 10% baseline risk, 42.9% of US respondents and 42.4% of Japanese 
respondents said they would decline statins… even if it could reduce their risk to 0

JAMA Intern Med 2026 Apr 1; 186(4):488-490

https://pubmed.ncbi.nlm.nih.gov/41697671/
https://pubmed.ncbi.nlm.nih.gov/41697671/
https://pubmed.ncbi.nlm.nih.gov/41697671/


What to do….?



VA/DOD guideline
“Future research is needed to define more precise treatment thresholds based on the 
PREVENT calculator”

Acknowledges concern of using recalibrated thresholds (PREVENT), notes applying 
PREVENT to existing guidelines would decrease statin eligibility by ~14 million, with 
disproportionate effect on black and older adults

Overall more conservative than ACC/AHA

Takes a stronger position on lifestyle interventions (Mediterranean diet, physical activity, 
cardiac rehabilitation

Department of Veterans Affairs (2026). 2026.

https://www.healthquality.va.gov/HEALTHQUALITY/guidelines/CD/lipids/Lipids-CPG_2025-Guideline_final_20260106.pdf


VA/DOD guideline
Does use PREVENT

(Strong rec) for at least moderate instensity-statin (for primary prevention) in:

 -patients with diabetes

 -LDL ≥190 mg/dL

 -10-year CV risk ≥10%; use at least a moderate intensity statin

A moderate-intensity statin is suggested (“Weak for”) for patients with 5% to <10% risk

insufficient evidence to recommend a treat-to-target (LDL) strategy

A moderate-intensity statin is suggested for adults living with HIV even at low 10-year risk

Department of Veterans Affairs (2026). 2026.

https://www.healthquality.va.gov/HEALTHQUALITY/guidelines/CD/lipids/Lipids-CPG_2025-Guideline_final_20260106.pdf


VA/DOD guideline
Weak rec for: intermediate risk group (5-10% risk): suggested moderate intensity statin 
with shared decision-making

Coronary Artery Calcium (CAC) screening: Weak rec for using in intermediate/high-risk 
patients when it could change management; Weak rec against routine screening in low-
risk patients

Lp(a) testing: weak rec for using 1x, mostly to encourage pts to lower their risk

For patients with existing CVD: three options: a high-intensity statin alone, a moderate-
intensity statin combined with ezetimibe, or a moderate-intensity statin combined with a 
PCSK9 inhibitor

Department of Veterans Affairs (2026). 2026.

https://www.healthquality.va.gov/HEALTHQUALITY/guidelines/CD/lipids/Lipids-CPG_2025-Guideline_final_20260106.pdf


VA/DOD guideline, continued
Guideline covers up to age 79 with at least 5 years expected life span

They acknowledge more evidence is needed for age 75+

Department of Veterans Affairs (2026). 2026.

https://www.healthquality.va.gov/HEALTHQUALITY/guidelines/CD/lipids/Lipids-CPG_2025-Guideline_final_20260106.pdf


What to do….?
VA guideline is more pragmatic

Simpler algorithms

Fewer ancillary tests

Population health approach vs maximally optimizing care for individual pts

Counterpoint: Not all patients are the same and want the same things



Digression:
The “Anti-Statin” Movement
Argues that statins are overused, only weakly effective, and far more harmful than 
mainstream medicine admits

Claims that cholesterol itself is not a meaningful cause of heart disease 

Lifestyle or supplements should replace statins

Risks of concern: myalgias, rhabdo, diabetes, cognitive issues, sexual dysfunction

Claims that raw statin trial data are controlled by industry-linked groups and not 
independently accessible



Kernals of truth, but mostly incorrect
NNTs are much better for those at high risk

Diabetes risk: small (0.2% of treatment), depends on baseline diabetes risk – small increases 
in A1c, but even in those populations statins improve mortality

Rhabdo risk: <0.1%

10% of pts stop statins due to side effects, much of that is thought to be “nocebo”

No causal link between statins and cancer, cataracts, cognitive dysfunction, ED, tendonitis, 
peripheral neuropathy

Many pivotal statin trials were industry-funded, access to individual-patient-level data is 
controlled by centralized groups

Independent meta-analyses, guideline panels, and government bodies have repeatedly 
re-evaluated the evidence

Still, there are rare, serious harms



Diabetes + Weight Guidelines



Late 2024: ACP Diabetes Guideline
Updated the ACP 2017 Guideline

Systematic Review

Reaffirmed an HbA1c goal of 7% - 8% for most with type 2 diabetes

Relax A1c target in patients with an HbA1c of less than 6.5%

Metformin still first line

Quick addition of newer treatments: SGLT-2 inhibitor (eg, dapagliflozin, empagliflozin) or 
GLP-1 agonist (eg, liraglutide, semaglutide) for most patients because of demonstrated 
benefit on morbidity and mortality

Recommends against using a DPP-4 inhibitor: lack of demonstrated benefit on morbidity 
and mortality

Ann Intern Med. 2024 May;177(5):658-666. doi: 10.7326/M23-2788. 

Epub 2024 Apr 19. PMID: 38639546; PMCID: PMC11614146.

https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/
https://pubmed.ncbi.nlm.nih.gov/38639546/


ADA 2026 Guidelines: 
Tech and Weight
ADA Standards of Care updated annually

2026 Update is considered “moderate to major” update

Stronger recommendations to consider CGM from onset of diabetes and at any time 
thereafter, not just in select subgroups

Automated insulin delivery (AID) systems recommended for all adults with type 1 or 
type 2 diabetes who require insulin, especially those on multiple daily injections 

Clearer target of 5–7% weight loss to improve glycemia and cardiometabolic risk

Diabetes Care. 2026 Jan 1;49(1 Suppl 1):S6-S12. doi: 

10.2337/dc26-SREV. PMID: 41358896; PMCID: PMC12690167.

https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/


Other ADA 2026 Recs
Annual overweight/obesity screening using BMI plus a measure of adiposity (e.g., 
waist, body fat) when available*

More explicit endorsement of GLP-1’s and metabolic surgery even for people with type 
1 diabetes and obesity

Mediterranean-style and low-carbohydrate diets approaches

BP goals spelled out by risk and life expectancy (e.g., <120/80 in very high CV/renal risk, 
<130/80 when safe in older adults)

GLP-1 plus SGLT2 inhibitors are clearly prioritized 

Annual anxiety screening, structured approaches to “diabetes distress,” fear of 
hypoglycemia, and sleep health

Diabetes Care. 2026 Jan 1;49(1 Suppl 1):S6-S12. doi: 

10.2337/dc26-SREV. PMID: 41358896; PMCID: PMC12690167.

https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12690167/


Diabetes Care. 2026 Jan 

1;49(Supplement_1):S132-S149. doi: 

10.2337/dc26-S006. PMID: 41358894; 

PMCID: PMC12690178.

A1c Targets

https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/
https://pubmed.ncbi.nlm.nih.gov/41358894/


Why the A1c differences?
Differing interpretations of the landmark trials (DCCT, UKPDS, ACCORD, ADVANCE, 
VADT)

ADA (Specialty society): Modern therapies with low hypoglycemia risk (GLP-1 RAs, 
SGLT2 inhibitors, CGM) make tighter control safer & more achievable than before (in the 
era of the landmark trials) 

ACP (Generalist society): Greater weight placed on harms of overtreatment, limited 
macrovascular benefit demonstrated in intensive glycemic control trials

Both guidelines agree on the importance of individualization and shared decision-
making



Why the A1c differences? (part 2)
ACP's longstanding generalist perspective: BP and lipid management have far stronger 
evidence for CVD risk reduction than intensive glycemic control

Steno-2 trial (2003)

multifactorial intervention (BP, lipids, microalbuminuria, + glucose simultaneously) 

Reduced CVD events by ~50% in type 2 diabetes with microalbuminuria. 

Both societies cite Steno-2, but ACP draws a more aggressive conclusion: strict 
glycemic control specifically was the least impactful component of the bundle

N Engl J Med. 2003 Jan 30;348(5):383-93. doi: 

10.1056/NEJMoa021778. PMID: 12556541.

https://pubmed.ncbi.nlm.nih.gov/12556541/
https://pubmed.ncbi.nlm.nih.gov/12556541/
https://pubmed.ncbi.nlm.nih.gov/12556541/
https://pubmed.ncbi.nlm.nih.gov/12556541/
https://pubmed.ncbi.nlm.nih.gov/12556541/
https://pubmed.ncbi.nlm.nih.gov/12556541/


More Differences

Ann Intern Med. 2026 Jun 16. doi: 

10.7326/ANNALS-25-02714. Epub 

ahead of print. PMID: 42296496.

https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/


2026 ACP “Living Guideline” on 
Overwight and Obesity
Rec 1: Adults with Obesity (BMI ≥ 30)

▪ First line: semaglutide or tirzepatide (moderate-certainty evidence)

▪ Second line: phentermine-topiramate (low–certainty evidence)

▪ Third line: liraglutide (low-certainty evidence)

▪ Fourth line: naltrexone-buproprion (low-certainty evidence)

Rec 2: Adults with Overweight (BMI ≥ 27-30)

▪ First line: semaglutide or tirzepatide (moderate-certainty evidence)

▪ Second line: liraglutide (low–certainty evidence)

Both mention 

with lifestyle

modifications

Ann Intern Med. 2026 Jun 16. doi: 

10.7326/ANNALS-25-02714. Epub 

ahead of print. PMID: 42296496.

https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/
https://pubmed.ncbi.nlm.nih.gov/42296496/


Confused by GLP, GLP-1, GLP-1 RA?
GLP: glucagon-like peptide. Not a medication, naturally occurring

GLP-1: the more important of the 2 natural glucagon-like peptides (there is a GLP-2)

Effects of GLP-1: stimulates insulin, suppresses glucagon, delays gastric emptying, acts on 
hypothalamic nuclei, affects mesolimbic dopamine system, reduce vascular inflammation

GLP-1 lasts minutes

GLP-1 RA = “GLP-1 Receptor Agonist”

These are our medications 

structural modifications make them resistant to being degraded

Techniclally tirzepatide: Dual GLP-1 RA + GIP Agonist (“Glucose-dependent Insulinotropic 
Polypeptide Receptor)



Quicker Summaries



Quicker Summaries
CAP guideline/updates: MDROs are uncommon, withhold abx on outpatients with 
positive viral panels and no comorbidities. 

Pts with co-morbidities and hospitalized pts should get abx regardless of swabs (IDSA 
did not endorse over this- they think only if hospitalized and severe CAP). 

Supports lung US when performed by experienced clinicians

More evidence that sodium restriction in pts hospitalized with HF doesn’t help

Am J Respir Crit Care Med 2026 Jan; 212:24

J Hosp Med 2026 Feb 4; [e-pub]. DOI: 10.1002/jhm.70278

https://pubmed.ncbi.nlm.nih.gov/40679934/
https://pubmed.ncbi.nlm.nih.gov/40679934/
https://pubmed.ncbi.nlm.nih.gov/41640255/
https://pubmed.ncbi.nlm.nih.gov/41640255/
https://pubmed.ncbi.nlm.nih.gov/41640255/


Quicker Summaries
When chest pain is broadly defined to include: pressure, tightness, and discomfort, 
women report it just as often as men (in ≈90% of suspected ACS). 

Women are more likely than men to present >3 hours after CP onset and to report 
associated symptoms, including nausea, epigastric pain, palpitations, and discomfort in 
the jaw, neck, arms or between the shoulder blades

The evidence supporting osteoporosis medications continues to be weak, especially for 
preventing hip fractures

BMJ 2026 Jan 30; 392:e086177. DOI: 

10.1136/bmj-2025-086177

J Clin Endocrinol Metab. 2025 Dec 

18;111(1):e70-e82. doi: 10.1210/clinem/dgaf332. 

PMID: 40488289; PMCID: PMC12712987.
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https://pubmed.ncbi.nlm.nih.gov/41617253/
https://pubmed.ncbi.nlm.nih.gov/41617253/
https://pubmed.ncbi.nlm.nih.gov/41617253/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/
https://pubmed.ncbi.nlm.nih.gov/40488289/


Quicker Summaries
Unclear if Paxlovid still prevents hospitalization or prevents death, at least in highly vaccinated 
Canadian/UK populations. 

Median time to self-reported recovery was faster. 

Study: age, ≥50 years or age, ≥18 with comorbidities. Primary outcome was hospitalization or 
death from any cause within 28 days: 1% in both trials

Delta variant was prominent at the time (Apr 2022 – Mar 2024)

98% had 2 or more doses of covid vaccine

No deaths seen in either group

N Engl J Med. 2026 Apr 23;394(16):1583-1594. 

doi: 10.1056/NEJMoa2502457. PMID: 

42019019; PMCID: PMC7619176.

https://pubmed.ncbi.nlm.nih.gov/42019019/
https://pubmed.ncbi.nlm.nih.gov/42019019/
https://pubmed.ncbi.nlm.nih.gov/42019019/
https://pubmed.ncbi.nlm.nih.gov/42019019/
https://pubmed.ncbi.nlm.nih.gov/42019019/
https://pubmed.ncbi.nlm.nih.gov/42019019/


Quicker Summaries
Covid vaccines still helpful, effects are a bit less impressive since overall hospitalization and death 
has declined. The population now has “extensive hybrid immunity”

Mostly male VA population, fall of 2024, mean age 72. 

For ED visits (ARR) was 18.3 fewer per 10,000 persons for ED visits (NNT = 546)

7.5 fewer per 10,000 persons for hospitalization (NNT = 1333) 

2.2 fewer per 10,000 for mortality (NNT = 4545). 

People in higher risk groups experienced greater absolute reductions

Annual boosting provides the greatest absolute benefit in adults ≥75 years and 
immunocompromised populations, with more modest benefit in younger adults

N Engl J Med. 2025 Oct 23;393(16):1612-1623. doi: 

10.1056/NEJMoa2510226. Epub 2025 Oct 8. PMID: 41061231.

Influenza Vax

NNV ~2k for ≥ 75yo

with comorbidities

https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/
https://pubmed.ncbi.nlm.nih.gov/41061231/


Quicker Summaries
RSV vaccination reduces hospitalization in adults 60, no mortality benefit (131k 
participants)

Adults 60–74 without risk factors: ~30 prevented → NNT ≈ 3,333

Adults 60–74 with 1 chronic condition: ~70 prevented → NNT ≈ 1,429

Adults 60–74 with ≥2 chronic conditions: ~279 prevented → NNT ≈ 358

Adults ≥75 years: ~341 RSV hospitalizations prevented → NNT ≈ 293

ACP (2026) recommends RSV vaccination for all adults ≥75 and for adults 60–74 at 
increased risk

N Engl J Med 2026;394(2):138-151

https://pubmed.ncbi.nlm.nih.gov/40888695/
https://pubmed.ncbi.nlm.nih.gov/40888695/
https://pubmed.ncbi.nlm.nih.gov/40888695/


Quicker Summaries
No evidence found that community water fluoridation effects adolescent IQ and cognition 
in adults

Premature cardiac death was lower in 38-50 year olds who walked >7k steps per day 
(CARDIA data from 2005-2006, analyzed 2020-2021)

Proc Natl Acad Sci U S A. 2026 Apr 

21;123(16):e2536005123. doi: 

10.1073/pnas.2536005123. Epub 2026 Apr 13. 

PMID: 41973917; PMCID: PMC13099618.

JAMA Netw Open. 2021 Sep 1;4(9):e2124516. 

doi: 10.1001/jamanetworkopen.2021.24516. 

PMID: 34477847; PMCID: PMC8417757.

Format:
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Patient Portal Messages ↑↑↑ 
(2020-2025)
Patient-authored portal messages increased 153% (0.99 → 2.50 per patient per year)

Office visits increased 17% (2.37 → 2.77 per patient per year)

Telephone encounters declined modestly by 6% (2.33 → 2.20)

JAMA. 2026 Jun 22:e268690. doi: 

10.1001/jama.2026.8690. Epub ahead of print. 

PMID: 42329625; PMCID: PMC13288193.

https://pubmed.ncbi.nlm.nih.gov/42329625/
https://pubmed.ncbi.nlm.nih.gov/42329625/
https://pubmed.ncbi.nlm.nih.gov/42329625/
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https://pubmed.ncbi.nlm.nih.gov/42329625/


Recap



Recap (and some commentary)
ACA/AHA BP and Lipid Guidelines: Think of them as “recommendations 
from a consultant”

Check out the VA/DOD Lipid Guideline

Patients may be less enthused about statins when provided the data

~40% of surveyed people (in Australia) thought you don’t need to take BP 
meds on days you felt well 

We should be provided time for patient portal messages



An Update from Me



Recruiting!
We really need FM PIE preceptors (“Practical Immersion Experience”). 4-6 week 
experience in the summer with early MS2’s

We are also trying to connect rural sites with various UNM residencies: for rural 
rotations. Feel free to forward my email address to any non-FM colleagues you think 
may want to explore that.

Dan Waldman

dpwaldman@salud.unm.edu

Director GME Rural Infrastructure Development

Director Clinical Preceptorships

mailto:dpwaldman@salud.unm.edu


How to Stay Current?



Read everything….? (good luck!)

Journal clubs with your colleagues

**Services: Essential Evidence, Journal Watch, etc 

Open Evidence: ask it questions about articles, push back and see how it responds

Podcasts 

Teach, Precept

ABFM CKSA’s: 25 q’s per quarter (they also have an app)

Do a talk like this!

Staying Current



Thanks!
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