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Vitamin D and risk of pregnancy related hypertensive disorders: Mendelian 
randomisation study 
Maria C Magnus, Kozeta Miliku, Anna Bauer, et al. 
BMJ 2018; 361 (Published 20 June 2018) 
https://www.bmj.com/content/361/bmj.k2167 
 
Abstract 
Objective To use mendelian randomisation to investigate whether 25-hydroxyvitamin D 
concentration has a causal effect on gestational hypertension or pre-eclampsia. 
Design One and two sample mendelian randomisation analyses. 
Setting Two European pregnancy cohorts (Avon Longitudinal Study of Parents and 
Children, and Generation R Study), and two case-control studies (subgroup nested within 
the Norwegian Mother and Child Cohort Study, and the UK Genetics of Pre-eclampsia 
Study). 
Participants 7389 women in a one sample mendelian randomisation analysis (751 with 
gestational hypertension and 135 with pre-eclampsia), and 3388 pre-eclampsia cases and 
6059 controls in a two sample mendelian randomisation analysis. 
Exposures Single nucleotide polymorphisms in genes associated with vitamin D synthesis 
(rs10741657 and rs12785878) and metabolism (rs6013897 and rs2282679) were used as 
instrumental variables. 
Main outcome measures Gestational hypertension and pre-eclampsia defined according 
to the International Society for the Study of Hypertension in Pregnancy. 
Results In the conventional multivariable analysis, the relative risk for pre-eclampsia was 
1.03 (95% confidence interval 1.00 to 1.07) per 10% decrease in 25-hydroxyvitamin D 
level, and 2.04 (1.02 to 4.07) for 25-hydroxyvitamin D levels <25 nmol/L compared with 
≥75 nmol/L. No association was found for gestational hypertension. The one sample 
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mendelian randomisation analysis using the total genetic risk score as an instrument did 
not provide strong evidence of a linear effect of 25-hydroxyvitamin D on the risk of 
gestational hypertension or pre-eclampsia: odds ratio 0.90 (95% confidence interval 0.78 
to 1.03) and 1.19 (0.92 to 1.52) per 10% decrease, respectively. The two sample 
mendelian randomisation estimate gave an odds ratio for pre-eclampsia of 0.98 (0.89 to 
1.07) per 10% decrease in 25-hydroxyvitamin D level, an odds ratio of 0.96 (0.80 to 1.15) 
per unit increase in the log(odds) of 25-hydroxyvitamin D level <75 nmol/L, and an odds 
ratio of 0.93 (0.73 to 1.19) per unit increase in the log(odds) of 25-hydroxyvitamin D levels 
<50 nmol/L. 
Conclusions No strong evidence was found to support a causal effect of vitamin D status 
on gestational hypertension or pre-eclampsia. Future mendelian randomisation studies 
with a larger number of women with pre-eclampsia or more genetic instruments that would 
increase the proportion of 25-hydroxyvitamin D levels explained by the instrument are 
needed. 
________________________________________________________________________ 

 
Prevalence and outcomes of incidental imaging findings: Umbrella review 
Jack W O’Sullivan, Tim Muntinga, Sam Grigg, et al. 
BMJ 2018; 361 (Published 18 June 2018) 
https://www.bmj.com/content/361/bmj.k2387 
 
Abstract 
Objective To provide an overview of the evidence on prevalence and outcomes of 
incidental imaging findings. 
Design Umbrella review of systematic reviews. 
Data sources Searches of MEDLINE, EMBASE up to August 2017; screening of 
references in included papers. 
Eligibility criteria Criteria included systematic reviews and meta-analyses of 
observational studies that gave a prevalence of incidental abnormalities 
(“incidentalomas”). An incidental imaging finding was defined as an imaging abnormality in 
a healthy, asymptomatic patient or an imaging abnormality in a symptomatic patient, 
where the abnormality was not apparently related to the patient’s symptoms. Primary 
studies that measured the prevalence of incidentalomas in patients with a history of 
malignancy were also considered in sensitivity analyses. 
Results 20 systematic reviews (240 primary studies) were identified from 7098 references 
from the database search. Fifteen systematic reviews provided data to quantify the 
prevalence of incidentalomas, whereas 18 provided data to quantify the outcomes of 
incidentalomas (13 provided both). The prevalence of incidentalomas varied substantially 
between imaging tests; it was less than 5% for chest computed tomography for incidental 
pulmonary embolism in patients with and without cancer and whole body positron emission 
tomography (PET) or PET/computed tomography (for patients with and without cancer). 
Conversely, incidentalomas occurred in more than a third of images in cardiac magnetic 
resonance imaging (MRI), chest computed tomography (for incidentalomas of thorax, 
abdomen, spine, or heart), and computed tomography colonoscopy (for extra-colonic 
incidentalomas). Intermediate rates occurred with MRI of the spine (22%) and brain (22%). 
The rate of malignancy in incidentalomas varied substantially between organs; the 
prevalence of malignancy was less than 5% in incidentalomas of the brain, parotid, and 
adrenal gland. Extra-colonic, prostatic, and colonic incidentalomas were malignant 
between 10% and 20% of the time, whereas renal, thyroid, and ovarian incidentalomas 
were malignant around a quarter of the time. Breast incidentalomas had the highest 
percentage of malignancy (42%, 95% confidence interval 31% to 54%). Many 
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assessments had high between-study heterogeneity (15 of 20 meta-analyses with I2 
>50%). 
Conclusions There is large variability across different imaging techniques both in the 
prevalence of incidentalomas and in the prevalence of malignancy for specific organs. This 
umbrella review will aid clinicians and patients weigh up the pros and cons of requesting 
imaging scans and will help with management decisions after an incidentaloma diagnosis. 
Our results can underpin the creation of guidelines to assist these decisions. 
________________________________________________________________________ 

 
Self management of patients with mild COPD in primary care: Randomised 
controlled trial 
Kate Jolly, Manbinder S Sidhu, Catherine A Hewitt, et al. 
BMJ 2018; 361 (Published 13 June 2018) 
https://www.bmj.com/content/361/bmj.k2241 
 
Abstract 
Objective To evaluate the effectiveness of telephone health coaching delivered by a nurse 
to support self management in a primary care population with mild symptoms of chronic 
obstructive pulmonary disease (COPD). 
Design Multicentre randomised controlled trial. 
Setting 71 general practices in four areas of England. 
Participants 577 patients with Medical Research Council dyspnoea scale scores of 1 or 2, 
recruited from primary care COPD registers with spirometry confirmed diagnosis. Patients 
were randomised to telephone health coaching (n=289) or usual care (n=288). 
Interventions Telephone health coaching intervention delivered by nurses, underpinned 
by Social Cognitive Theory. The coaching promoted accessing smoking cessation 
services, increasing physical activity, medication management, and action planning (4 
sessions over 11 weeks; postal information at weeks 16 and 24). The nurses received two 
days of training. The usual care group received a leaflet about COPD. 
Main outcome measures The primary outcome was health related quality of life at 12 
months using the short version of the St George’s Respiratory Questionnaire (SGRQ-C). 
Results The intervention was delivered with good fidelity: 86% of scheduled calls were 
delivered; 75% of patients received all four calls. 92% of patients were followed-up at six 
months and 89% at 12 months. There was no difference in SGRQ-C total score at 12 
months (mean difference −1.3, 95% confidence interval −3.6 to 0.9, P=0.23). Compared 
with patients in the usual care group, at six months follow-up, the intervention group 
reported greater physical activity, more had received a care plan (44% v 30%), rescue 
packs of antibiotics (37% v 29%), and inhaler use technique check (68% v 55%). 
Conclusions A new telephone health coaching intervention to promote behaviour change 
in primary care patients with mild symptoms of dyspnoea did lead to changes in self 
management activities, but did not improve health related quality of life. 

Back to Contents 
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JAMA: Journal of the American Medical Association (26 June 2018, Vol. 319, No. 24) 
 
Effect of Fruquintinib vs Placebo on Overall Survival in Patients With Previously 
Treated Metastatic Colorectal Cancer: The FRESCO Randomized Clinical Trial 
Jin Li, Shukui Qin, Rui-Hua Xu, et al. 
JAMA.  2018; 319 (24): 2486-2496.  
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https://jamanetwork.com/journals/jama/article-abstract/2685988 
 
Abstract  
Importance Patients with metastatic colorectal cancer (CRC) have limited effective and 
tolerable treatment options. 
Objective To evaluate the efficacy and safety of oral fruquintinib, a vascular endothelial 
growth factor receptor (VEGFR) inhibitor, as third-line or later therapy in patients with 
metastatic CRC. 
Design, Setting, and Participants FRESCO (Fruquintinib Efficacy and Safety in 3+ Line 
Colorectal Cancer Patients) was a randomized, double-blind, placebo-controlled, 
multicenter (28 hospitals in China), phase 3 clinical trial. From December 2014 to May 
2016, screening took place among 519 patients aged 18 to 75 years who had metastatic 
CRC that progressed after at least 2 lines of chemotherapy but had not received VEGFR 
inhibitor therapy; 416 met the eligibility criteria and were stratified by prior anti-VEGF 
therapy and K-ras status. The final date of follow-up was January 17, 2017. 
Interventions  Patients were randomized in a 2:1 ratio to receive either fruquintinib, 5 mg 
(n = 278) or placebo (n = 138) orally, once daily for 21 days, followed by 7 days off in 28-
day cycles, until disease progression, intolerable toxicity, or study withdrawal. 
Main Outcomes and Measures The primary end point was overall survival. Key 
secondary efficacy endpoints were progression-free survival (time from randomization to 
disease progression or death), objective response rate (confirmed complete or partial 
response), and disease control rate (complete or partial response, or stable disease 
recorded ≥8 weeks postrandomization). Duration of response was also assessed. Safety 
outcomes included treatment-emergent adverse events. 
Results Of the 416 randomized patients (mean age, 54.6 years; 161 [38.7%] women), 404 
(97.1%) completed the trial. Median overall survival was significantly prolonged with 
fruquintinib compared with placebo (9.3 months [95% CI, 8.2-10.5] vs 6.6 months [95% CI, 
5.9-8.1]); hazard ratio (HR) for death, 0.65 (95% CI, 0.51-0.83; P < .001). Median 
progression-free survival was also significantly increased with fruquintinib (3.7 months 
[95% CI, 3.7-4.6] vs 1.8 months [95% CI, 1.8-1.8] months); HR for progression or death, 
0.26 (95% CI, 0.21 to 0.34; P < .001). Grades 3 and 4 treatment-emergent adverse events 
occurred in 61.2% (170) of patients who received fruquintinib and 19.7% (27) who 
received placebo. Serious adverse events were reported by 15.5% (43) of patients in the 
fruquintinib group and 5.8% (8) in the placebo group, with 14.4% (40) of fruquintinib-
treated and 5.1% (7) of placebo-treated patients requiring hospitalization. 
Conclusions and Relevance Among Chinese patients with metastatic CRC who had 
tumor progression following at least 2 prior chemotherapy regimens, oral fruquintinib 
compared with placebo resulted in a statistically significant increase in overall survival. 
Further research is needed to assess efficacy outside of China. 
________________________________________________________________________ 

 
Association of Facility Type With Procedural-Related Morbidities and Adverse 
Events Among Patients Undergoing Induced Abortions 
Sarah C. M. Roberts, Ushma D. Upadhyay, Guodong Liu, et al  
JAMA.  2018; 319 (24): 2497-2506.  
https://jamanetwork.com/journals/jama/article-abstract/2685987 
 
Abstract  
Importance Multiple states have laws requiring abortion facilities to meet ambulatory 
surgery center (ASC) standards. There is limited evidence regarding abortion-related 
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morbidities and adverse events following abortions performed at ASCs vs office-based 
settings. 
Objective To compare abortion-related morbidities and adverse events at ASCs vs office-
based settings. 
Design, Setting, and Participants  Retrospective cohort study of women with US private 
health insurance who underwent induced abortions in an ASC or office-based setting 
(January 1, 2011-December 31, 2014). Outcomes were abstracted from a large national 
private insurance claims database during the 6 weeks following the abortion (date of final 
follow-up, February 11, 2015). 
Exposures Facility type for abortion (ASCs vs office-based settings, including facilities 
such as abortion clinics, nonspecialized clinics, and physician offices). 
Main Outcomes and Measures The primary outcome was any abortion-related morbidity 
or adverse event (such as retained products of conception, abortion-related infection, 
hemorrhage, and uterine perforation) within 6 weeks after an abortion. Two secondary 
outcomes, both subsets of the primary outcome, were major abortion-related morbidities 
and adverse events (such as hemorrhages treated with a transfusion, missed ectopic 
pregnancies treated with surgery, and abortion-related infections that resulted in an 
overnight hospital admission) and abortion-related infections. 
Results Among 49 287 women (mean age, 28 years [SD, 7.3]) who had 50 311 induced 
abortions, (23 891 [47%] first-trimester aspiration, 13 480 [27%] first-trimester medication, 
and 12 940 [26%] second trimester or later), 5660 abortions (11%) were performed in 
ASCs and 44 651 (89%) in office-based settings. Overall, 3.33% had an abortion-related 
morbidity or adverse event; 0.32% had a major abortion-related morbidity or adverse 
event; and 0.74% had an abortion-related infection. In adjusted analyses, there was no 
statistically significant difference between ASCs vs office-based settings, respectively, in 
the rates of abortion-related morbidities or adverse events (3.25% vs 3.33%, difference, 
−0.8%; 95% CI, −0.58% to 0.43%; adjusted OR, 0.97; 95% CI, 0.81-1.17), major 
morbidities or adverse events (0.26% vs 0.33%; difference, −0.06%; 95% CI, −0.18% to 
0.06%; adjusted OR, 0.78; 95% CI, 0.45-1.37), or infections (0.58% vs 0.77%; difference, 
−0.16%; 95% CI, −0.35% to 0.03%; adjusted OR, 0.75; 95% CI, 0.52-1.09). 
Conclusions and Relevance Among women with private health insurance who had an 
induced abortion, performance of the abortion in an ambulatory surgical center compared 
with an office-based setting was not associated with a significant difference in abortion-
related morbidities and adverse events. These findings, in addition to individual patient and 
individual facility factors, may inform decisions about the type of facility in which induced 
abortions are performed. 
________________________________________________________________________ 

 
Annual Risk of Major Bleeding Among Persons Without Cardiovascular Disease Not 
Receiving Antiplatelet Therapy 
Vanessa Selak, Andrew Kerr, Katrina Poppe, et al.  
JAMA.  2018; 319 (24): 2507-2520. 
https://jamanetwork.com/journals/jama/article-abstract/2685989 
 
Abstract  
Importance A decision to initiate aspirin therapy for primary prevention of cardiovascular 
disease (CVD) requires consideration of both treatment benefits and harms. The most 
significant harm associated with aspirin is major bleeding, yet there is a paucity of data on 
bleeding risk in suitable community populations. 
Objective To determine the risk of major bleeding among people without CVD who are not 
receiving antiplatelet therapy. 
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Design, Setting, and Participants Prospective cohort study of 359 166 individuals aged 
30 to 79 years receiving primary care in New Zealand who had CVD risk assessment 
between 2002 and 2015. Participants were censored at the earliest date on which they 
had a first major bleeding event, died, or met any baseline cohort exclusion criteria or the 
study end date of December 31, 2015. Analyses were repeated after excluding people with 
medical conditions associated with increased bleeding risk (non–high-risk cohort; 
n=305 057) and after further excluding people receiving other medications associated with 
increased bleeding risk (nonmedication cohort; n=240 254). 
Exposures Sex and age group in 10-year bands from 30 to 79 years. 
Main Outcomes and Measures Risk of a major bleeding event (hospitalization or death 
associated with bleeding); nonfatal gastrointestinal tract bleeding; and gastrointestinal tract 
bleeding–related case fatality. 
Results Mean participant age was 54 years (SD, 10 years), 44% were women, and 57% 
were European. Among the 359 166 individuals in the baseline cohort, 3976 had a major 
bleeding event during 1 281 896 person-years of follow-up. Most had gastrointestinal (GI) 
bleeding (n=2910 [73%]). There were 274 fatal bleeding events (7%), of which 153 were 
intracerebral. The risk of a nonfatal GI bleeding event per 1000 person-years was 2.19 
(95% CI, 2.11-2.27), 1.77 (95% CI, 1.69-1.85) and 1.61 (95% CI, 1.52-1.69), in the 
baseline, non–high-risk, and nonmedication cohorts, respectively. Case fatality associated 
with GI bleeding was 3.4% (95% CI, 2.2%-4.1%), 4.0% (95% CI, 3.2%-5.1%), and 4.6% 
(95% CI, 3.6%-6.0%) in the baseline, non–high-risk, and nonmedication cohorts, 
respectively. 
Conclusions and Relevance In a population not receiving antiplatelet therapy, the annual 
risk of major bleeding events and nonfatal major bleeding was estimated. These findings 
could inform population-level guidelines for primary prevention of CVD. 

Back to Contents 
________________________________________________________________________ 

 

The Lancet (23 June 2018, Vol. 391, No. 10139) 
 
Safety and efficacy of upadacitinib in patients with rheumatoid arthritis and 
inadequate response to conventional synthetic disease-modifying anti-rheumatic 
drugs (SELECT-NEXT): A randomised, double-blind, placebo-controlled phase 3 trial 
Gerd R Burmester, Joel M Kremer, Filip Van den Bosch, et al. 
The Lancet: Volume 391, No. 10139, p2503–2512, 23 June 2018 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)31115-2/fulltext 
 
Summary 
Background 
Upadacitinib is a selective inhibitor of Janus kinase 1 and was efficacious in phase 2 
studies in patients with moderate-to-severe rheumatoid arthritis. We aimed to assess the 
efficacy of upadacitinib in patients with inadequate response to conventional synthetic 
disease-modifying anti-rheumatic drugs (csDMARDs). 
Methods 
This study is a double-blind, placebo-controlled trial at 150 sites in 35 countries. We 
enrolled patients aged 18 years or older with active rheumatoid arthritis for 3 months or 
longer, who had received csDMARDs for at least 3 months with a stable dose for at least 4 
weeks before study entry, and had an inadequate response to at least one of the following 
csDMARDs: methotrexate, sulfasalazine, or leflunomide. Using interactive response 
technology, we randomly assigned patients receiving stable background csDMARDs 
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(2:2:1:1) to receive a once-daily extended-release formulation of upadacitinib 15 mg or 30 
mg, or placebo, for 12 weeks. Patients, investigators, and the funder were masked to 
allocation. After 12 weeks, patients taking placebo received 15 mg or 30 mg of 
upadacitinib once daily, according to the prespecified randomisation assignment. The 
primary endpoints were the proportion of patients at week 12 who achieved 20% 
improvement in American College of Rheumatology criteria (ACR20), and a 28-joint 
disease activity score using C-reactive protein (DAS28[CRP]) of 3·2 or less. We did 
efficacy analyses in the full analysis set of all randomly assigned patients who received at 
least one dose of study drug, and used non-responder imputation for assessment of the 
primary outcomes. This study is registered with ClinicalTrials.gov, number NCT02675426. 
Findings 
Between Dec 17, 2015, and Dec 22, 2016, 1083 patients were assessed for eligibility, of 
whom 661 were recruited and randomly assigned to receive upadacitinib 15 mg (n=221), 
upadacitinib 30 mg (n=219), or placebo (n=221). All patients received at least one dose of 
study drug, and 618 (93%) completed 12 weeks of treatment. At week 12, ACR20 was 
achieved by 141 (64%; 95% CI 58–70) of 221 patients receiving upadacitinib 15 mg and 
145 (66%; 60–73) of 219 patients receiving upadacitinib 30 mg, compared with 79 (36%; 
29–42) of 221 patients receiving placebo (p<0·0001 for each dose vs placebo). 
DAS28(CRP) of 3·2 or less was met by 107 (48%; 95% CI 42–55) patients receiving 
upadacitinib 15 mg and 105 (48%; 41–55) patients receiving upadacitinib 30 mg, 
compared with 38 (17%; 12–22) patients receiving placebo (p<0·0001 for each dose vs 
placebo). Adverse events were reported in 125 (57%) of 221 patients receiving 
upadacitinib 15 mg, 118 (54%) of 219 patients receiving upadacitinib 30 mg, and 108 
(49%) of 221 patients receiving placebo. The most frequently reported adverse events 
(≥5% of patients in any group) were nausea (16 [7%] of 221 in the upadacitinib 15 mg 
group; three [1%] of 219 in the upadacitinib 30 mg group; and seven [3%] of 221 in the 
placebo group), nasopharyngitis (12 [5%]; 13 [6%]; and nine [4%]), upper respiratory tract 
infection (12 [5%]; 12 [5%]; and nine [4%]), and headache (nine [4%]; seven [3%]; and 12 
[5%]). More infections were reported for upadacitinib (64 [29%] of 221 patients receiving 
15 mg and 69 [32%] of 219 patients receiving 30 mg) versus placebo (47 [21%] of 221 
patients). There were three herpes zoster infections (one [<1%] in the placebo group, one 
[<1%] in the upadacitinib 15 mg group, and one [<1%] in the upadacitinib 30 mg group) 
and one primary varicella zoster virus infection (one [<1%] in the upadacitinib 30 mg 
group), two malignancies (both in the upadacitinib 30 mg group), one adjudicated major 
adverse cardiovascular event (in the upadacitinib 30 mg group), and five serious infections 
(one [<1%] in the placebo group, one [<1%] in the upadacitinib 15 mg group, three [1%] in 
the upadacitinib 30 mg group). No deaths were reported during the trial. 
Interpretation 
Patients with moderately to severely active rheumatoid arthritis who received upadacitinib 
(15 mg or 30 mg) in combination with csDMARDs showed significant improvements in 
clinical signs and symptoms. 
________________________________________________________________________ 

 
Safety and efficacy of upadacitinib in patients with active rheumatoid arthritis 
refractory to biologic disease-modifying anti-rheumatic drugs (SELECT-BEYOND): A 
double-blind, randomised controlled phase 3 trial 
Mark C Genovese, Roy Fleischmann, Bernard Combe, et al. 
The Lancet: Volume 391, No. 10139, p2513–2524, 23 June 2018 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)31116-4/fulltext 
 
Summary 
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Background 
Phase 2 studies with upadacitinib, a selective Janus kinase 1 (JAK1) inhibitor, have shown 
safety and efficacy in the treatment of patients with active rheumatoid arthritis. We did this 
study to further assess the safety and efficacy of upadacitinib in patients with an 
inadequate response to biologic disease-modifying anti-rheumatic drugs (bDMARDs). 
Methods 
We did this double-blind, randomised controlled phase 3 trial at 153 sites in 26 countries. 
Patients were aged 18 years or older, had active rheumatoid arthritis and previous 
inadequate response or intolerance to bDMARDs, and were receiving concomitant 
background conventional synthetic DMARDS (csDMARDs). We randomly assigned 
patients (2:2:1:1) by interactive response technology to receive once-daily oral extended-
release upadacitinib 15 mg or 30 mg or placebo for 12 weeks, followed by upadacitinib 15 
mg or 30 mg from week 12 onwards. The two separate primary endpoints were the 
proportions of patients achieving a 20% improvement in American College of 
Rheumatology criteria (ACR20) at week 12 and the proportion of patients achieving a 28-
joint disease activity score using C-reactive protein (DAS28[CRP]) of 3·2 or less at week 
12. Efficacy and safety analyses were done in the modified intention-to-treat population of 
all patients who received at least one dose of study drug. Data are presented up to week 
24 of this ongoing study. The trial is registered with ClinicalTrials.gov (NCT02706847). 
Findings 
Between March 15, 2016, and Jan 10, 2017, 499 patients were randomly assigned (n=165 
upadacitinib 15 mg; n=165 upadacitinib 30 mg; n=85 placebo then upadacitinib 15 mg; and 
n=84 placebo then upadacitinib 30 mg) and one patient was withdrawn from the 15 mg 
upadacitinib group before the start of study treatment. Mean disease duration was 13·2 
years (SD 9·5); 235 (47%) of 498 patients had received one previous bDMARD, 137 
(28%) had received two, and 125 (25%) had received at least three; 451 (91%) patients 
completed treatment up to week 12 and 419 (84%) patients completed treatment up to 
week 24. At week 12, ACR20 was achieved by 106 (65%; 95% CI 57–72) of 164 patients 
receiving upadacitinib 15 mg and 93 (56%; 49–64) of 165 patients receiving upadacitinib 
30 mg compared with 48 (28%; 22–35) of 169 patients receiving placebo (p<0·0001 for 
each dose vs placebo). DAS28(CRP) of 3·2 or less was achieved by 71 (43%; 95% CI 36–
51) of 164 patients receiving upadacitinib 15 mg and 70 (42%; 35–50) of 165 patients 
receiving upadacitinib 30 mg versus 24 (14%; 9–20) of 169 patients receiving placebo 
(p<0·0001 for each dose vs placebo). Up to week 12, overall numbers of patients with 
adverse events were similar for the placebo group (95 [56%] of 169) and the upadacitinib 
15 mg group (91 [55%] of 164), but higher in the upadacitinib 30 mg group (111 [67%] of 
165). At week 12, the most common adverse events occurring in at least 5% of patients in 
any treatment group were upper respiratory tract infection (13 [8%] of 169 in the placebo 
group; 13 [8%] of 164 in the upadacitinib 15 mg group; ten [6%] of 165 in the upadacitinib 
30 mg group), nasopharyngitis (11 [7%]; seven [4%]; nine [5%]), urinary tract infection (ten 
[6%]; 15 [9%]; nine [5%]), and worsening of rheumatoid arthritis (ten [6%]; four [2%]; six 
[4%]). The number of patients with serious adverse events was higher in the upadacitinib 
30 mg group (12 [7%]) than in the upadacitinib 15 mg group (eight [5%]); no serious 
adverse events were reported in patients receiving placebo. More patients in the 
upadacitinib 30 mg group had serious infections, herpes zoster, and adverse events 
leading to discontinuation than in the upadacitinib 15 mg and placebo groups. During the 
placebo-controlled phase of the study, one case of pulmonary embolism, three 
malignancies, one major adverse cardiovascular event, and one death were reported in 
patients receiving upadacitinib; none were reported in patients receiving placebo. 
Interpretation 
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Both doses of upadacitinib led to rapid and significant improvements compared with 
placebo over 12 weeks in patients with refractory rheumatoid arthritis. 
________________________________________________________________________ 

 
Robot-assisted radical cystectomy versus open radical cystectomy in patients with 
bladder cancer (RAZOR): An open-label, randomised, phase 3, non-inferiority trial 
Dipen J Parekh, Isildinha M Reis, Erik P Castle, et al. 
The Lancet: Volume 391, No. 10139, p2525–2536, 23 June 2018 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30996-6/fulltext 
 
Summary 
Background 
Radical cystectomy is the surgical standard for invasive bladder cancer. Robot-assisted 
cystectomy has been proposed to provide similar oncological outcomes with lower 
morbidity. We aimed to compare progression-free survival in patients with bladder cancer 
treated with open cystectomy and robot-assisted cystectomy. 
Methods 
The RAZOR study is a randomised, open-label, non-inferiority, phase 3 trial done in 15 
medical centres in the USA. Eligible participants (aged ≥18 years) had biopsy-proven 
clinical stage T1–T4, N0–N1, M0 bladder cancer or refractory carcinoma in situ. Individuals 
who had previously had open abdominal or pelvic surgery, or who had any pre-existing 
health conditions that would preclude safe initiation or maintenance of pneumoperitoneum 
were excluded. Patients were centrally assigned (1:1) via a web-based system, with block 
randomisation by institution, stratified by type of urinary diversion, clinical T stage, and 
Eastern Cooperative Oncology Group performance status, to receive robot-assisted 
radical cystectomy or open radical cystectomy with extracorporeal urinary diversion. 
Treatment allocation was only masked from pathologists. The primary endpoint was 2-year 
progression-free survival, with non-inferiority established if the lower bound of the one-
sided 97·5% CI for the treatment difference (robotic cystectomy minus open cystectomy) 
was greater than −15 percentage points. The primary analysis was done in the per-
protocol population. Safety was assessed in the same population. This trial is registered 
with ClinicalTrials.gov, number NCT01157676. 
Findings 
Between July 1, 2011, and Nov 18, 2014, 350 participants were randomly assigned to 
treatment. The intended treatment was robotic cystectomy in 176 patients and open 
cystectomy in 174 patients. 17 (10%) of 176 patients in the robotic cystectomy group did 
not have surgery and nine (5%) patients had a different surgery to that they were 
assigned. 21 (12%) of 174 patients in the open cystectomy group did not have surgery and 
one (1%) patient had robotic cystectomy instead of open cystectomy. Thus, 302 patients 
(150 in the robotic cystectomy group and 152 in the open cystectomy group) were included 
in the per-protocol analysis set. 2-year progression-free survival was 72·3% (95% CI 64·3 
to 78·8) in the robotic cystectomy group and 71·6% (95% CI 63·6 to 78·2) in the open 
cystectomy group (difference 0·7%, 95% CI −9·6% to 10·9%; pnon-inferiority=0·001), 
indicating non-inferiority of robotic cystectomy. Adverse events occurred in 101 (67%) of 
150 patients in the robotic cystectomy group and 105 (69%) of 152 patients in the open 
cystectomy group. The most common adverse events were urinary tract infection (53 
[35%] in the robotic cystectomy group vs 39 [26%] in the open cystectomy group) and 
postoperative ileus (33 [22%] in the robotic cystectomy group vs 31 [20%] in the open 
cystectomy group). 
Interpretation 

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30996-6/fulltext
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In patients with bladder cancer, robotic cystectomy was non-inferior to open cystectomy for 
2-year progression-free survival. Increased adoption of robotic surgery in clinical practice 
should lead to future randomised trials to assess the true value of this surgical approach in 
patients with other cancer types. 
________________________________________________________________________ 

 
Long-term outcomes of clinical complete responders after neoadjuvant treatment 
for rectal cancer in the International Watch & Wait Database (IWWD): An 
international multicentre registry study 
Maxime J M van der Valk, Denise E Hilling, Esther Bastiaannet, et al. and the IWWD 
Consortium  
The Lancet: Volume 391, No. 10139, p2537–2545, 23 June 2018 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)31078-X/fulltext 
 
Summary 
Background 
The strategy of watch and wait (W&W) in patients with rectal cancer who achieve a 
complete clinical response (cCR) after neoadjuvant therapy is new and offers an 
opportunity for patients to avoid major resection surgery. However, evidence is based on 
small-to-moderate sized series from specialist centres. The International Watch & Wait 
Database (IWWD) aims to describe the outcome of the W&W strategy in a large-scale 
registry of pooled individual patient data. We report the results of a descriptive analysis 
after inclusion of more than 1000 patients in the registry. 
Methods 
Participating centres entered data in the registry through an online, highly secured, and 
encrypted research data server. Data included baseline characteristics, neoadjuvant 
therapy, imaging protocols, incidence of local regrowth and distant metastasis, and 
survival status. All patients with rectal cancer in whom the standard of care (total 
mesorectal excision surgery) was omitted after neoadjuvant therapy were eligible to be 
included in the IWWD. For the present analysis, we only selected patients with no signs of 
residual tumour at reassessment (a cCR). We analysed the proportion of patients with 
local regrowth, proportion of patients with distant metastases, 5-year overall survival, and 
5-year disease-specific survival. 
Findings 
Between April 14, 2015, and June 30, 2017, we identified 1009 patients who received 
neoadjuvant treatment and were managed by W&W in the database from 47 participating 
institutes (15 countries). We included 880 (87%) patients with a cCR. Median follow-up 
time was 3·3 years (95% CI 3·1–3·6). The 2-year cumulative incidence of local regrowth 
was 25·2% (95% CI 22·2–28·5%), 88% of all local regrowth was diagnosed in the first 2 
years, and 97% of local regrowth was located in the bowel wall. Distant metastasis were 
diagnosed in 71 (8%) of 880 patients. 5-year overall survival was 85% (95% CI 80·9–
87·7%), and 5-year disease-specific survival was 94% (91–96%). 
Interpretation 
This dataset has the largest series of patients with rectal cancer treated with a W&W 
approach, consisting of approximately 50% data from previous cohort series and 50% 
unpublished data. Local regrowth occurs mostly in the first 2 years and in the bowel wall, 
emphasising the importance of endoscopic surveillance to ensure the option of deferred 
curative surgery. Local unsalvageable disease after W&W was rare. 
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The New England Journal of Medicine (21 June 2018, Vol. 378, No. 25) 
 
A Randomized Trial of a Family-Support Intervention in Intensive Care Units 
Douglas B. White, Derek C. Angus, Anne-Marie Shields, et al. for the PARTNER 
Investigators 
N Engl J Med 2018; 378: 2365-2375 June 21, 2018 
https://www.nejm.org/doi/full/10.1056/NEJMoa1802637 
 
Abstract 
Background 
Surrogate decision makers for incapacitated, critically ill patients often struggle with 
decisions related to goals of care. Such decisions cause psychological distress in 
surrogates and may lead to treatment that does not align with patients’ preferences. 
Methods 
We conducted a stepped-wedge, cluster-randomized trial involving patients with a high risk 
of death and their surrogates in five intensive care units (ICUs) to compare a 
multicomponent family-support intervention delivered by the interprofessional ICU team 
with usual care. The primary outcome was the surrogates’ mean score on the Hospital 
Anxiety and Depression Scale (HADS) at 6 months (scores range from 0 to 42, with higher 
scores indicating worse symptoms). Prespecified secondary outcomes were the 
surrogates’ mean scores on the Impact of Event Scale (IES; scores range from 0 to 88, 
with higher scores indicating worse symptoms), the Quality of Communication (QOC) 
scale (scores range from 0 to 100, with higher scores indicating better clinician–family 
communication), and a modified Patient Perception of Patient Centeredness (PPPC) scale 
(scores range from 1 to 4, with lower scores indicating more patient- and family-centered 
care), as well as the mean length of ICU stay. 
Results 
A total of 1420 patients were enrolled in the trial. There was no significant difference 
between the intervention group and the control group in the surrogates’ mean HADS score 
at 6 months (11.7 and 12.0, respectively; beta coefficient, −0.34; 95% confidence interval 
[CI], −1.67 to 0.99; P=0.61) or mean IES score (21.2 and 20.3; beta coefficient, 0.90; 95% 
CI, −1.66 to 3.47; P=0.49). The surrogates’ mean QOC score was better in the intervention 
group than in the control group (69.1 vs. 62.7; beta coefficient, 6.39; 95% CI, 2.57 to 
10.20; P=0.001), as was the mean modified PPPC score (1.7 vs. 1.8; beta coefficient, 
−0.15; 95% CI, −0.26 to −0.04; P=0.006). The mean length of stay in the ICU was shorter 
in the intervention group than in the control group (6.7 days vs. 7.4 days; incidence rate 
ratio, 0.90; 95% CI, 0.81 to 1.00; P=0.045), a finding mediated by the shortened mean 
length of stay in the ICU among patients who died (4.4 days vs. 6.8 days; incidence rate 
ratio, 0.64; 95% CI, 0.52 to 0.78; P<0.001). 
Conclusions 
Among critically ill patients and their surrogates, a family-support intervention delivered by 
the interprofessional ICU team did not significantly affect the surrogates’ burden of 
psychological symptoms, but the surrogates’ ratings of the quality of communication and 
the patient- and family-centeredness of care were better and the length of stay in the ICU 
was shorter with the intervention than with usual care. 
________________________________________________________________________ 

 
Sodium Thiosulfate for Protection from Cisplatin-Induced Hearing Loss 
Penelope R. Brock, Rudolf Maibach, Margaret Childs, et al. 
N Engl J Med 2018; 378: 2376-2385 June 21, 2018 

https://www.nejm.org/doi/full/10.1056/NEJMoa1802637
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https://www.nejm.org/doi/full/10.1056/NEJMoa1801109 
 
Abstract 
Background 
Cisplatin chemotherapy and surgery are effective treatments for children with standard-risk 
hepatoblastoma but may cause considerable and irreversible hearing loss. This trial 
compared cisplatin with cisplatin plus delayed administration of sodium thiosulfate, aiming 
to reduce the incidence and severity of cisplatin-related ototoxic effects without 
jeopardizing overall and event-free survival. 
Methods 
We randomly assigned children older than 1 month and younger than 18 years of age who 
had standard-risk hepatoblastoma (≤3 involved liver sectors, no metastatic disease, and 
an alpha-fetoprotein level of >100 ng per milliliter) to receive cisplatin alone (at a dose of 
80 mg per square meter of body-surface area, administered over a period of 6 hours) or 
cisplatin plus sodium thiosulfate (at a dose of 20 g per square meter, administered 
intravenously over a 15-minute period, 6 hours after the discontinuation of cisplatin) for 
four preoperative and two postoperative courses. The primary end point was the absolute 
hearing threshold, as measured by pure-tone audiometry, at a minimum age of 3.5 years. 
Hearing loss was assessed according to the Brock grade (on a scale from 0 to 4, with 
higher grades indicating greater hearing loss). The main secondary end points were 
overall survival and event-free survival at 3 years. 
Results 
A total of 109 children were randomly assigned to receive cisplatin plus sodium thiosulfate 
(57 children) or cisplatin alone (52) and could be evaluated. Sodium thiosulfate was 
associated with few high-grade toxic effects. The absolute hearing threshold was 
assessed in 101 children. Hearing loss of grade 1 or higher occurred in 18 of 55 children 
(33%) in the cisplatin–sodium thiosulfate group, as compared with 29 of 46 (63%) in the 
cisplatin-alone group, indicating a 48% lower incidence of hearing loss in the cisplatin–
sodium thiosulfate group (relative risk, 0.52; 95% confidence interval [CI], 0.33 to 0.81; 
P=0.002). At a median of 52 months of follow-up, the 3-year rates of event-free survival 
were 82% (95% CI, 69 to 90) in the cisplatin–sodium thiosulfate group and 79% (95% CI, 
65 to 88) in the cisplatin-alone group, and the 3-year rates of overall survival were 98% 
(95% CI, 88 to 100) and 92% (95% CI, 81 to 97), respectively. 
Conclusions 
The addition of sodium thiosulfate, administered 6 hours after cisplatin chemotherapy, 
resulted in a lower incidence of cisplatin-induced hearing loss among children with 
standard-risk hepatoblastoma, without jeopardizing overall or event-free survival. 
________________________________________________________________________ 

 
Durable Remissions with Ivosidenib in IDH1-Mutated Relapsed or Refractory AML 
Courtney D. DiNardo, Eytan M. Stein, Stéphane de Botton, et al. 
N Engl J Med 2018; 378: 2386-2398 June 21, 2018 
https://www.nejm.org/doi/full/10.1056/NEJMoa1716984 
 
Abstract 
Background 
Mutations in the gene encoding isocitrate dehydrogenase 1 (IDH1) occur in 6 to 10% of 
patients with acute myeloid leukemia (AML). Ivosidenib (AG-120) is an oral, targeted, 
small-molecule inhibitor of mutant IDH1. 
Methods 

https://www.nejm.org/doi/full/10.1056/NEJMoa1801109
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We conducted a phase 1 dose-escalation and dose-expansion study of ivosidenib 
monotherapy in IDH1-mutated AML. Safety and efficacy were assessed in all treated 
patients. The primary efficacy population included patients with relapsed or refractory AML 
receiving 500 mg of ivosidenib daily with at least 6 months of follow-up. 
Results 
Overall, 258 patients received ivosidenib and had safety outcomes assessed. Among 
patients with relapsed or refractory AML (179 patients), treatment-related adverse events 
of grade 3 or higher that occurred in at least 3 patients were prolongation of the QT 
interval (in 7.8% of the patients), the IDH differentiation syndrome (in 3.9%), anemia (in 
2.2%), thrombocytopenia or a decrease in the platelet count (in 3.4%), and leukocytosis (in 
1.7%). In the primary efficacy population (125 patients), the rate of complete remission or 
complete remission with partial hematologic recovery was 30.4% (95% confidence interval 
[CI], 22.5 to 39.3), the rate of complete remission was 21.6% (95% CI, 14.7 to 29.8), and 
the overall response rate was 41.6% (95% CI, 32.9 to 50.8). The median durations of 
these responses were 8.2 months (95% CI, 5.5 to 12.0), 9.3 months (95% CI, 5.6 to 18.3), 
and 6.5 months (95% CI, 4.6 to 9.3), respectively. Transfusion independence was attained 
in 29 of 84 patients (35%), and patients who had a response had fewer infections and 
febrile neutropenia episodes than those who did not have a response. Among 34 patients 
who had a complete remission or complete remission with partial hematologic recovery, 7 
(21%) had no residual detectable IDH1 mutations on digital polymerase-chain-reaction 
assay. No preexisting co-occurring single gene mutation predicted clinical response or 
resistance to treatment. 
Conclusions 
In patients with advanced IDH1-mutated relapsed or refractory AML, ivosidenib at a dose 
of 500 mg daily was associated with a low frequency of grade 3 or higher treatment-related 
adverse events and with transfusion independence, durable remissions, and molecular 
remissions in some patients with complete remission. 
________________________________________________________________________ 

 
Phase 3 Trial of Ibrutinib plus Rituximab in Waldenström’s Macroglobulinemia 
Meletios A. Dimopoulos, Alessandra Tedeschi, Judith Trotman, et al. for the iNNOVATE 
Study Group and the European Consortium for Waldenström’s Macroglobulinemia 
N Engl J Med 2018; 378:2399-2410 June 21, 2018 
https://www.nejm.org/doi/full/10.1056/NEJMoa1802917 
 
Abstract 
Background 
Single-agent ibrutinib has shown substantial activity in patients with relapsed 
Waldenström’s macroglobulinemia, a rare form of B-cell lymphoma. We evaluated the 
effect of adding ibrutinib to rituximab in patients with this disease, both in those who had 
not received previous treatment and in those with disease recurrence. 
Methods 
We randomly assigned 150 symptomatic patients to receive ibrutinib plus rituximab or 
placebo plus rituximab. The primary end point was progression-free survival, as assessed 
by an independent review committee. Key secondary end points were response rates, 
sustained hematologic improvement from baseline, and safety. The mutational status of 
MYD88 and CXCR4 was assessed in bone marrow samples. 
Results 
At 30 months, the progression-free survival rate was 82% with ibrutinib–rituximab versus 
28% with placebo–rituximab (hazard ratio for progression or death, 0.20; P<0.001). The 
benefit in the ibrutinib–rituximab group over that in the placebo–rituximab group was 

https://www.nejm.org/doi/full/10.1056/NEJMoa1802917
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independent of the MYD88 or CXCR4 genotype. The rate of major response was higher 
with ibrutinib–rituximab than with placebo–rituximab (72% vs. 32%, P<0.001). More 
patients had sustained increases in hemoglobin level with ibrutinib–rituximab than with 
placebo–rituximab (73% vs. 41%, P<0.001). The most common adverse events of any 
grade with ibrutinib–rituximab included infusion-related reactions, diarrhea, arthralgia, and 
nausea. Events of grade 3 or higher that occurred more frequently with ibrutinib–rituximab 
than with placebo–rituximab included atrial fibrillation (12% vs. 1%) and hypertension (13% 
vs. 4%); those that occurred less frequently included infusion reactions (1% vs. 16%) and 
any grade of IgM flare (8% vs. 47%). The major hemorrhage rate was the same in the two 
trial groups (4%). 
Conclusions 
Among patients with Waldenström’s macroglobulinemia, the use of ibrutinib–rituximab 
resulted in significantly higher rates of progression-free survival than the use of placebo–
rituximab, both among those who had received no previous treatment and among those 
with disease recurrence. Atrial fibrillation and hypertension were more common with 
ibrutinib–rituximab, whereas infusion reactions and IgM flare were more common with 
placebo–rituximab.  
________________________________________________________________________ 

 
Primary Prevention of Cardiovascular Disease with a Mediterranean Diet 
Supplemented with Extra-Virgin Olive Oil or Nuts 
Ramón Estruch, Emilio Ros, Jordi Salas-Salvadó, et al. for the PREDIMED Study 
Investigators 
N Engl J Med 2018; 378:e34 June 21, 2018 
https://www.nejm.org/doi/full/10.1056/NEJMoa1800389 
 
Abstract 
Background 
Observational cohort studies and a secondary prevention trial have shown inverse 
associations between adherence to the Mediterranean diet and cardiovascular risk. 
Methods 
In a multicenter trial in Spain, we assigned 7447 participants (55 to 80 years of age, 57% 
women) who were at high cardiovascular risk, but with no cardiovascular disease at 
enrollment, to one of three diets: a Mediterranean diet supplemented with extra-virgin olive 
oil, a Mediterranean diet supplemented with mixed nuts, or a control diet (advice to reduce 
dietary fat). Participants received quarterly educational sessions and, depending on group 
assignment, free provision of extra-virgin olive oil, mixed nuts, or small nonfood gifts. The 
primary end point was a major cardiovascular event (myocardial infarction, stroke, or death 
from cardiovascular causes). After a median follow-up of 4.8 years, the trial was stopped 
on the basis of a prespecified interim analysis. In 2013, we reported the results for the 
primary end point in the Journal. We subsequently identified protocol deviations, including 
enrollment of household members without randomization, assignment to a study group 
without randomization of some participants at 1 of 11 study sites, and apparent 
inconsistent use of randomization tables at another site. We have withdrawn our 
previously published report and now report revised effect estimates based on analyses 
that do not rely exclusively on the assumption that all the participants were randomly 
assigned. 
Results 
A primary end-point event occurred in 288 participants; there were 96 events in the group 
assigned to a Mediterranean diet with extra-virgin olive oil (3.8%), 83 in the group 
assigned to a Mediterranean diet with nuts (3.4%), and 109 in the control group (4.4%). In 
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the intention-to-treat analysis including all the participants and adjusting for baseline 
characteristics and propensity scores, the hazard ratio was 0.69 (95% confidence interval 
[CI], 0.53 to 0.91) for a Mediterranean diet with extra-virgin olive oil and 0.72 (95% CI, 0.54 
to 0.95) for a Mediterranean diet with nuts, as compared with the control diet. Results were 
similar after the omission of 1588 participants whose study-group assignments were 
known or suspected to have departed from the protocol. 
Conclusions 
In this study involving persons at high cardiovascular risk, the incidence of major 
cardiovascular events was lower among those assigned to a Mediterranean diet 
supplemented with extra-virgin olive oil or nuts than among those assigned to a reduced-
fat diet. 
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Sources  
 

BMJ: British Medical Journal http://www.bmj.com/theBMJ 

JAMA: The Journal of the American Medical 
Association  

http://jama.ama-assn.org/ 

The Lancet www.thelancet.com 

The New England Journal of Medicine http://content.nejm.org/ 

The British Medical Journal (BMJ), JAMA and the New 
England Journal of Medicine (NEJM) can be accessed 
in full-text through your NHS Athens account. 
Unfortunately the national subscription to The Lancet 
has been cancelled.  
 

https://www.evidence.nhs.uk/n
hs-evidence-content/journals-
and-databases 
 
or http://www.openathens.net/ 
 

If you have not already registered for an NHS Athens 
Account, please register at: 
 
NB: It is recommended that you register on a Trust 
(NHS) PC for speedy confirmation of your username 
and password. Once registered, your account can be 
accessed from any device with online access. 

 
https://openathens.nice.org.uk
/ 
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ClinicalKey 

 

ClinicalKey is a clinical search engine that makes it easier for clinicians and other 
healthcare professionals to find and apply relevant knowledge to help them make better 
decisions – anywhere, anytime, in any patient scenario. 
 

http://www.bmj.com/theBMJ
http://jama.ama-assn.org/
http://www.thelancet.com/
http://content.nejm.org/
https://www.evidence.nhs.uk/nhs-evidence-content/journals-and-databases
https://www.evidence.nhs.uk/nhs-evidence-content/journals-and-databases
https://www.evidence.nhs.uk/nhs-evidence-content/journals-and-databases
http://www.openathens.net/
https://openathens.nice.org.uk/
https://openathens.nice.org.uk/
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Includes full-text journals, book chapters, images, graphs, monographs, videos and much 
more. Many available for download. 
 
Access it via our website: http://www.derbyhospitalslibrary.co.uk/e-resources 
________________________________________________________________________ 

 

KnowledgeShare 
 

Having trouble keeping up to date? 
 
KnowledgeShare is a web-based current awareness system that provides a personalised 
current awareness service, direct to your inbox.  
 
How it works: Let us know your areas of interest (e.g. physical conditions, professional 
interests such as mentoring, providing education) and we will set you up with an account. 
You will then receive regular emails targeted to your interests.  
 
OpenAthens: You will need to have an NHS OpenAthens account registered with us, prior 
to setting up a KnowledgeShare account. To register for an Athens account, please go to: 
https://openathens.nice.org.uk  
 
Further information can be found via this link:  
http://www.derbyhospitalslibrary.co.uk/current-awareness 
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Library Training Programme 2018 

The Library & Knowledge Service will be offering the 

following training sessions in 2018: 

 

  
 

 Evidence-based Resources  

 Literature Searching  

 Critical Appraisal: An Introduction  

 Reflective Writing  

 Undertaking Randomised Controlled Trials (RCT) 

Research: study design basics and critical appraisal   

 EndNote Reference Management System 

 Establishing a Journal Club       
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For more information please go to the Training pages on our website, 
http://www.derbyhospitalslibrary.co.uk/training, or email 
suzanne.toft@nhs.net 
________________________________________________________________________ 

 
 

    

   New e-learning modules 
 
Struggling to search published literature effectively? Knowledge for Healthcare (KfH) 
and Health Education England have published a suite of e-learning modules. More 
information can be found on our website: http://www.derbyhospitalslibrary.co.uk/e-
learning 
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The Library and Knowledge Service now has full-text access to BMJ Case Reports. "Case 
Reports is a unique & growing repository for all healthcare professionals & researchers to 
submit, search & view case reports in all disciplines."  

 
BMJ Case Reports can be access here: http://casereports.bmj.com. Click on Login via 
OpenAthens on the right hand side to log in. 
 
Guidance for authors can be found at:  
http://casereports.bmj.com/site/about/guidelines.xhtml 
 
If you wish to submit a case report, the institutional fellowship code is 4315973. An 
additional fee needs to be paid by the author if s/he wishes to make their submission open 
access. Details can be found within the guidance. 
________________________________________________________________________ 
 
Produced by: Library & Knowledge Service 
   Derby Teaching Hospitals NHS Foundation Trust 
 
Email:   dhft.libraryca@nhs.net 
 
Twitter:   Follow us on Twitter @DHFTLibrary 
 
Website:  www.derbyhospitalslibrary.co.uk/ 
________________________________________________________________________ 

http://casereports.bmj.com/
http://casereports.bmj.com/site/about/guidelines.xhtml
mailto:dhft.libraryca@nhs.net
http://www.derbyhospitalslibrary.co.uk/

