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Learning Objectives

* Review and analyze findings from 11 recent
publications addressing common and important
topics in family medicine

o Critically appraise randomized controlled
trials, systematic reviews and meta-analyses and
place in context of existing literature.
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» Evaluate and change practice in light
. of new evidence.



The Plan

01. Run the list

03. Present a brief
clinical case, study
context & design,
major findings &
limitations

02. Present the 5-
way-tie-for-7" place
articles in quick hit
form

04. Repeat 5x

05. Summarize &
wrap up
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Oral emergency contraception with levonorgestrel plus
piroxicam: a randomised double-blind placebo-controlled

trial

Raymond Hang Wun Li, Sue Seen Tsing Lo, Kristina Gemzell-Danielsson, Carol Ho Yi Fong, Pak Chung Ho, Ernest Hung Yu Ng

» Population: healthy women 18+ presenting to
sexual/reproductive health clinic in Hong Kong
within 72h of unprotected sex

» Intervention: levonorgestrel 1.5 mg + piroxicam
40 mg

Comparison: levonorgestrel 1.5 mg + placebo

Outcome: % of pregnancies prevented

Piroxicam Placebo group p value
group (n=418) (n=418)

Pregnancy rate, n (%)

Observed 1(0-2%) 7 (1-7%)

Expected* 19-0(4-6%)  19-1(4-6%)
Proportion of pregnancies  94-7% 63-4% <0-0001
preventedt

*Calculated based on the model by Trussell and colleagues.™ tCalculated by the
formula (expected pregnancies-observed pregnancies) / expected pregnancies.

Table 2: Efficacy of piroxicam versus placebo co-treatment with
levonorgestrel for oral emergency contraception in the efficacy-
evaluable participants




Opioid analgesia for acute low back pain and neck pain
(the OPAL trial): a randomised placebo-controlled trial

Caitlin M P Jones, Richard O Day, Bart W Koes, Jane Latimer, Chris G Maher, Andrew | McLachlan, Laurent Billot, Sana Shan, Chung-Wei Christine Lin,

on behalf of the OPAL Investigators and Coordinators*

* Population: adults in Australia with 12 weeks or
less of acute back or neck pain, primary care &
ER sites

* Intervention: up to 20 mg oxycodone-naloxone
daily for up to 6 weeks

Comparison: placebo

Outcome: pain score at 6 weeks (Brief Pain
Inventory)

Pain intensity (BPI-PS)

Number of
participants
Opioid
Placebo

71 —— Opioid
6+ —— Placebo
5 -
4 -
3 -
2 -
1 p
0 1 ] 1 ] ] 1
0 2 4 6 12 26 52
Week
174 136 127 132 124 121 123
171 140 122 138 129 126 128

Figure 2: Longitudinal plot of mean pain severity score

Datapoints show mean scores at each timepoint, and the shaded areas show
95% Cls. Estimates are raw values (not modelled). BPI-PS=Brief Pain Inventory,
pain severity subscale.




The NEW ENGLAND
JOURNAL o MEDICINE

DECEMBER 1, 2022

ESTABLISHED IN 1812 VOL. 387 NO. 22

Renin-Angiotensin System Inhibition in Advanced Chronic
Kidney Disease

» Population: adults with stage 4 or 5 CKD, eGFR < 30

e [Intervention: continue ACEI/ARB

Comparison: discontinue ACEI/ARB

Outcome: eGFR at 3 years (primary), numerous
secondary outcomes including time to ESRD

A Primary Outcome

Least-Squares Mean Estimated

GFR (ml/min/1.73 m?)

22+

18"l

16

14+

124

17.9
17.7

Continuation group

Discontinuation group

4 Baseline empirical mean value

15 18

Months

C Renal-Replacement Therapy or End-Stage Kidney Disease

100+

754

504

Percentage of Patients

25+

Discontinuation group

68% (95% Cl, 61-75)
------ 63% (95% ClI, 55-70)

Continuation group

Months

T T T T
24 27 30 33 36



The NEW ENGLAND
JOURNAL o MEDICINE

JULY 13, 2023

Cardiovascular Safety of Testosterone-Replacement Therapy

* Population: 5200+ men age 45-80 with CV disease & risk
factors + symptomatic hypogonadism with 2 x AM testerone
< 300

 Intervention: 1.62% testosterone gel, target testésrone level
350 — 750 ng/dl, dose lowered for HCT > 54%

Comparison: placebo gel

Outcome: first occurrence of major adverse CV event
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Table 2. Adjudicated Cardiovascular End Points in the Safety Population.*

End Point

Primary cardiovascular composite end point: major
adverse cardiac eventsy:

Secondary cardiovascular composite end point§

Components of primary and secondary composite
end points

Death from cardiovascular causes
Nonfatal myocardial infarction
Nonfatal stroke
Coronary revascularization
Tertiary end points
Death from any cause
Hospitalization or urgent visit for heart failure
Peripheral arterial revascularization
Venous thromboembolic events|
Components of venous thromboembolic events|
Pulmonary embolism
Deep venous thrombosis

Other peripheral venous thrombosis

Testosterone Group
(N=2596)

Placebo Group

(N=2602)

number of patients (percent)

182 (7.0)

269 (10.4)

87 (3.4)
68 (2.6)
36 (1.4)
144 (5.5)

144 (5.5)
55 (2.1)
30 (1.2)
44 (1.7)

24 (0.9)
16 (0.6)
11 (0.4)

190 (7.3)

264 (10.1)

103 (4.0)
62 (2.4)
38 (1.5)

121 (4.6)

148 (5.7)
50 (1.9)
33 (1.3)
30 (1.2)

12 (0.5)
13 (0.5)
12 (0.5)

Hazard Ratio
(95% CI)7

0.96 (0.78-1.17)

1.02 (0.86-1.21)

0.84 (0.63-1.12)
1.10 (0.78-1.56)
0.94 (0.60-1.49)
1.20 (0.95-1.53)

0.98 (0.78-1.23)
1.11 (0.76-1.62)
0.92 (0.56-1.51)
1.46 (0.92-2.32)

Non-fatal arrhythmia:
T:5.2%
Placebo: 3.3% (P=0.001)

Atrial fibrillation:
T: 3.5%
Placebo: 2.4% (P=0.02)



Semaglutide and Cardiovascular Outcomes in Obesity

without Diabetes

* Population: 17,600+ adults age 45+, BMI
27+, established CVD

- exclusions: diabetes, NYHA 4 CHF, CV event
or TIA/stroke in last 60 days

* Intervention: subQ semaglutide titrated to 2.4
mg/week

omparison: placebo

Outcome: time to first composite MACE (CV
death + non-fatal M|l + non-fatal stroke)

A Primary Cardiovascular Composite End Point

1009 109 11.7ard ratio, 0.80 (95% Cl, 0.72-0.90) »
90 § P<0.001 for superiority L
3 | i > s
X 80 Placebo ,,//
8 70"‘ 6- o - ”
= o~ ”
:a 60— s /,.--'/ Semaglutide
£ sod et
Q ”~ >
= . 24 //
z 40 -
S 30 =
E 0 T T T T T T T ]
3 20 0 6 12 18 24 30 36 42 438
10 e —
04 T—r7 T T |

0 6 12 18 24 30 36 42 48
Months since Randomization

No. at Risk
Placebo 8801 8652 8487 8326 8164 7101 5660 4015 1672
Semaglutide 8803 8695 8561 8427 8254 7229 5777 4126 1734




Table 2. Primary and Secondary Time-to-First-Event Efficacy End Points.*
Semaglutide Placebo Hazard Ratio
End Point (N=8803) (N=8801) (95% Cl) P Value
number of patients (percent)
Primary cardiovascular composite end pointy 569 (6.5) 701 (8.0) 0.80 (0.72 to 0.90) <0.001
Confirmatory secondary end pointsi
Death from cardiovascular causes 223 (2.5) 262 (3.0) 0.85 (0.71 to 1.01) 0.07
Heart failure composite end point§ 300 (3.4) 361 (4.1) 0.82 (0.71 to 0.96) NA
Death from any cause 375 (4.3) 458 (5.2) 0.81 (0.71 to 0.93) NA
Supportive secondary end points§
Cardiovascular expanded composite end point| 873 (9.9) 1074 (12.2) 0.80 (0.73 to 0.87) NA
Cardiovascular composite end point with death from 710 (8.1) 877 (10.0) 0.80 (0.72 to 0.88) NA
any cause*¥
Nonfatal myocardial infarction 234 (2.7) 322 (3.7) 0.72 (0.61 to 0.85) NA
Nonfatal stroke 154 (1.7) 165 (1.9) 0.93 (0.74 to 1.15) NA
Hospitalization or urgent medical visit for heart failure 97 (1.1) 122 (1.4) 0.79 (0.60 to 1.03) NA
Coronary revascularization 473 (5.4) 608 (6.9) 0.77 (0.68 to 0.87) NA
Unstable angina leading to hospitalization 109 (1.2) 124 (1.4) 0.87 (0.67 to 1.13) NA
Glycated hemoglobin level =6.5%7 306 (3.5) 1059 (12.0) 0.27 (0.24 to 0.31) NA
Nephropathy composite end pointii 155 (1.8) 198 (2.2) 0.78 (0.63 to 0.96) NA
Glycated hemoglobin level =5.7% among patients 623 (21.3) 1501 (50.4) 0.33 (0.30to 0.36) NA
with baseline glycated hemoglobin <5.7%




Case 1

You're entering your 3 Medicare wellness visit of the morning
The first two patients were elderly, increasingly frail, and using assistive
for ambulation. You felt like you flubbed your es@se counseling and they b
declined PT referrals.

The next patient is increasingly burdened with chm illness, tired, and not
getting around like she used to.

How can you help her?
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RESEARCH PAPER

Building resilience and reversing frailty: a
randomised controlled trial of a primary care
intervention for older adults

JoHN TRrAVERs' 2, ROMAN ROMERO-ORTUNO>*, JOHN LANGAN?, FERGAL MACNAMARA?,
DARREN McCoRMACK?, CHRISTOPHER MCDERMOTT?, JuDE MCENTIREZ, JOANNE MCKIERNAN?
SeAN LAceY®, PETer DoraN', DErMoT Power'©, MaRIe-THerese COONEY'




Building resilience and reversing frailty: a
randomised controlled trial of a primary care
intervention for older adults

|
Population Comparison
65+ year olds at 6 primary care clinics in Ireland Usual care
Criteria
: - . Outcomes
Inclusion: Clinical Frailty Score 5 or less
. . % of frail in each trial arm+- defined by SHARE-FI at 3
Exclusion: end-of-life care, MOCA 10 or less, cancer, months

SNF residence, CKD 3 or 4
Intervention

Home based exercises 4+ days per week
Walk 30-45 min 3-4 days per week
1.2 g of dietary protein pekg of body weight daily
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Clinical Frailty Scale*

I Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well - People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

o T gy = <D @

4 Vulnerable — While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail - These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |.Canadian Study on Health & Aging, Revised 2008.
2. K. Rockwood et al. A global clinical measure of fitness and
frailty in elderly people. CMA| 2005;173:489-495




| Suggested
. exercises
to build

resilience

Strength exercises and dietary Commit to domg the

protein can delay and reverse 4 e ! E 5 | exercises at a regular

frailty ! Y TEL -
(For more information: ‘ time and place to help

Dalaying snd Beveesing build a positive habit
Frailty (BJGP, Travers ef al.) ]
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Whole Milk
250ml glass of whole milk = 8g protein
Added benefit: Calcium, Calories: Low
Vitamin D Saturated fat: Low
Cost: Low €

Boiled Egg
1 boiled egg (med) = 6g protein

Added benefit: Calories: Low
B12, Vitamin D, Saturated fat: Low
Iron, Calcium Cost: Low €

Chicken Breast
160g breast (med) = 35g protein
Added benefit: Calories: Low
Iron Saturated fat: Medium
Cost: Medium €€

Beef Steak
225g striploin = 44g protein
Added benefit: Calories: Medium
Iron Saturated fat: High
Cost: High €€€

Salmon Fillet
120g grilled salmon = 30g protein
Added benefit: Calories: Medium
Omega-3 Saturated fat: Low
Cost: High €€€

Cod Fillet
140g baked cod = 25g protein
Added benefit: Calories: Low
Omega-3, B Vitamins Saturated fat: Low
Cost: High €€¢

Tuna Steak
100g can of tuna (in brine) = 27g protein
Added benefit: Calories: Low
Iron, Omega-3 Saturated fat: Low
Cost: Low €

Fish Finger
3 fish fingers = 10g protein
Added benefit: Calories: Low
Omega-3, B Vitamins Saturated fat: Low
Cost: Low €

Nutritional Information

Chedder Cheese
20g slice cheddar = 5g protein
Added benefit: Calories: High
Calcium, Vitamin D, A, Saturated fat: Medium
B12, Zinc Cost: Low €

Greek Yogurt
100g yogurt = 18g protein

Added benefit: Vitamin Calories: Medium
D, B12, Potassium, Saturated fat: Low
Calcium Cost: Medium €€

Almonds
20 whole almonds = 5g protein
Added benefit: Zinc, Calories: High
Magnesium, Good Fats, Saturated fat: Low
Fibre Cost: Medium €€

Peanut Butter
2 tablespoons peanut butter = 6g protein
Added benefit: Calories: High
Magnesium, Good Fats, Saturated fat: Low
Fibre Cost: Low €

Baked Beans
200g Can/snap pot of baked beans = 9.5g protein
Added benefit: Calories: Low
Fibre Saturated fat: Llow
Cost: Low €

Lentils
100g boiled lentils = 12g protein
Added benefit: Calories: Low
Fibre, B Vitamins, Iron, Saturated fat: Low
Magnesium, Zinc Cost: Low €

Tofu
100g baked tofu = 16g protein
Added benefit: Calories: Low
Iron, Calcium, Saturated fat: Low
Magnesium Cost: Low €

Protein Milk
Protein milk drink 250ml = 27g protein
Added benefit: Calories: Low
Calcium, Saturated fat: Low
Vitamin D, B12 Cost: Low €
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PLANT-BASED PROTEIN IS BETTER for our heart and the
environment

BE MINDFUL OF ALLERGIES to eggs, dairy, fish, peanuts, shellfish &
soy beans

PLAN YOUR MEALS to include good protein sources

Aim to eat 20g of protein WITHIN 1 HOUR OF EXERCISING
for best muscle building, with the balance of daily protein at regular
intervals throughout the day

VARY YOUR DIET to keep it interesting and to benefit from a variety
of proteins

ENCOURAGE OTHERS by eating with your partner, family or friends

r N

My Nutrition Plan For Strength and Resilience

Having enough protein in our diet can help build resilience and avoid
frailty. We all lose muscle mass as we age. This can contribute to reduced
independence and frailty. Our bodies use protein to build and repair
muscles and bones. That’s why it’s essential to have enough protein in our
diet.

» Aim for 1.2 grams of protein per 1 kg of body weight each day e.g. a
70kg adult needs to eat 84 grams of protein each day

« My daily protein target is: body weight (kg) x 1.2 =



Building resilience and reversing frailty: a
randomised controlled trial of a primary care
intervention for older adults

Primary Outcome What I love about this study

f Control: 17% frail at baseline, 18% frail at f The purity of the intentions
3 months f Intervention design involved literature

f Intervention: 18% frail at baseline, 6% review then extensive work with a group
frail at 3 months of over 100 older people!

f OR =0.23[95% 0.07-0.72], p = 0.011 f 5 minutes of GP time devoted to the

f Also significant differences in hand grip intervention at baseline, 1 single follow-

strength and % with physical activity 1x up visit at 3 months

per week

22




Case 2

You are seeing a 56 year old male attorney for amiaual wellness vi

PMHXx: hypertension, on treatment, dyslipidemia witbtal cholesterol 230,
160, calculated 10-year ASCVD risk 14%, not prevaiy treated

Meds: lisinopril, HCTZ, and he is open to a statin,
Walks 3 days per week, talking about getting stadeat a gym this year

He is a committed steak eater and wants know what you think about him going
low-carb, or even keto, with full fat dairy
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RESEARCH

Comparison of seven popular structured dietary programmes
and risk of mortality and major cardiovascular events in patients
at increased cardiovascular risk: systematic review and network
meta-analysis

Giorgio Karam,! Arnav Agarwal,” Behnam Sadeghirad,’* Matthew Jalink, Christine L Hitchcock,®
Long Ge,>”*® Ruhi Kiflen,” Waleed Ahmed,'° Adriana M Zea,'! Jovana Milenkovic,*?

Matthew AJ Chedrawe,'®> Montserrat Rabassa,'* Regina El Dib,'* Joshua Z Goldenberg, !’
Gordon H Guyatt,>'® Erin Boyce,'? Bradley C Johnston!®%°




Comparison of seven popular structured dietary programmes
and risk of mortality and major cardiovascular events in patients
at increased cardiovascular risk: systematic review and network
meta-analysis

|
Population Comparison
Adults with established C\isease or at least 2 CV Usual care / basic or minimal dietary counseling

risk factors

Criteria Outcomes
Randomized trials of at least 9 months of intervemn CV mortality
Examining cardiovascular outcomes Major adverse cardiovascular events

Intervention

Diet — ultimately, 7 different named diets

Allowed to include exercise, behavioral/psychosotia
support, smoking cessation interventions + meds

25



Low fat

Mediterranean Low fat and sodium

Ornish Minimal

Very low fat

Modified fat




B Datasources [ 40randomised controlledtrials | §§ 35548 participants

§[° Comparison  Seven popular structured dietary programmes
with or without co-interventions such as exercise or psychological support

L 3 4 5 6
Mediterranean Very low fat Modified fat | Combined low Ornish
fat-low sodium
b cove,

* QOutcomes  Summary of results in patients with intermediate cardiovascular risk

Non-fatal Unplanned
ﬁ::&t:;; Cardiovascular myocardial cardiovascular
mortality infarction intervention

Risk difference (intermediate baseline risk) 957 C|

-500 100 -50 O 100 -S0 O 100 -S0 O 100 -50 O 10(;
1 - 5 s -
2 * +* -
3 S .
4 R -
- - I iRt T
6 - - » S —
7w ' > = >
-+ Superior to minimal intervention Moderate-high certainty © 2023

BM]J Publishing G Ltd
~+ May be superior to minimal intervention Very low-low certainty | Publishing Group

-=Little or no benefit relative to minimal interventaion &l hitps//bitly/BMjdietcv




Intermediate Baseline CV Risk

Dietary All cause
programme mortality
vminimal

intervention

Mediterranean

Low fat

Very low fat

Modified fat

Combined low
fat-low sodium

Ornish

Pritikin -48 (-61 to 207) NA

Cardiovascular
mortality

Stroke Non-fatal
myocardial
infarction
NA NA
NA

Unplanned
cardiovascular
intervention

-13(-20to0-2)

Might be superior to minimal intervention with very low to low certainty




High Baseline CV Risk

Dietary All cause Cardiovascular Stroke
programme mortality mortality

vminimal

intervention

Mediterranean

Low fat
Very low fat

Modified fat

Combined low

fat-low sodium

Ornish

-109

Pritikin (-141 to 338)

Non-fatal
myocardial
infarction

Unplanned
cardiovascular
intervention

-57 (-89 t0-9)

Might be superior to minimal intervention with very low to low certainty




Case 3

Any middle aged patient with type 2 dizetes, multiple other chronic
conditions, increased cardiovascular risk, and a heoglobin Alc not at

How do | decide on next steps?
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RESEARCH

Benefits and harms of drug treatment for type 2 diabetes:
systematic review and network meta-analysis of randomised
controlled trials

Qingyang Shi,’ Kailei Nong,' Per Olav Vandvik,? Gordon H Guyatt, Oliver Schnell, Lars Rydén,’
Nikolaus Marx,® Frank C Brosius IIl,” Reem A Mustafa,® Arnav Agarwal,>’ Xinyu Zou,

Yunhe Mao,'® Aminreza Asadollahifar,'* Saifur Rahman Chowdhury,? Chunjuan Zhai,*?

Sana Gupta,’ Ya Gao,>*? Jodo Pedro Lima,’ Kenji Numata,'“ Zhi Qiao," Qinlin Fan,’

Qinbo Yang,'® Yinghui Jin,"” Long Ge,® Qiuyu Yang,'? Hongfei Zhu,?® Fan Yang,?! Zhe Chen,?**
Xi Lu,' Siyu He,”> Xiangyang Chen,** Xiafei Lyu,”® Xingxing An," Yaolong Chen,'® Qiukui Hao,*®
Eberhard Standl,* Reed Siemieniuk,’ Thomas Agoritsas,”?’ Haoming Tian," Sheyu Li’




Benefits and harms of drug treatment for type 2 diabetes:
systematic review and network meta-analysis of randomised

controlled trials

Population

adults with T2DM +/- CV disease

Criteria

Inclusion: RCTs with at least 24 weeks of follow-up

Exclusion: subgroup analys or drug combo studies

Intervention
all the different medication classes

Comparison

standard / background at time of trial, usually
baseline treatment patien received before new drug
added - lifestyle, metformin, insulin, sulfonylurea,
TZD, depending on the study

32

Outcomes
All cause & CV mortality
Non-fatal stroke & Ml

CHF hospitalization

ESRD

Health-related quality of life

Severe hypoglycemia (leading to medical care)
Severe Gl events

Amputation

Genital infection

DKA

Body weight change

Hyperkalemia leading to hospitalization



AN
Table 1 | Baseline characteristics of included trials and participants .
Characteristic No/median/pooled mean* Interquartile or 95% Cl Range or 95% PI
Study settings (of eligible studies)
Total No of trials 816 - -
No of participants 471038 - -
Follow-up (months)t 6.0 5.5t012.0 5.510212.0
Study characteristics (of participants)
Age (years)t 57.7 57.410 58.1 47.610 68.0
No of men (%)# 56.6 55.81057.5 34.1t076.7
Body mass index# 29.5 29310 29.8 22.7 t0 36.4
HbA1lc (%)$ 8.1 8.1t08.2 6.5109.7
Cardiovascular disease (%)% 58.9 40910 74.9 0.0 to 100.0
Duration of diabetes (years)* 7.4 5.2t0 10.1 0.0 to 20.7
Cl=confidence interval; HbA1lc=haemoglobin A1c; Pl=prediction interval.
*Pooled mean was estimated using the single mean/proportion meta-analyses via a random effect model.
tData are median, interquartile, and range. Bolus insulin Basal bolus insulin

$Data are pooled mean, 95% confidence interval, and 95% prediction interval.

DPP-4 inhibitors

Basal insulin

S

v 'IBRY
. -.,,‘:l‘,c
X

"/\
~
XL
"\“‘v’;’//
4

GLP-1 receptor

z gl i
agonists a-glucosidase

inhibitors

\ |

Standard
treatments

Meglitinides

a
)

SGLT-2 inhibitors Sulfonylureas



. 1.10 1.28 098 0.76 0.94 1.20

Basalinsuin (08110149 0831019904710 206)| 03310177 | 06210 1.43)| 06210 2.30)

Basal bolus 0.79 223 033 0.58 E

insulin (0.19t0 3.32) [0.23 to 21.92}(0.03 to 3.27)| (0.10 to 3.35)

Bolus insulin 048 1.05 1.18 0.86 0.64 255 -0.11
(0.15t0 1.59) [0.11 to 10.26) (0.40 to 3.50) | (0.16 to 4.48) [ (0.07 t0 6.22) [0.10 to to

Standard Reference | Reference | Reference | Reference | Reference | Reference | Reference

treatments

Reference

Reference













Case 4

You're updating some of your well child visit anfpatory
guestions and templates to try to improve relevancand imp

N






Population Comparison
Criteria Outcomes
Inclusion:

Exclusion

Intervention

40



“A nation that begins losing its most cherished population — its children — faces
kcrisis like no other.”




Some key stats

« Largest increases in childnood moality in decades starti
 Injuries were THE major driver. 2.8 deaths per 10@00 in 2020.

* Main causes of death: homicide, suicidggoisonings (i.e. overdoses)
related deaths

ns, transport-
Firearms are THE leading cause of death in childr&nl9.
Almost half the increase in all-causenortality in 2020 driven by firearms.

COVID was a factor, but smaller — 0.24 deaths per @®O00 in 2020, almost doubling in
2021; 20.5% of the mortality increase in 2021

Mortality from all other pediatric conditiongleclined by 0.33 per 100,000 in 2020




Population

Survey data from of Panel Study of Income Dynamics
— longitudinal survey, started in 1968

18.000+ individuals in 5000 US families
Criteria

Completed 2017 survey on health status, health
conditions, education, income, health insurance,
family structure, demographics

And

Had complete data from Childhood Retrospective
Circumstances Study Supplement in 2013 — source of
ACE and PCE data
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Variables
Independent — PCEs in 3 groups: 0-2, 3-4, 5-6
Dependent — ACEs in 3 groups: 0, 1-2. 3+

Outcomes
Fair or poor self-reported health status
Mental health diagnoses (ay, depression, or anxiety)

Physical health diagnoses (HTN, CAD or CHF, diabetes,
MI, CVA, lung disease, asthma, cancer, arthritis)



Positive Childhood Experience Domains




Positive Childhood Experience Domains




Adwverse Childhood
Experiences

f Parent mental illness

f Parent substance use disorder
f Parent intimate partner violence
f Parental divorce or separation

f Deceased or absent parent
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f Physical abuse
f Sexual abuse
f Emotional abuse

f Neglect












Case 5

Your morning is wrapping up with 2 patients:

- a 67 year old woman who has declined mammogramsse a
difficult first experience with them at age 49

- a 62 year old man who has consistently declined lom cancer
screening

You're trying to put their preferences in perspeugs.







Study Types

Meta-analyses & RCTan cancer screening

Criteria
Inclusion: Meta-analyses or RCTs only if no meta-

analysis available or RCT nancluded in most recent
meta-analysis

Exclusion: observational stdies; studies with < 10-15
years of follow-up

Intervention

Cancer screening in accordance with guidelines

52

Comparison

No screening

Outcomes
All-cause mortality

Cancer-specific mortality
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Thank you

Questions?



