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Clin-IQ 2016-2017 Schedule


	DATE
	DIDACTIC CONTENT
	TASKS AND HOMEWORK

	Prior to
July 13, 2016
	
	· Pick teams

	July 13, 2016
1:30 – 2:30
	Session 1:
Brief Re-introduction to Clin-IQ
What is this about exactly?

· Talk about the basics of Clin IQ
· Choose question rankings (1,2,3) for your team and turn in for question matching for each team
· Make team contracts, sign, and turn in for scanning to D2L
· Be SUPER EXCITED that there is more to come!
	

HOMEWORK due before August 24, 2016:

· Choose question 
· Meet with librarian
· Narrow your articles to at least 6 of the appropriate type
· Put all reference material in Dropbox in D2L 
· Meet with mentor to discuss question, possible stumbling blocks, issues.
· Meet with mentor to review your top handful of papers. 



	Aug 24, 2016
2:30 – 3:30
	Session 2.
So what do I do with these articles again?

· How to evaluate an article
· How to know it is relevant to your question
· How to summarize the article
· How to take the article summaries and make a first draft

	
DUE: References uploaded to D2L, should have met with your mentor or Clin IQ director team at least once.




	Oct 12, 2016
1:30 – 2:30
(topic change to postpone peer review first draft session)
	Session 2.1
Working session

· Bring your paper and articles (electronic version is OK if that works for you).  If you need someone to review your article for you it would probably be best to bring a paper copy of whatever article you need help with.
· This will be a *working* session.
· Come prepared with questions on challenges you are having.
	
HOMEWORK due before 9am November 9, 2016:
· Write first draft
· Meet with mentor to review first draft
· Make edits as necessary
· First draft is due by 9am on Nov 9th.  Jessica will print them from Google Docs and bring them to the peer review session

	Nov 9, 2016
2:00 – 3:00
(date change)
	Session 3.
PEER REVIEW

· Review each other’s papers and complete worksheet for the papers reviewed.
· Thoughtful constructive comments/critiques

	DUE: Mentor-approved first draft, ready for peer review

HOMEWORK due before Nov. 30, 2016:
· Properly cite references using author’s name (not superscript numbers1—these will come at the very end of the process)
· Create Reference List using AMA Style (pg 8)
· Review and incorporate Peer Review edits
Meet with mentor to review the above

	Nov 30, 2016
3:00-4:00
(date added)
	Session 4.
How to Make a Table/Figure/Graph

· Your table/figure/graph should be an original and can be a simple representation of something you’ve learned
	
DUE: Reference List with proper in-text citations (using names not superscript numbers) and final draft (minus figure)


HOMEWORK due before Jan 25, 2017:
· Create original graphic
· Meet with mentor to review graphic
· Once graphic is complete, put it in Google Doc or upload to Dropbox in D2L 


	Jan 25, 2017
2:30 – 5:00
	Session 5.
MOCK PRESENTATIONS

· You will present your Clin IQ with slides per guidelines to your peers.
· Peers and faculty will offer constructive critique for improvement of presentation.

	
DUE: Final Draft with Graphic and Powerpoint Presentation



HOMEWORK:
· Review peer comments and make changes with the advice of your mentor and in accordance with the grading rubric

	Feb 8, 2017
12:15 – 3:30

	Session 6.
GRAND ROUNDS PRESENTATIONS 
(clinic starts at 3:30pm)

· Please dress professionally (No T-shirts or sweatshirts. Scrubs are okay if you’re on a Service but wear a nice clean jacket over them.)
	
DUE: Final presentation with graphic

HOMEWORK due before Apr 5:
· Address and resolve any remaining comments in Google Docs.
· Mentor must read and sign-off on final document before Apr 5, 2017.


	Apr 5, 2017
12:15 – 2:00

	Session 7.
Clin-IQ Question Writing for 2017-18 
Grand Rounds 
(no intern conference)

	
DUE: Publication-ready paper. All comments in Google Doc must be addressed and resolved. Mentor must sign-off on completed project.

 

	Apr-May 2017

	Posters completed for printing 
	



Clin-IQ Program Purpose and Goals



PURPOSE AND GOALS


PURPOSE
Our purpose in this course is to teach residents how to address their own clinical questions encountered in daily practice in a fairly simplistic manner which incorporates the most recent available data in addition to the widely-available review sites.  We are going to design the course to help residents think critically about data presented in various ways by various individuals and entities.  Unfortunately, many sources of data are not reliable and it is critically important that physicians be able to interpret data accurately.  As patients become more computer savvy and can access papers to bring to visits, it is necessary for physicians to be able to evaluate these types of information and give patients accurate feedback to help with shared-decision making between physicians and patients.
More specifically for residency requirements, we intend to provide a pathway for residents to meet specific requirements for graduation as designated by the ACGME.  In addition, we provide a specific mechanism through this program to allow residents to be evaluated on multiple Core Clinical Competencies that are part of their progress evaluation in residency.  It is our intention that this process will provide the residents the opportunity to learn and grow in these specific Core Clinical Competencies as they progress through residency.  

	MK-1
	Demonstrates medical knowledge of sufficient breadth and depth to practice family medicine

	MK-2
	Applies critical thinking skills in patient care

	PBLI-1
	Locates, appraises, and assimilates evidence from scientific studies related to the patients' health problems

	PBLI-2
	Demonstrates self-directed learning

	PBLI-3
	Improves systems in which the physician provides care

	PROF-1
	Completes a process of professionalization

	PROF-2
	Demonstrates professional conduct and accountability

	C-3
	Develops relationships and effectively communicates with physicians, other health professionals, and health care teams

	C-4
	Utilizes technology to optimize communication



GOALS
The specific Clin-IQ process goals are to:
1.	To develop skills of study design, data analysis, and study reporting.
2.	To develop skills for effective team-based research.
3.  To introduce residents to peer-review processes for publication.
4.	Create opportunities for presentation and publication of scholarly research.
5.	Meet accrediting body requirements for trainee research.
6.	Continue to update a database of clinically relevant research questions.
OBJECTIVES 
Upon completion of the Clin-IQ Process, residents will be able to perform the following:
1. Develop realistic and meaningful research questions for study.
2. Utilize Medical Reference Library consultants effectively to access the highest level of evidence relevant to any medical question.
3. Appraise the validity and strength of the literature selected.
4. Understand the basics of data extraction and analysis processes and procedures.
5. Summarize the results of a project by PowerPoint and Poster presentation for an audience of their peers, faculty mentors, and community clinicians.
6. Synthesize the literature in a well-written document.
7. Understand how to prepare an abstract or manuscript for publication.



Clin IQ Syllabus

COURSE DIRECTOR:  ELIZABETH WICKERSHAM, MD 
ASSISTANT COURSE DIRECTOR:  ANN CHOU, PHD
COURSE COORDINATOR:  JESSICA BROCKHAUS


BASIC INFORMATION FOR CLIN IQ:


Clin-IQ is managed through the University’s D2L website:  learn.ouhsc.edu.  You will use your usual login name and password to access this site.  You can also get to D2L by going to the MedHub site and accessing it through a link on this page.
This site will contain all of the information you need to know about this course and can be accessed at any time, of course.   The course calendar, handbook, due dates, finished examples, grading rubric, PowerPoint slides or course handouts given during Clin IQ sessions, template for your posters, etc., are all going to be found here.  If you think there needs to be something else added to this site, please don’t hesitate to ask!
  
Any changes you make to your Clin-IQ project and documentation MUST BE SUBMITTED through this site so we can ensure we have the most current information for your project as we are evaluating through the year.  
Similarly, your reference papers need to be submitted through the Dropbox on D2L so they are easily accessible to your Clin-IQ course team as well as to each of your team members and mentors.  Once they are submitted they will be added to your team file. 
As you can see, any items needed for your Clin IQ project must be uploaded to this site so it is all kept in a centralized location.
You will manage your paper through Google Docs within this site.  It is the resident team’s responsibility to keep the Google Doc up to date AT ALL TIMES.  Google Docs will keep track of revisions, the reviewers’ questions, as well as the answers to those questions.  This will be key to not losing a document or revisions or previous versions if needed.  The course directors will access these documents from time to time to review and may comment on these documents.  Additionally, keeping your project on Google Docs allows each person to see the most recent version so that it minimizes duplication of work.  If this document is not current in D2L it is a waste of everyone’s time, so it will not be allowed.  

EVALUATION: 

This is a pass/fail course and passing this course both years is necessary for completion of the residency requirements.  

Clin-IQ projects will be evaluated per a grading rubric which will be posted on D2L.  As this course evolves, we may find the need to revise some or all of the grading rubric so it is important to attend Clin-IQ sessions and check the D2L site frequently.  The basic categories of the Grading Rubric are “Exceeds Expectation”, “Meets Expectation”, “Expectation not Met”.  If the project is deemed to not meet expectation, then the team is at risk of failing the course. 

In the event a team does not receive a passing grade, they will be notified in writing as soon as this has been determined.  This notice is also cc’ed to the Residency Program Director for review by the Director as well as the Residency Division Committee.  The team will be assigned a remediation project and faculty member as deemed appropriate by the Residency Division Committee.   This may involve the team members being assigned separate projects to complete individually with separate faculty members.  At this point the specific projects of the individuals from the remediating team will be determined as having passed or failed remediation satisfactorily by the Residency Director (and the Residency Division Committee as deemed necessary).  The Clin-IQ Director team is no longer involved in the evaluation at that point.  



MENTORS:
	
Mentors are selected from a group of faculty, sports fellows, and adjunct faculty who volunteer to participate as mentors.  In order to volunteer they are given a set of expectations for mentors and asked to sign this page line-by-line, and those that sign are put into a list of eligible mentors.  Although many of the mentors are those with whom you are already familiar, there are some mentors that will be new faces and new opportunities for relationship-building.  Please know that all of the mentors chosen want to help you succeed, as does your Clin-IQ Course Director team.  Some mentors have different skills and each team is different thus each team’s experience will be inherently different from the other teams.  

Please bear in mind that we are all here to help you.  As challenges will inherently arise in any group project it is imperative to keep the lines of communication open and communicate early and often.  You will find that the challenges patient care will present through your career will mirror this type of team work so learning to navigate this well now will serve you well for years to come.  You are always welcome to visit with your Clin-IQ course directors and team if you have questions or are uncertain as to how to navigate any challenges that arise.  We all need assistance to grow and learn and develop.  This is as much of an opportunity for your mentors and course directors as it is for you so please help us learn how to help you better!
 

QUESTION BANK
	The questions for Clin-IQ are provided by OUFMC residents, faculty, and members of the Oklahoma Physicians Resource/ Research Network (OKPRN).  They are ranked by the same group of people in order to provide a list of questions available to residents for their Clin IQ projects the ones that the family medicine community deems most relevant to their everyday practice as well as most relevant to the work of family medicine in general.  The best questions come from people collecting questions throughout the year as they are working with patients in various care settings.  Some people find it is easy to jot these on a phone note and email them later.  Capturing it at the point when it arises is the best way to ensure you remember it!
	

 
HOW TO BUILD A CLIN-IQ

1:  CHOOSE A QUESTION.
The list of optional questions will be distributed for the resident teams to select their top three question choices in order of importance.  You are free to choose any of the questions on the list, however, if you or your teammate wrote a question (or questions) on the list of options, your team will have first priority for those questions.  

2:  DETERMINE IF THE QUESTION IS IN PICO FORMAT; REWRITE IT IF IT IS NOT.

PICO is an acronym for the components of a well-built clinical question.
P=patient, always your primary focus. 
I=intervention, what are you proposing to do (not do, e.g., watchful waiting).
C=compared to what? Some questions (e.g., causation) won’t have a comparison.
O=outcome, what do you want to happen. 
 

3:  SEARCH THE MEDICAL LITERATURE 
	Consulting with a Medical Reference Librarian: Consulting with a medical reference librarian to assist with your literature search is most likely to yield the highest level of current evidence with the least amount of irrelevant materials. When you consult with a librarian, here are some tips to make that interaction more productive:
· Using the “Ask a Librarian” button found on the library’s website, fill out the form and submit it to the Librarians.  They usually have very quick turnaround (within 48h) and will likely send you back a LONG list of potential articles for your question.   Look through these potential titles and then note the ones that may be of interest.  Read the abstracts on those papers.  When you have narrowed your list to articles that truly or potentially seem relevant to your question, make an appointment to sit down with a librarian to review these.  (There is an online form to request a meeting on the library website as well.)  They will use the list that you have narrowed to further refine your search.
· Conduct the consultation face-to-face. Medical reference librarians are trained in “reference interviews” and will ask you questions about your topic that you may not have considered.  Medical librarians will be able to readily locate and obtain relevant review articles and evidence articles for your project.  They are used to helping clinicians answer clinical questions through their literature searching skills.  Please thank them for their assistance and their skills when they help your team!

· In the event you feel that your question needs modification please discuss this with your mentor first.  They have been assigned, as much as possible, to projects in which they expressed interest or knowledge.  If your team and your mentor agree that modifying your question is appropriate, it is really important to notify your Clin-IQ course director, Dr. Wickersham, IN WRITING, of this via email.  Please put Clin-IQ question in the subject line and mark the email as important.  If you have not received a reply within 48h please contact Jessica Brockhaus.  



4:  DEVELOP SEARCH TERMS, LIMITS AND INCLUSION/EXCLUSION CRITERIA
Based on your PICO-formatted question and your literature search findings with the librarian.

PICO Literature Search Strategy Example*
	Patient(s)
	
	Intervention
	
	Comparison
	
	Outcomes

	Infant  or preschool child ; chronic otitis media
	AND
	myringotomy tubes
	AND
	episodic or prophylactic antibiotics
	AND
	Incidence or severity or side effects


*Adapted from Kerr J. Abdominal Imaging 33 (Sept): 31-33, 2008)
Search Terms:
These will be necessary for the initial paragraph of your paper so it is important to keep track of this information.

Limits: (e.g., Human, English, Infants or Pre-School Children review, RCT)
These will be necessary for the initial paragraph of your paper so it is important to keep track of this information.


Inclusion and Exclusion Criteria: A brief discussion of which articles you chose to include, e.g., all clinical trials in humans that compared tubes with other treatments or with watchful waiting that were published in the past 6 years and included an n (number of subjects) of XX or greater) and articles you chose to exclude (children over age 5, adolescents, adults).
(See Clin-IQ Examples beginning on page 20)
These will be necessary for the initial paragraph of your paper so it is important to keep track of this information.

5:  AT THIS POINT YOU SHOULD HAVE A LIST OF POTENTIALLY RELEVANT ARTICLES WRITTEN WITHIN THE PAST 5 YEARS INCLUDING REVIEW ARTICLES AND CLINICAL OR EXPERIMENTAL ARTICLES.

As above, your team needs to review/scan these articles by title first to see if they are specifically relatable to your Clin-IQ.  This will help you narrow the list a little or a lot more.  Remember, if you find one particularly relevant article you should pull that article and read it carefully and then review the references from that article because this may very well be a source of even more relevant articles.  
You should narrow your list down to about 6 articles (of which at least two should be each type listed above) and then read through those articles carefully.  It is best to summarize the basics of these articles as a kind of outline so you have a basic reference for each paper as you are working.  Notecards may be helpful or you may find something else that is appropriately effective.  
6:  UPLOAD YOUR REFERENCE DOCUMENTS TO D2L OR SEND TO JESSICA BROCKHAUS (FOR THE YEAR 2016-2017).
7:  SCHEDULE YOUR MEETING WITH YOUR MENTOR TO REVIEW YOUR PAPERS AND PLAN FOR YOUR PROJECT.  


Your librarian, your Clin-IQ directors, and your mentors are all available to you to help determine which of your studies qualifies as the highest level of evidence. 

*Please note: Not all questions will be appropriate for RCT trial design.  For instance, if you want to study what a pregnant woman’s cocaine use does to a newborn, that is a question that will NEVER be approved for an RCT because no one will allow you to randomize pregnant women to use cocaine during pregnancy.  That is unethical.  The highest level of evidence article able to be used for this is likely a retrospective cohort study.  If you have questions about this, please ask!!

8:  WRITE A FIRST DRAFT OF YOUR PAPER:
(1) THE SUMMARY OF ISSUES (WORD COUNT = 200-300)
	Should include how prevalence and clinical significance relate back to your question. You have several example to work from (see published Clin-IQ Examples beginning on page 20).
(2) THE SUMMARY OF EVIDENCE (WORD COUNT = 500-700)
	· number of patients or papers, if meta-analysis or systematic review
	· outcome(s) of interest (morbidity, mortality, quality of life, etc.)

	· type of studies (include data on a table for clarity)
	· weaknesses or conflicts
· cite references

	· statistical significance.
	

	· intervention of interest

	


(3) CONCLUSION (WORD COUNT = 50-100)
· Conclusions (1-2 sentences), to include:
· Summary of issue (relevance) linked to
· Summary of evidence, linked to
· The answer and how you would change your practice based on what you have learned.

9:  BRING YOUR COMPLETED ROUGH DRAFT WITH YOUR ARTICLES TO THE PEER REVIEW SESSION.  THIS WILL BE HELPFUL FEEDBACK TO REWRITE YOUR ROUGH DRAFT AND BEGIN TO FINALIZE IT.

10:  DETERMINE LEVEL OF EVIDENCE OF YOUR BODY OF LITERATURE:  WE WILL DISCUSS THIS IN CLASS SO STAY TUNED

11: ANSWER THE QUESTION.
	Answer Options:  “Yes”, “No”, or, “Inconclusive”.  You may want to add1-2 sentences if that seems to help clarify your answer. 

12: ADD AN ORIGINAL TABLE, FIGURE, CHART OR GRAPH
· The purpose of adding a Table, Figure, Chart, or other graphic to the paper is to show in a visual format what you have learned.  I like to put it as “drawing a picture to illustrate the story you just wrote”.  
· It should be a summary of the cumulative data that you have gathered for your paper, rather than a restatement of one of the paper’s data.  You are illustrating YOUR story, not someone else’s story.
· Place a citation within the text indicating the context of the graphical material (e.g., Figure 1, Table 2). 


13: ADD REFERENCE LIST: You must cite all the materials (books, journal articles, website, etc.) that you used to answer your question. The minimum required number is: 2 systematic review or meta-analysis articles and 2 clinical trial design articles.

1. Review article #1	
2. Review article #2 (optional)	
3. Clinical Trial Design article #1	
4. Clinical Trial Design article #2	

14:  WRITE A ~250 WORD ABSTRACT. The Abstract should be written last but placed before the Summary of Issues. Abstracts are required for a publishable document.



A WORD ABOUT PLAGIARISM: Plagiarism and copyright infringement occur when an author extracts large portions of materials from a published document. Tables, figures, charts and graphs of any kind must be significantly altered or, preferably, created from data within a published study. Brief material (generally a sentence or two, less than a paragraph) may be quoted provided adequate citations are provided for the sources.
	A consult with a medical librarian can help you be re-assured that you have not exceeded copyright limitations or plagiarized material.

NOTE:  Your paper will be automatically scanned by “Turn it In” (plagiarism software) when you make changes to your Google Doc.
15:  COMPLETE CLIN-IQ CHECK LIST
Have you:
· Answered the question?
· Summarized the information in each article using the Evidence Table?
· Met regularly and at appropriate intervals with your mentor?
· Shared the work equally with your partner as per your team norms you chose at the beginning of the year?  (or has one of you taken advantage of the other?)
· Cited sources properly as shown in this Workbook in the Format Guidelines (pages 18-20) and Clin-IQ Examples (page 31-45)?
· Designed your table/figure/graph, etc. to accurately reflect the information you have gathered during your Clin IQ project?
· Noted in the text where your table/figure/graph, etc. where the table information is discussed (Table 1, Figure 2, etc.)?
· Converted your citations from the temporary format (name, yr) to the proper format (superscript #’s in order of appearance in the paper w ref list in the corresponding order)? 
· Completed your work on time?
· Presented your first draft for Peer Review so that it has been reviewed by at least one peer?
· Completed a Peer Review for at least one other team’s paper in a manner that is thoughtful, reflective, and constructive, honest, and helpful?
· Addressed all comments and suggestions in your Google Doc, including those from each other, your mentor(s), and your Clin IQ team?
· Requested a review from additional faculty or peers as suggested by your mentor? 
· Revised your draft until your mentor and team are satisfied that you have produced a high quality paper?
· Addressed any plagiarism concerns?
· Checked with Jessica Brockhaus if you need help with the writing portion of this?  A portion of the items we evaluate on the papers is whether or not they are well-written and have a logical flow that is easily understood.
· Stood to present your poster in a confident, clear manner, projecting your voice so that the entire room can hear you?  
· Both (team members) participated equally in the presentation in a respectful, collaborative manner?
· Set up your poster for the OAFP scientific assembly using the template we provided you on the D2L Clin IQ 2016-2017 website?


Clin IQ Format Guidelines

	General Format
	

	Double spaced, 1” margins, 12 pt Times New Roman or Arial font.
	

	Indent the first line of each paragraph. Do not use extra blank lines between paragraphs.
	

	Citing Abbreviations
	Examples

	The first time you use an abbreviation you must write the complete phrase first and follow the phrase with the abbreviation in parentheses. From then on, use only the abbreviation
	The Residency Review Committee (RRC) is the entity that accredits residency training programs. The RRC requires program to conduct faculty/residency collaborative research for accreditation.


	Numbers in Text
	Examples

	Spell out numbers one through nine.
Except percents (9%)
Medication dosages (15 mg BID)
Laboratory values (162.4 ml/min)
Dates (June 30, 2014)
Time frame (39 weeks, 3 years)
Ages (individuals 13 yrs or older).
More than one number in a sentence
*this is technically correct however, there are times that you will see numerals at the beginning of a sentence in a scientific paper.  Written numbers are harder to find when scanning a paper for numbers so this is often the compensatory measure chosen. 
	

In this study, nine children aged 4 months to 2 years received ear tubes. 

In this study, the first 8 children received ear tubes and the second 8 were placed on Bactrim for 2 weeks.




	Articles from the Medical Literature
	Examples

	· Recent review article(s) on which to base your summary of issues.
· Recent evidence articles on which to base your Summary of Evidence and your answer. 
· All articles should be from medical journals published in within the past 5 years. Exceptions to this must be approved through Dr. Wickersham or Dr. Chou before being allowed.
	Review article:
1. Wilson R, Gazzala J, House J. Aspirin in primary and secondary prevention in elderly adults revisited. [Review] South Med J. 105(2):82-82, 2012.
 
Evidence article:
2. Berger JS, Krantz MJ, Kittelson JM et al. Aspirin for the prevention of cardiovascular events in patients with peripheral artery disease: a meta-analysis of randomized trials. JAMA 301(18): 1909-1919, 2009.


	If you cite, paraphrase, mention or quote directly from a published article, book, website, etc. you must cite the material in the text (and include the citation information in the Reference List). 
Failure to do so constitutes plagiarism and copyright infringement. 

*Please note that the citations are referenced by numbers that are superscripted and immediately follow the period for the cited sentence.

Tip:  Do not try to label your references by numbers until you are writing your final draft.  Until then it is easier to put the first author’s name and date of the publication in parentheses after the line of text it references in the event you rearrange your text or add or delete references.  

	Use of combined oral contraceptives increases the risk of venous thrombosis two-to-six fold.1,2 Both the estrogen and progestogen of combined oral contraceptives contribute to the increased thrombotic risk.1 On top of this, smoking doubles the risk of venous thrombosis.2 It has been established that women over age 35 who smoke should not use combined oral contraceptives due to the risk for cardiovascular disease.3

Written as a working document per tip:  Use of combined oral contraceptives increases the risk of venous thrombosis two-to-six fold. (Jones 2015) (Wright 2013) Both the estrogen and progestogen of combined oral contraceptives contribute to the increased thrombotic risk.  (Jones 2015)




	Reference Lists 
	Examples

	Reference lists are placed at the end of the paper.
References are listed in the order in which they are cited in the text of your article.

Remember:  Reference 1 is always 1 no matter how many times it is cited in the text.

	Both the estrogen and progestogen of combined oral contraceptives contribute to the increased thrombotic risk.1
… in these 56 women when APC resistance was re-tested 3 months later (mean baseline 2.75 vs. mean three months later 2.47; difference -0.29; 95% CI -0.04 to -0.53).1

	Complete Reference Examples
(based on the Uniform Requirements for Medical Manuscripts)

	Journal Article Example
	1. Mold JW, Holtzclaw BJ, McCarthy LH. Night sweats: a systematic review of the literature. J Am Board Fam Med 25(6): 2012:878-893.


	Book Chapter Example
	2. Lim LL, Foldvary-Schaeger N. Sleep Disorders. Ch. 10 In: Carey WD, ed. Current Clinical Medicine, 2nd ed. New York: Elsevier (Saunders); 2010:914-921.


	Website Example
	3. Felland LE, Lechner AE, Sommers A. Improving access to specialty care for Medicaid patients: policy issues and options. A Commonwealth Fund Report. Center for Studying Health System Change, June 2013. (Accessed June 27, 2013, at www.hschange.com).

	Sample completed Clin-IQs, which meet the style, formatting, and publication requirements, can be found beginning on page 31.










CLIN-IQ EVALUATION  



The Clin-IQ Paper is evaluated by your mentor(s) as well as Drs. Wickersham and Chou. 

Each team will submit a final paper that synthesizes evidence that support a response to the research question. The Clin-IQ Paper should include a summary of issues, summary of evidence, conclusions, and relevant figures and tables. 

The Clin-IQ Paper should be a scholarly paper, of high quality and professionally prepared (by the team). That is, it should be clearly organized, have a neat and orderly appearance, and be devoid of grammatical and spelling errors. The Paper’s format is double-spaced with 1-inch margins in 12-point Arial or Times Roman font and should not greatly exceed 1000 words in length, excluding appendices and references. References should be properly formatted, single spaced, using a consistent format in the AMA Style. You are welcome to use a reference software, such as EndNote, to organize and format you references, but it is not required.  

CLIN-IQ EVALUATION RUBIC 
	Written Manuscript

	
	Excellent
	Satisfactory
	Marginally Satisfactory
	Not Passing
	Comments

	Quality of writing
	Clear; concise; free of
punctuation, grammatical, 
syntax, and content errors
	Some ambiguity; some
wordiness; some
punctuation, grammatical,
syntax, and content errors
	Significant ambiguity;
significant wordiness; many
punctuation, grammatical,
syntax, and content errors
	Writing very difficult to
understand; very wordy;
contains numerous
punctuation, grammatical,
syntax, and content errors

	

	Explanation of
research question
	Clear and concise; supported
response to question with
evidence 
	Somewhat vague or wordy
on the response to question
supported by evidence

	Required clarification;
merely restating the
question 
	Very difficult to understand;
explanation unclear
	

	Summary of issues
	Clear and concise; a
comprehensive discussion
identifying issues of the
research question
	Somewhat vague; an
adequate discussion
identifying issues of the
research question
	Required clarification;
summary is confusing 
	Very difficult to understand;
summary is difficult to follow
	

	Summary of
evidence
	Clear and concise; a
comprehensive synthesis of
evidence 

	Somewhat vague; an
adequate synthesis of
evidence
	Required clarification;
summary is confusing 
	Very difficult to understand;
summary is difficult to follow
	

	Conclusions
	Clear and concise; a thoughtful
conclusion of the paper

	Somewhat vague; an
adequate conclusion of the
paper
	Required clarification;
conclusion is confusing 
	Very difficult to understand;
conclusion is difficult to
follow
	

	Tables and figures
	Clear presentation of tables and
figures; easy to understand;
tables and figures consistently
referenced in text
	Somewhat vague; required
some explanation for the
tables and figures; tables
and figures not consistently
referenced in the text

	Vague; Required extensive
explanation for the tables
and figures; not referenced
in the text at all
	Very difficult to decipher;
not referenced in the text at
all 
	

	References
	Clear presentation of
references; properly formatted
and listed

	References properly
formatted and listed with
some errors
	References not properly
formatted or listed; multiple
errors
	Reference not listed
included at all
	





	Presentation and Poster


	
	Excellent
	Satisfactory
	Marginally Satisfactory
	Not Passing
	Comments

	Professionalism
	Extremely professional:  tone of voice, dress, demeanor, timeliness
	Mostly professional with some errors
	Mostly unprofessional
	Not professional:  informal, anxious or inappropriate demeanor, not timely

	

	Persuasiveness
	Very persuasive; made an effective presentation of the research question and evidence
	Somewhat persuasive; doubts remain how effectively evidence supported response to the research question 
	Minimally persuasive; listener left with doubts about how evidence supported response to the research question
	Not persuasive at all; merely informative; did not effectively show how evidence supported research question

	

	Ability to Answer Questions
	Answered every question with alacrity and depth; not flustered; needed no mentor or other guidance

	Answered most questions; got somewhat flustered; very little mentor or other guidance needed
	Had troubling answering questions; fairly flustered; mentor or other’s guidance needed but had trouble taking mentor or other’s guidance

	Could answer almost no questions; quite flustered; mentor or other’s guidance needed but unable to take mentor or other’s guidance
	

	Clarity and Efficiency
	Presentation very clear; had good roadmap; kept presentation within time limits and distributed time effectively
	Presentation a little scattered; lost control of time somewhat; mostly effective use and distribution of time

	Presentation fairly scattered; time use and distribution generally ineffective
	Presentation very scattered; time use and distribution ineffective
	

	Visual Aids
	Visual aids relevant; easy to read and use; appropriately referenced
	Visual aids mostly relevant; aids could improve on readability or use; aids not always appropriately referenced
	Ambiguity about why some visual aids included; visual aids confusing or hard to read; aids rarely appropriately referenced
	Vast over-inclusion or under-inclusion of relevant aids; used visual aids as crutch (e.g., reading slides verbatim); visual aids difficult to understand

	

	Poster
	Poster clear and easy to read
	Poster good; could make improvements to ease reader

	Poster adequate but lack information
	Poster inadequate; lacking most information
	





Different Study Types

Evidence Pyramid

Cohort Studies
RCTs
Case Control/Other Studies
Systematic Reviews and Meta-analyses









1. Systematic Review: Level 1 Evidence
a. A comprehensive survey of a topic in which all the primary studies of the highest evidence (e.g., randomized controlled trials, prospective cohort studies; see below) are identified, appraised and summarized using explicit inclusion and exclusion criteria.
b. Results should be reproducible

2. Meta-analysis: Level 1 Evidence
a. Similar to a systematic review in that a comprehensive search of the topic is conducted.
b. If the results of the review of all included studies are similar enough statistically, the results are combined and analyzed as if they were one study
c. Results should be reproducible.
Systematic Review
Study 4
Study 1
Study 3
Study 2




Combined Results

Meta-analysis



3. Randomized Controlled Trial (RCT):
a. 2 groups: 1 treatment group and 1 control group. Treatment group received treatment under investigation. Control group receives either no treatment (placebo) or gold standard treatment.
b. Patients are randomly assigned to each group.
c. Best type of study to answer questions about therapy.
d. Sometimes there can be 3 or even 4 groups (called arms) depending on the study question. Example of a 4-arm RCT: Allergy treatment.
i. Claritin alone
ii. Flonase alone
iii. Claritin + Flonase
iv. Placebo

4. Cohort Study: 
a. A study in which patients who presently have a condition and/or receive a particular treatment are observed over time and compared with another group who do not have the condition being studied.
b. Example:
Smokers
Non-Smokers
Smokers
Non-Smokers
Compare outcomes
Follow over time
Follow over time

















					
Examples adapted from SUNY Downstate Medical Center (http://library.downstate.edu/EBM2)
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	Date:
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General Instructions to Reviewers
· Objective is to help authors improve the manuscript.
· Suggest how to make the manuscript more clear, concise and relevant.
· Identify possible areas of confusion for the reader and make specific suggestions.
· Verify that at least one reference is accurately interpreted.
· Identify any glaring grammatical or format problems, in a supportive manner.
· Sprinkle PRAISE along with recommendations for change.


	Answer:

	Does the answer accurately represent the evidence given?  (Likely will need to wait to complete this until the end.)
[  ] Needs improvement   [  ] Yes

	Reviewers Comments.


	


	


	Inclusion and Exclusion Criteria:
	

	Does it appear that these have been completed appropriately?
[  ] Needs improvement   [  ] Yes

	Reviewers Comments:


	


	


	
Summary of Issues: 
	

	Clinical significance, prevalence and relevance based on recent review article(s).

Is the writing clear and logical? 
[  ] Needs improvement   [  ] Ready to publish

	Is the length appropriate (200-300 words)? 
[  ] Needs improvement   [  ] Ready to publish 

	Reviewers Comments:


	


	


	


	
Summary of Evidence:
	

	Describes studies, outcomes, interventions. A figure or table will be added. Evidence articles should be cited.

Is the writing clear and logical? 
[  ] Needs improvement   [  ] Ready to publish

	Is the length appropriate (500-700 words)? 
[  ] Needs improvement   [  ] Ready to publish 




	Review at least one evidence article and comment:
· Is the information appropriated represented in the text? 
[  ] Needs improvement   [  ] Yes

	· Have the statistics been accurately represented and explained? 
[  ] Needs improvement   [  ] Yes

	· If present, do the figures or tables accurately present the data and contribute to your understanding of the material? 
[  ] Needs improvement   [  ] Yes

	
Reviewers Comments:


	


	


	


	
Conclusion: 
	

	Conclusion should be clinically relevant and summarize evidence.

	
Is the length appropriate (50-100 words)? 
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	Does the conclusion state clearly how the answer will impact practice?
[  ] Needs improvement   [  ] Yes
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Clinical Question: In adults with acute plantar fasciitis whose symptoms have not been relieved with the conventional regimen of NSAIDS, stretching and lifestyle modification, do the addition of orthotics (prefabricated or custom fitted) reduce pain and improve function compared with other non-surgical treatments (manipulative chiropractic, physical therapy and/or heel steroid injections)?
Authors: Rebecca D. Lewis, DO* (OGME-2), Paul Wright, MD* and Laine H. McCarthy, MLIS**
*St. Anthony Family Medicine Residency, Oklahoma City, OK; **University of Oklahoma Health Sciences Center, Oklahoma Clinical & Translational Sciences Institute.
Answer: Yes. 
Studies have shown that orthotics, both prefabricated and custom fitted, reduce pain and improve function in adults with acute plantar fasciitis with few risks or side effects. Used alone or in addition to conventional therapy (NSAIDs, stretching, lifestyle modification), orthotics are effective and well tolerated by patients for short-term pain relief and improved function. Prefabricated orthotics are less costly and provide similar relief to more expensive custom orthotics. 
Level of Evidence of the Answer: A
Search Terms:
Plantar fasciitis, heel pain, treatment, orthotics, 
Limits: Adult, human, English, Review, Randomized-Control Trials, Systematic Reviews, adults age 18 or more, publication dates 2004 to present.
Date Search was Conducted:
January 16, 2014; updated January 20, 2015
Inclusion and Exclusions Criteria:
Inclusion Criteria:
Recent published systematic reviews, randomized controlled, meta-analyses; adults with confirmed acute or recent diagnosis of plantar fasciitis.
Exclusion Criteria:
Studies older than 10 years, children, adolescents less than 18 years of age, chronic or recalcitrant plantar fasciitis.
Acknowledgment: L.H.M. was supported by Oklahoma Shared Clinical & Translational Resources, funded by grant NIGMS U54GM104938, National Institute of General Medical Sciences, National Institutes of Health.

Abstract: Plantar fasciitis is a common painful foot condition that affect most older adults and results in over 1 million office visits each year in the United States. The condition is described as stabbing or burning heel pain that is worse in the morning or after periods of rest. Conventional wisdom is to treat plantar fasciitis with NSAIDS, stretching and lifestyle modification. Studies demonstrated adding orthotics, night splints, manipulation chiropractic, physical therapy, and/or corticosteroid injections offer improved symptom relief when conventional treatment options are inadequate for reducing pain and improving function. Many studies indicate that orthotics and corticosteroid injections are the best treatments for plantar fasciitis.

Summary of the Issues:
Plantar fasciitis is a common painful foot condition that is usually described as stabbing or burning anteromedial heel pain that is worse in the mornings and after periods of rest. Plantar fasciitis contributes to 1 million American outpatient office visits annually; two-thirds of these patients seek treatment for this often debilitating condition from their family physician.1 Plantar fasciitis is most often found in middle aged to older adults with an estimated prevalence of 7% in adults over the age of 65. In adults under age 65, plantar fasciitis is more prevalent among individuals who are obese, lead sedentary lifestyles, runners, in the military and those with occupations requiring prolonged standing. While unknown, the suggested pathogenesis of plantar fasciitis is repetitive micro-trauma and inflammation of the plantar fascia at the calcaneal insertion.2 The initial clinical diagnosis is based on history, risk factors and physical exam, not on radiographic findings; however, imaging may be helpful in recalcitrant plantar fasciitis.1-2 
The high prevalence of plantar fasciitis and activity-limiting pain make understanding the diagnosis of and current evidence-based recommendations for treatment highly important for the practicing clinician. Many studies report multiple therapeutic approaches making it difficult to determine which single initial therapy might be the “best.”1 While little evidence supports it, conventional wisdom is to treat plantar fasciitis with NSAIDs, stretching and lifestyle modification. This review will focus on current research for treating acute plantar fasciitis if conventional options have not provided symptom relief. Treatment of recalcitrant plantar fasciitis will not be discussed in this review.
Summary of the Evidence: 
	A systematic review by Uden et al. published in 2011 compared six randomized control trials (RCTs) to assess the effectiveness and safety of custom foot orthoses (CFO) and corticosteroid injections (CSI) for the treatment of adults with known plantar fasciitis.3 Of the six RCTs that met the criteria for this systematic review, four compared the use of CFOs to other therapies while the remaining two articles focused on the effectiveness and safety of CSIs. (See Table.)
	In a 3-arm RCT conducted by Roos et al., 43 participants were randomly assigned to receive CFOs, anterior night splints, or CFOs together with anterior night splints. Pain scores were assessed using the Foot and Ankle Outcome Score at 6, 12, 26, and 52 weeks after intervention. The study concluded that use of anterior night splints and foot orthotics were both effective in providing short term pain relief and improved foot function.3 
	In another 3-arm RCT, Landorf et al. randomly assigned 136 participants to receive prefabricated foot orthotics, CFOs, or a placebo “sham” orthotic. Pain and function level of the participants were assessed with the Foot Health Status Questionnaire at 3 and 12 months after treatment. At 3 months, this study showed that both prefabricated orthotics and CFOs provided a significant improvement in function but no significant improvement in pain over the placebo “sham” orthotics.3,4 A 2-arm RCT by Baldassin et al. used the Visual Analog Score (VAS) and the Foot Function Index (FFI) to compare prefabricated orthotics and CFOs in 142 individuals. Pain was assessed at baseline, 4 weeks, and 8 weeks. Results demonstrated that use of low-cost prefabricated orthotics in the treatment of plantar fasciitis had similar and significant outcomes in improving function and providing pain relief compared to more expensive CFOs.3
	Uden et al. evaluated two studies investigating the effectiveness of CSIs.3 Porter and Shadbolt randomized 125 participants into three groups: CSI with stretching of the gastrocnemius, soleus and plantar fascia, electrohydraulic shock wave therapy (ESWT) with stretching, and stretching alone. Pain was assessed at baseline, 3 months and 12 months with significant reduction in pain reported at 12 months compared to stretching alone. In the second study of CSI, conducted by Lee and Ahmad, 64 patients were randomized to receive either an autologous blood intralesional injection (ABII, control group) or CSI treatment. Pain was assessed at baseline, 6 weeks, 3 months and 6 months. The CSI group showed significant pain reduction compared to the ABII group at 3 months but no significant differences at 6 months. Participants in both studies reported injection site pain lasting up to one week that required use of ice and analgesic.3
	Uden et al. also evaluated an RCT by Dimou et al. that compared symptom relief from CFOs compared to manipulative therapy by a chiropractor. In this study, 20 participants were assigned to wear a CFO for 8 weeks or receive a total of 9 chiropractic manipulation treatments of the foot and ankle, 2 per week for 4 weeks and again at the 8 week follow-up visit. Pain was assessed subjectively with a pain rating scale and objectively with algometry at regular internals for all groups and at the 8 week follow-up. While both groups reported pain reduction, chiropractic manipulation was found to be significantly superior to CFOs for pain relief.3 
	A 2011 systematic review reviewed manipulative therapy for lower extremity conditions. Two RCTs on use of manipulative therapy by chiropractors for plantar fasciitis were included: the study described above by Dimou et al. and a study by Cleland et al. In the Cleland study, participants were assigned to receive either electrophysical agents (EPA) and stretching exercises or 6 manipulative therapy treatments over 4 weeks. The treatment used depended on the tender points and restrictions that were found on the 60 study participants. At 4 weeks and 6 months, the Foot and Ankle Ability Measure was used to assess pain and function. Significant improvement was seen in the manipulation group at 4 weeks but no significant difference at 6 months. The review concluded that chiropractic manipulative therapy is effective for short term pain relief of plantar fasciitis.5
Conclusion:
Results from this literature review indicate that patients with known acute symptomatic plantar fasciitis can be treated with a variety of non-surgical modalities that improve symptoms in the short term. Studies demonstrated adding orthotics, night splints, manipulation chiropractic, physical therapy, and/or corticosteroid injections offer improved symptom relief when conventional treatment options (NSAIDs, stretching and lifestyle change) are inadequate for reducing pain and improving function. Many studies indicate that orthotics and corticosteroid injections are the best treatments for plantar fasciitis. Orthotics, customized or prefabricated, have been shown to improve pain and function within 1 to 3 months with little to no risk. A recent study indicated that patients were compliant with both prefabricated and custom orthotics and that prefabricated orthotics were cost-effective.6 Current evidence suggests that the addition of orthotics to the treatment regimen for non-recalcitrant plantar fasciitis either alone or in conjunction stretching if conventional therapy fails to bring symptom relief. Manipulative therapy might also be considered.
References:
1. Goff J, Crawford R. Diagnosis and treatment of plantar fasciitis. American Family Physician. 2011, 84(6):676-82.
2. Cutts S, Obi N, Pasapula C, Chan W. Plantar fasciitis. Annals of the Royal College of Surgeons of England, 2012, 94: 539-42.
3. Uden H, Boesch E, Kumar S. Plantar fasciitis – to jab or to support? A systematic review of the current best evidence. Journal of Multidisciplinary Healthcare. 2011, 4:155-64.
4. Landorf KB, Menz HB. Plantar heel pain and fasciitis. Clinical Evidence. 2008, 2: 1111.
5. Brantingham JW, Bonnefin D, Perle SM, et al. Manipulative therapy for lower extremity conditions: update of a literature review. Journal of Manipulative and Physiological Therapeutics. 2012, 35:127-66.
6. Ring K, Otter S. Clinical efficacy and cost-effectiveness of bespoke and prefabricated foot orthoses for plantar heal pain: a prospective cohort study. Musculoskeletal Care. 2014, 12:1-10, 2014.

Table. Comparison of Non-Surgical Treatment Modalities to Provide Pain Relief and Improved Function for Patients with Non-recalcitrant Plantar Fasciitis
	Study
Investigators
	Study Type
	Study Size
(n)
	Treatment Modalities
	Outcomes

	Roos et al.3
	3-arm RCT
	43
	CFO, night splints or CFO with night splints
	Pain relief and improved function reported for all groups with significantly reduced pain at 52 weeks for the combined group. 

	Landorf et al.3,4
	3-arm RCT
	136
	Prefabricated orthotic, CFO or placebo “sham” orthotic.
	Both prefabricated orthotics and CFOs significantly improved function at 3 mo. compared to placebo. No significant improvement in pain compared to placebo. 

	Baldassin et al.3
	3-arm RCT
	142
	Prefabricated orthotic or CFO 
	Pain relief and improved function was similar for both study groups at 8 weeks. 

	Porter and Shadbolt3
	3-arm RCT
	125
	CSI with stretching, ESWT with stretching, and stretching alone.* 
	Both CSI + stretching and ESWT + stretching provided superior pain relief at 12 mo. compared to stretching alone.

	Lee and Ahmad3
	2-arm RCT
	64
	CSI or ABII. site pain for up to 7 days caused by CSI
	CSI provided superior pain relief to ABII at 3 mo. but the differences were not significant at 6 mo..

	Dimou et al.3,5
	2-arm RCT
	40
	Manipulative chiropractic treatment or CFO
	Manipulative chiropractic treatment significantly superior for reducing pain at 8 wk. compared to CFO.

	Cleland5
	2-arm RCT
	60
	Manipulative chiropractic treatment or EPA and exercise
	Manipulative chiropractic therapy significantly reduced pain at 4 wk. compared with EPA and exercise. No significant differences at 6 mo.


*Participants who did not want either CSI or ESWT were re-assigned to stretching alone.
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OSMA Council on Member Services
“Trusted Resources
Jfrom a Trusted Source

The challenge the business side of 2

physician practice is more sressful

than ever

+ Declining Reimbursement

* Increasing Overhead
Tmplementation of Electronic
Health Records (EHR)
New HIPAA Requirements
Intricacies of Coding Rules
Recruitment of NPs and PAs

‘The OSMA Council on Member
Services has been building a stronger
database of services and products to
help private practice physicians not
Just survive but thrive in the new
private practice environment. OSMA
Preferred providers can be important
partners to help your practice succeed.

Fora fulllist of your OSMA Preferred
Associates with Member Service
please go to www.okmed.org,
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What Are the Recommended Timing and Screening

Modal

s for Women at Higher

sk of Developing

Breast Cancer? A Clin-IQ

‘Summer Jatala, MD, Shawn Fitzgerald, DO, Pamela Tietze, MD, Kalyanakrishnan Ramakrishnan, MD,
Laine H. McCarthy, MLIS, Elizabeth Wickersham, MD

~Famiy Medicie Residency Program, Depariment of Fami and Preventive Mdicine, Universiy of Okiahoms Heslth
‘Soiences Center, Okiahoma Gy, OK

‘Eary detecton of breast cancer i desiable o prevent progression to advanced dsease. Tis subject
has been ane ofsgnicant study and debate forwomen at normalisk, and recommendations continue
1 evolve. However, with regard to women athighris, the recommendations from various healt care
professional rganizations. inclucing the U.S. Prevenive Servioes Task Force, are iferent and also
inconsistent concerning when o begin screening and which modalies should be used. We review.
severalrandomized coriroled rials and consensus opinons regarding when 10 begin sereening for
reast cancer and how t best scresn women at igh isk. Speciicaly,we ddress women wi known
personal istory of breast cancer.pror manti radiation o speciic famiy history (icuding genctic
family istory) of breast cancer The purpose of s nquiry i o present curent evidence and suggest
= clinisl patwy regarding the sersening of women st igh sk for bresstcancer.(/ Patent-Centered

Res Rev 2015:23842)

breast cancer,screening for breast cancer, mammography. magnetc resonance imaging

Clinical Question
In women with increased isk factors for breastcancer,
at what age should screening begin and with what
‘modaliy?

Answer
‘Women with a family hisory of breast cancer should
have mmal digital mammography, 35 waranted.
beginning at age 30 or at 10 years younger than
when the youngest family member was diagnosed.
with breast cancer (ot mot before age 25). Cantrast-
enlanced magneti resonance imaging (CE-MRD with
digital mammography as wel as anmual clinical breast
examination begiming at age 30 is recommended
in screening women with known genetic mmiations
enbancing breast caner isk or who have firstdegree
reltives with these mutatons. Women treaed wih

Corespondance Efzabets Wikersnam, MO, Deparment
of Famiy & Preventve Madine, Unversiy of Okaboma
Hestn Soiences Center, 200 NE 10t Sreet, Okahom Cy.
(Okiahoma, 73104, Emait: slzabeth-sickersham@ouhe e
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exam commencing 8 years after complefion of
treatment,or at age 25.

Date answer was determined: October 2014
Level of evidence: &

Tuclusioncritera: Published systematic reviews,
‘meta-analyses, cohartstudies and consensus uidelines
on the timing of and modalites used to screen for
‘oreastcancer in women with a istory of reast cancer
ina firtdegree relatie.

Exclusion crteria: Non-English anguage artiles.

SUMMARY OF THE ISSUES
Breast cancer s the most common cancer among.
women (12% Lifeine rik) and the principal cause
of cancer-related death for more than 3% of women !
According to radiology society recommendations,
carier detecton through imaging in low-risk patients
has reduced breast cancer-related mertality by about.
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one-third. althongh this type of eary screening is 2
hotly debated topic. The US. Preventive Servces
Task Force curently recommends biennial screening.
mamography in averagerisk women 5074
years of age: for women less than 50 years old,
the recommendation is for personal nsk-based
screening* This s & conroversial change fom
pricr recommendatons of anmual screening for
‘iomen, with much of the debate coming from the
American Cancer Society, American Callege of
Radiology. and American College of Obstetics 1nd
Gynecology groups that currently recommend anmal
‘mammography screenin starting atage 40

Adding to this controversy s the most recent study
released by the Canadian National Breast Screening.
‘Study in February 2014, which concluded that ammal
screening of low-risk women 40-50 years of age
does mot reduce breast cancer beyond that of physical
examination or usual care? This study was highly
criiized by the American College of Radiology and
the Society of Breast Imaging. These organizations
called the stdy “highly fawed” and referenced
outdated equipment use and_poor methodology:
However, the study’s authors refued these assertions
and stood by their study.*

Mammography in women wnder age 0 is
complicated by dense breast fissue that leads o 3
bigher rate offalse-positive breast cancer diagnoses,
anxiety generated by the positive screenings, and
risk of complications engendered by invasive
procedures, thus the confroversy surrounding.
routine mammography in this age group. Meta-
analyses have reporied a 20% reduction in 15-year
‘mortality from breast cancer for women in their
405 Put another way. the same authors estimated.
that *2 out of 1,000 women who regularly undergo
‘mammography during their 40 might owe their
lives to mammography.™®

In sddion to the mumerous md inconsistent
recommendstions for screenng i the lowridk
population, there remains  incresed _confusion
reparding concise recommendations for sreenng
e bigh ik patent popltion. snd the svisbly
of diffeent screening modalties and confictng
recommendations egaring tming of screening s
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added to this confsion Data fom several cobort
studies, asystematicreviewofrandomizedcontrol ials
and consensus opinicns al recommend that women
with spectfc is factors placing them at higher risk
than the general popultion be screened begiming at
oraferage 30, or at 10 years from the age of diagnosis
oftreas cancer inthe youngestreltiv (butnotbefore
age 25,72 Risk factorsto dentify include 2 posiive
‘personal sty of beastcancer (excluded i some
protocols” but not oters), fauily history of breast
cancer ina first- o second.degre relaive personal ot
family history o specific genetc mutation, persomal
or family bistory of ovarian cancer i frst- of second-
degree eltive and prior mantl radiaion”

Multiple factors can affect the predictive value of
screening tests, including age, screening inerval,
equpment quality/age, breast e demsity and
proficiency of the radiologist Digital mammography
has generlly become the standard of care in breast
cancer screening.  Contrat-enhanced  magnetic
resonance imaging (CEMRD is advocated in
screening high-risk women. particularly in younger
women or those with dense breast tssue, " although
the expense, increased risk of fale positives and lack
of universal availablity limit s usefulness

SUMMARY OF THE EVIDENCE
A Britsh prospective multcenter cobort study
compared CE-MRI and digital mammography inhigh-
risk younger women. This population was chosen
‘because of the dense breast tisue present and known
decreased sensitivity of mammography in this age
group. The inclusion criteria for the study included
women 3549 years of age with a high probatilty of
'BRCAL BRCA2 or TPS3 genetic muiaions ora strong.
family history of breast cancer’ CE-MRI yielded
2 higher fumor detecton rate than mammography
alome (P-0.01). CEMRI had a sensitvty of 7%
(confidence interval [CI]: 60-90) and a specificity
of 81% (CI: 80-83) compared with mammography
sensiivty of 40% (CI: 24-58) and specificiy of 93%
(C. 92-95). Combined imaging modalities (CE-MRI
andlor mammography) had a sensiivty of 94% (CI
81-99) and specifciy of 77% (CT: 75-79). CEMRI
detected more breast cancers than_ mammography
(92% vs. 23%) in women specifically with BRCAI
‘genetc mutaions (=0 004,

i aurora xgfpen 30
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To determine if earlier breast cancer screening was
beneficial in women with more risk factors for the
disease, a more recent British sudy screened a cohort
7,475 women 35-50 years of age with enhanced risk
of developing early breast cancer due o 2 strong.
family history (a frstdegree relative <40 years of
age or a first. or second-degree relative <60 years
of age with breast cancer). In addifion to family
bistory data, other rik factor mformation. was
collected, including age at menarche menopause,
parity, use of female hormones and age at fist
birty Women who were found to Lave a >16.7%
sisk of developing breast cancer i ther ifetime
were selected for anmual surveillance il age 30.

‘Women with a lifetime risk of >25% were offered 18
‘monthly screenings in additon to their three yearly
screenings from age 51 to 60, which is normally
covered by the National Health Service Breast
Screening Program. Study participants were intilly
screened with single-view mammography until 1999
and two-view mammography thereafter. Clinical
breast examination was perfomed on all women by
specislized nursing staff before mammography, and
breast self-examination instuction was offered to
all women. Partcipants were encouwraged fo retum
i they detected any worisome changes or findings
on breast self-exam. Easlie screening resulted in the
detection of 165 bresst cancers, 106 of which were in
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Known Family History of Breast Cancer?

Tos — Aunual screening mammography and dinial breas examination (CBE) at g2 30 or 10 yeas atier
hanthe age of diagnosis of e youngest fmily member withbreat cancer (but mot before g2 23).

No— Biennialscreening mammography sge 50-74 per US. Prevetive Services Tk Forcerecommendtions
‘onless idicated e by breast pn o s ki changes,nipple dischargecr xilary lmoph node enlgemment
Personal History of Breast or Ovarian Cancer?

Tes —» Annual contrast.enbanced magneti resonance imaging (CE-MRI) + digital mammograply and CBE.
begiming th yese shr disgnosicof bresst o ovari cancer|

o — Biennia sreening mammography with CBE wnlesscincaly indicated s dbove’
Presence of BRCA1, BRCA2 or TP53 Genetic Mutations,
‘and/or Known Family History of Ovarian Cancer?

Tes —+ Annual CE-MRI + diieal mammography and CBE starting 2t age 30 or 10 years eaie han the age
of disgnosis offe youngest famly member with breast cancer (but not before 252 25)

o — Biennia sreening mammography with CBE wnlesscincaly indicated s dbove’

Personal History of Mantle Radiation?
Fes —+ Aumual CEMRI + digitl mammography and CBE § years 3fer compltion of mantl radision eatment |

No — Biennia sreening mammography with CBE wnlesscincaly indicated s dbove’

FIQUre 1. Breast cancer screening questons and cinica pathway.
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women <50 years of age. The cancers detected were
of more advanced grade, with  tendency for younger
‘women to have grade 3 fumors (P=0.08)."

‘The Society of Breast Imaging nd American College.
of Radiology collaboratively appraised multple peer-
reviewwed published scientifc data frommeta-analyses
of Euopean and North American randomized
controlled trals, expert consensus opinions and
supporting guidelines to provide diection on both the
type of imaging o use and when fo start screening.
‘women with specific risk factors for breast cancer.
Identified specific isk factors supporting screening.
before age 40 inclnde women with genetic mutations
known to increase breast cancer risk by age 40 and.
women who underwent mantle field radiation at
10-30 years of age.!

A crosssectiomsl study comparing  screening
‘memmography in women with history of breast
cancer in one or more firstdegree reltives against
those o similr age without such istory found more
cancers i the firs group (6./1000 vs. 40/1000),
corresponding to tha in verage-isk women  decade
older. However, the sensitity of mammograpy
increases with age (81.0% for age 60-69 years
67.9%for age 30-39) and i les beneficil n youmger
women. Neverieless, mammography bas a higher
‘positive predictive value (.7% i the first group vs.
2.9%, P=0.001) i those with  fmily history postive
forbreast cancer

A suggested clinical pathway for screening women at
high risk for breastcancer is illatratedin Figure 1

CONCLUSIONS
For women with specific personal or family risk
factors placing them at higher risk for developing
breast cancer versus the general population, breast
cancer screening beginming prior to age S0with digital
‘mammography or, i specifi circumstances, digital
‘mammography combined with contrast-enhanced
‘magnetic esonance imaging is recommended. Earler
screening (begimming at 30 years) sppears warranted in
his high-isk populstion even though mammography
i less sensifive in younger women.'* CE-VRI is
more sensitive in detecting malignancy in women
with known personal genetic mutations for breast or

Topic Synopeis

‘ovarian cancer, and/or with a prior personal history
of mantle radistion freatment. Digital mammography
combined with CE-MRI should be offered to these
women. As part of the process of recommending
earlie breast cancer screening, 2 discussion of the
risks and benefits of earlier screening should be
‘performed with these high-risk women.

Patient.Friendly Recap

+ Women considered at highrisk for breast cancer
include those who have a persozal or famly
history ofthe disease,those who have breast
‘cancer-related genes or those who have been
exposed to radiaton.

 Various recommendations for how and when to
screen these high-isk women for breastcancer
are inconsistent.

 The authors provide an algorithm for screening
‘patients at bigh risk fo breast cancer in Figure 1.
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