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A Survey of The Year’s Stories



How Did I Choose Things?

 Essential Evidence

 Journal Watch

 Practice Update

 Our Faculty

 “Top of 2018” Lists

 Dr. Frank Domino’s “Frankly Speaking” Podcast

 Prioritized:
 key areas of FM practice

 might directly change clinical practice

 might be leading to paradigm changes



Aspirin for Primary Prevention



ASA: No to Limited Benefit in 
Primary Prevention

 Clarification: Primary vs Secondary prevention!

 All ASA 100mg vs placebo

 ASPREE: RCT 19,000 pts. All cause mortality higher in 
aspirin group. Mostly Age>70. (increased CA deaths? 
increased hemorrhage seen)

 ARRIVE: 12.5k adults >55 (men), >60 women, all with 
10 year CAD risk 10-20%. No difference in CV outcomes, 
increased in GI bleeds

 ASCEND: pts with DM >40, no known CAD: ~15k pts 
Slight benefit of aspirin, but driven by TIA outcomes. 
Increase in major bleeding.



JAMA. 2019;321(3):277-287. 
doi:10.1001/jama.2018.20578

But Wait...There’s More

 13 trials: 164,225 participants

 Mean age 62, 47% men, 19% with diabetes. Median 
baseline 10 year risk: 9.2%. 

 reductions in composite CV outcome compared with 
no aspirin (HR 0.89) absolute risk reduction, 0.38%, 
number (NNT 265)

 increased risk of major bleeding events compared 
with no aspirin (HR 1.43) absolute risk increase, 
0.47% number (NNH 210)





• 11 trials: 157,248 subjects, mean follow-up 
6.6 years

• Focus on mortality
• aspirin not associated with lower incidence of 

all-cause mortality
• increased incidence of major bleeding RR 1.47 

(NNH 250) + intracranial hemorrhage RR 1.33 
(NNH 1000)



• Similar effects demonstrated in diabetic and 
high cardiovascular risk patients (10-year risk 
>7.5%)

• lower incidence of MI, RR 0.82 (NNT 333), 
however… effect no longer evident when limiting 
the analysis to more recent trials







Guidance for pts?



Hormonal Contraceptives and 
Cancer Risk



#1: Modern hormonal contraceptives: increased 
risk of breast cancer?

 Prospective cohort, 1.8 million women, Denmark

 longer exposure to HC’s associated with increased 
incidence of breast cancer. 

 ~13 additional breast cancers per 100,000 person-
years (NNH for 1 year= 7690)

 Reminder: maternal mortality rate of 26 per 
100,000 pregnancies in the United States

Mørch LS, Skovlund CW, Hannaford PC, Iversen L, Fielding S, 
Lidegaard Ø. Contemporary hormonal contraception and the 
risk of breast cancer. N Engl J Med 2017;377(23):2228-2239.





#2: OCP’s..Protect Against Cancer?

 Prospective NIH-AARP Diet and Health Study 
(enrolled 1995-6)

 Identified 1241 ovarian, 2337 endometrial, 11,114 
breast, and 3507 colorectal cancer cases during 
follow-up 

 Population: white (91%), postmenopausal (96%)

 OC use in the contexts of modifiable risk factors: 
obesity and smoking

Michels KA et al. JAMA Oncol 2018 Jan 18



#2: OCP’s..Protect Against Cancer?

Risk reductions seen: 

 ovarian cancer: consistent across health behaviors

 endometrial cancer: strongest among current 
smokers, obese women, and those who exercised 
rarely 

 breast and colorectal cancer: no significant 
change seen, consistent across health behaviors

 More on Breast CA: trend of slight increase in risk, 
especially among current smokers

Michels KA et al. JAMA Oncol 2018 Jan 18





Guidance for pts?



Cannabinoids and Chronic 
Non-Cancer Pain



Stockings E et al. Cannabis and cannabinoids for the treatment of people 
with chronic noncancer pain conditions: a systematic review and meta-
analysis of controlled and observational studies. Pain. 2018 
Oct;159(10):1932-1954



Cannabinoids and Chronic Non-Cancer Pain

 RCT and observational data, >100 studies, ~10k pts 

 Variability in pain reduction measures 

 cannabinoids (any form): higher rates of achieving 
30% reduction in their pain (29% vs 25.9%)

 For 50% reduction in pain: wider confidence 
interval, not statistically significant

Stockings E et al. Cannabis and cannabinoids for the treatment of people 
with chronic noncancer pain conditions: a systematic review and meta-
analysis of controlled and observational studies. Pain. 2018 
Oct;159(10):1932-1954



Stockings E et al. Cannabis and cannabinoids for the treatment of people 
with chronic noncancer pain conditions: a systematic review and meta-
analysis of controlled and observational studies. Pain. 2018 
Oct;159(10):1932-1954



Cannabis “Umbrella Review”

31 systematic reviews, each with at least 2 RCTs
 Looked at: 

 pain
 nausea and vomiting
 spasticity
 adverse events

 Variation: populations, interventions, doses, masking 
 Adverse events such as feeling high, disorientation, 

confusion were common (NNTH= 2 - 15), psychosis 
relatively rare 

 The NNTH to discontinue the medication was between 8 
and 22

Allan GM, Finley CR, Ton J, et al. Systematic review of systematic reviews 
for medical cannabinoids: Pain, nausea and vomiting, spasticity, and 
harms. Can Fam Physician 2018;64: e78-e94.



Pain

Allan GM, Finley CR, Ton J, et al. Systematic review of systematic reviews 
for medical cannabinoids: Pain, nausea and vomiting, spasticity, and 
harms. Can Fam Physician 2018;64: e78-e94.



Nausea/Vomiting vs Placebo

Allan GM, Finley CR, Ton J, et al. Systematic review of systematic reviews 
for medical cannabinoids: Pain, nausea and vomiting, spasticity, and 
harms. Can Fam Physician 2018;64: e78-e94.



Nausea/Vomiting vs Antiemetic

Allan GM, Finley CR, Ton J, et al. Systematic review of systematic reviews 
for medical cannabinoids: Pain, nausea and vomiting, spasticity, and 
harms. Can Fam Physician 2018;64: e78-e94.



Spasticity

Allan GM, Finley CR, Ton J, et al. Systematic review of systematic reviews 
for medical cannabinoids: Pain, nausea and vomiting, spasticity, and 
harms. Can Fam Physician 2018;64: e78-e94.



Where are We?



Cervical CA screening



Considerations

 New Partners

 Immuno-suppressed

 Abnormal screenings in the past

 DES exposure in utero



Curry, J. (2018). Screening for cervical cancer: US Preventive Services 
Task Force Recommendation Statement. JAMA.320(7):674-686. 
doi:10.1001/jama.2018.10897





Early Solids and Infant Sleep



Earlier Solid Foods Introduction

WHO/AAP Recommendation: Breast feed exclusively 
for first 6 months “The Perfect Food”

 RCT: 1200 babies, 6 months exclusive breastfeeding 
vs introducing solids at 3-5 months 

 Infants in the EIG slept significantly longer (16.6 
mins) and woke significantly less frequently than 
infants in the SIG (1.74 wakings vs 2.01)

Perkin MR, Bahnson HT, Logan K, et al. Association of Early 
Introduction of Solids With Infant Sleep: A Secondary Analysis 
of a Randomized Clinical Trial. JAMA Pediatr. 
2018;172(8):e180739. doi:10.1001/jamapediatrics.2018.0739





AAP Website



Recommendations

 Start discussions with parents at around 2 mo: 
expectations about sleep and diet

 If there are sleep problems at ~4 mo, perhaps allow 
introduction of foods

 May cause decrease of breast milk, but rec’s are still 
for continuing breast feeding

UK: “The proportion of mothers who achieve
6 months of exclusive breastfeeding is low, at around 1% in the 
last Infant Feeding Survey undertaken in 2010, and 75% of 
mothers had chosen to introduce solids by the time their baby 
was 5 months old.”



NPH



NPH vs Long-Acting Analogs

Question: do long-acting insulin analogs like glargine 
(Lantus) or detemir (Levemir), reduce hypoglycemia, vs NPH 
insulin?

 NPH (Humulin N, Novolin N): much less $$

Study: 2006-2015, Kaiser Permanente

 25k adults starting a basal insulin, not on insulin in last 12 
months

 Risk of severe hypoglycemia: trend for lower in NPH 
starters (8.8 vs 11.9/1000 person-years)

 Glycemic control improved: .22% better A1C (significant)
JAMA 2018;320(1):53-62.



Elective Induction of Labor
at 39 weeks



Elective Induction of Labor at 39 weeks

 multicenter RCT

 routine labor induction of low-risk nulliparous women at 
39 weeks (n = 3062) vs expectant management until at 
least 40 weeks 5 days (n = 3044)

 Rates of C sections: 19% (induction) versus 22% 
(expectant management) P<0.001

 22,000 invited, 71% declined

Grobman WA, Rice MM, Reddy UM, et al, for the Eunice 
Kennedy Shriver National Institute of Child Health and Human 
Development Maternal–Fetal Medicine Units Network. Labor 
induction versus expectant management in low-risk nulliparous 
women. N Engl J Med 2018;379(6):513-523.





Cochrane Review

“A policy of labor induction at or beyond term 
compared with expectant management is associated 
with fewer perinatal deaths and fewer caesarean 
sections; but more operative vaginal births”

Cochrane Database Syst Rev. 2018 May 
9;5:CD004945. doi: 
10.1002/14651858.CD004945.pub4.



N Engl J Med 2018; 379:580-581
DOI: 10.1056/NEJMe1807747



Advice?



BP Readings





Are Office or Ambulatory BP Measures better 
Correlated with Mortality?

 large Spanish hypertension registry

 Looked at association between clinic BPs, 
ambulatory blood BPs, and mortality

 Looked at adults with a specific indication for 
ambulatory BP monitoring 

 Included data on clinic BPs (automated devices after 
5 minutes of seated rest) and 24-hour ambulatory BP 
measurements.

N Engl J Med 2018;378:1509-1520.



Are Office or Ambulatory BP Measures better 
Correlated with Mortality?

Results

 mean ambulatory BP was 129/76, vs 148/87 in clinic

 all-cause mortality association seen with ambulatory 
BP but NOT clinic BP 

N Engl J Med 2018;378:1509-1520.



Is your office checking BP correctly?

Automated Cuff Preferred

 Seated for five minutes

 No caffeine/cigarettes for 30 minutes prior

 don’t talk to them, and they're not supposed to talk to you 

 seated in a chair with their feet flat and their back supported 

 make sure that your equipment has been calibrated, cuff is the 
right size

 arm should be positioned at heart level and pt should be 
relaxed 

 A minimum of two pressures taken to count as elevated. If 1st 
elevated then you take a 2nd within one to two minutes

N Engl J Med 2018;378:1509-1520.





Quicker Summaries



Imaging for Breast Pain

 799 Patients referred for breast pain

 Median age 43 (many young patients)

 Excluded: breast cancer history, nipple or skin 
findings of concern, lactating women 

 95% evaluated had negative findings (~5% benign 
findings)

 1 cancer found: in opposite breast in a 70 y.o. 

 If clinic exam normal and screening mammography 
negative (in age appropriate women) opt for 
reassurance

American Journal of 
Roentgenology 2018 211:1, 217-223



LR in Non-Critically Ill Adults?

 ED study

 13,347 patients enrolled

 median crystalloid volume administered: 1079 ml

 Balanced crystalloids: lower incidence of major 
adverse kidney events within 30 days than saline 
(4.7% vs. 5.6%; adjusted odds ratio, 0.82)

 No difference in “hospital-free days”

N Engl J Med 2018; 378:819-828
DOI: 10.1056/NEJMoa1711586



LR in Critically Ill Adults?

 15,802 adult patients in 5 ICU’s

 ICU’s assigned balanced crystalloids or NS for a 
month and then alternated 

 14.3% “adverse kidney events” in crystalloid group vs 
15.4% in NS

 Trend towards decreased 30d in hospital mortality 
(10.3% vs 11.1%, p = 0.06), significant in subset 
of septic patients (25.2% vs 29.4%)

N Engl J Med 2018;378(9):829-839.



Steroids and Alcoholic Hepatitis

Severe alcoholic hepatitis (DF>32), carries very high 1 
month mortality risk, guidelines recommend 
corticosteroids:

 meta-analysis of 16 RCTs 

 systemic corticosteroids (median duration, 1 month) vs 
placebo or no intervention

 no benefit on 3-month mortality other serious 
adverse events or QOL

Cochrane Database Syst Rev 2017 Nov 2



Vitamin D Plus Calcium Supplementation

 Guidelines: supplementation with ≥ 1,000 units/day 
vitamin D + calcium (commonly given at 1,000-
1,200 mg/day) to community dwellers age >65

 Meta-analysis of 33 RCTs: no significant difference 
in risk of fractures- hip or otherwise 

 Results similar for subgroups with 25-
hydroxyvitamin D levels <20 ng/mL or with previous 
fractures

Zhao JG, Zeng XT, Wang J, Liu L. Association between 
calcium and vitamin D supplementation and fracture 
incidence in community-dwelling older adults. A systematic 
review and meta-analysis. JAMA 2017;318(24):2466-2482.



Omega 3 FA supplements

 ASCEND Trial: Fish oil supplements in Diabetics 
don’t reduce CV outcomes over 7.4 years

N Engl J Med 2018; 379:1540



Statins in Age >75

 Statins in patients >75 without CVD did not change 
the likelihood of developing CVD or reduce any-
cause mortality. 

 However, patients aged 75 -84 years with diabetes 
had less CVD development and mortality benefit 
(NNT 15.63)

Ramos R, Comas-Cufi M, Marti-Lluch R, et al. Statins for 
primary prevention of cardiovascular events and 
mortality in old and very old adults with and without 
type 2 diabetes: retrospective cohort study. BMJ 
2018;362:k3359.



And finally…



Stigmatizing Language vs Neutral Language

Curricula: intended vs delivered vs hidden

 Stigmatizing language : “refuses to wear his mask”... 
“narcotic dependent”... “hung out at McDonald’s”

 Neutral language: “not tolerating his mask”...“8-10 
pain crises a year”...”spent afternoon with friends”

Goddu AP, O'Conor KJ, Lanzkron S, et al. Do words 
matter? Stigmatizing language and the transmission of 
bias in the medical record. J Gen Intern Med 
2018;33(5):685–691.



Stigmatizing Language vs Neutral Language

 Simulation of practice, with students (233) and IM 
residents (180)

 Read one of 2 notes, then completed “Positive 
Attitudes toward Sickle Cell Patients Scale” then 
selected 1 of 4 treatments

Goddu AP, O'Conor KJ, Lanzkron S, et al. Do words 
matter? Stigmatizing language and the transmission of 
bias in the medical record. J Gen Intern Med 
2018;33(5):685–691.



Stigmatizing Language vs Neutral Language

 Attitudes (on scale) were significantly lower for 
participants presented stigmatizing language

 Residents were more likely to select less aggressive 
treatment if exposed to stigmatizing language

 Attitudes worse with more years of training

Goddu AP, O'Conor KJ, Lanzkron S, et al. Do words 
matter? Stigmatizing language and the transmission of 
bias in the medical record. J Gen Intern Med 
2018;33(5):685–691.



Interested in precepting medical students?
Email: SOM-Preceptorship@salud.unm.edu



Summary: What Do We Think 
We Know?





THANKS!


