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Issue

For clinicians today, the amount of information available can be
overwhelming.

Does emerging evidence question existing practices; or has a previous
finding been overturned through new research?

These key questions inform evidence-based practice decisions, enabling
delivery of the most appropriate level of care.




Objective

Ask an Informationist is an initiative that translates clinical
guestions into practice.

A clinical question is submitted to the Austin Health Choosing
Wisely Steering Committee.

The Austin Health Sciences Library team create an infographic as a
visual summary of the available evidence, supported by a written

report.
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Fact or Fiction?

« ‘) ". at present, the available data would suggest that

X <] magnesium, as an adjunct to electric cardioversion
or for prevention, is more myth than a practical, easy
(or magical) solution to the growing problem of AF."

20]7 “Magnesium administration post-
S e cardiothoracic surgery appears to reduce
eview AF without significant adverse events.”

Evidence

Optimal timing = postoperative with duration >24h,
doses up to 60mmol, administered as boluses

X Insufficient evidence supporting magnesium therapy for
treatment or prophylaxis of other arrhythmias

"Magnesium was inferior to B-blockers and amiodarone in
X preventing postoperative atrial fibrillation/flutter (POAF),
which is consistent with the findings in cardiac surgery”

20] 6 Canadian Cardiovascular Society Guideline

"We suggest that patients who have a contraindication to f3-
blocker therapy and amiodarone before or after cardiac surgery
be considered for prophylactic therapy to prevent POAF with
intravenous magnesium”

(Conditional Recommendation, Low-Quality Evidence)

2014 NICE Clinical Guideline
X "Do not offer magnesium or a calcium-channel blocker for
pharmacological cardioversion”

why not?

The Guideline Development Group (GDG) determined that Magnesium
was more clinically effective than calcium channel blockers but less
effective than placebo. Therefore, the GDG considered these drugs
showed harm and should not be used for cardioversion.”

2 O-I 3 Cochrane systematic review: "The ability of magnesium
to prevent atrial fibrillation may be slightly less than that of
the other pharmacological agents.”
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Impact

When coupled with audit data or local policies and
procedures, this provides an evidence-rich foundation
for clinicians to initiate change and “Choose Wisely” in
their delivery of patient care.

Through this collaboration we are:
 engaging with the evidence
 encouraging critical thinking

* shaping the future of our patient care
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FOR ACUTE NON-VARICEAL UPPER Gl BLEED...
SHOULD IV PPIs
BE GIVEN TWICE DAILY OR
CONTINUOUSLY?

o G
Current
20 16 Globally, guidelines recommend:
in high risk patients, with acute non-variceal
| UGIB, post endoscopic haemostasis.
administer PPl as IV bolus (8omg) followed

20 O 2 by continuous infusion (8mg/hr) for 72
hours

BSGE 2002; ACG 2012; ESGE 2015; NICE2016; Nanchang 2016; JGES 2016

but wait...

UTD recommends administering IV PPI "at
20 17 a dose of 4omg twice daily rather than a
high-dose continuous infusion”

"Our approach differs from 2010 and 2012 guidelines...Meta-analyses of
randomised trials have failed to show superior outcomes with high-dose
continuous IV PPl administration compared with intermittent dosing”

Overview of the treatment of bleeding peptic ulcers, UpToDate 2017

and...

"intermittent PPl therapy has been found to be
safe and effective while significantly reducing
cost, even in patients with high-risk stigmata after
endoscopy”

Evidence summary - American Journal of Health-System Pharmacy, Feb 2017

plus...

Low dose IV PPl achieved the same efficacy as high
dose PPI post endoscopic haemostasis

* "High dose PPI show little or no difference in the risk of
rebleeding and mortality”

» "The risk/benefit and cost/benefit balance are probably
unfavorable to the use of high doses”

Evidence summaries 2010 & 2016

Outcome

To date, six infographics and reports have been
produced and have been made publicly available.

The initiative has:

e driven change in emergency department practice for
intravenous magnesium use;

* |ed to delivery of clinical education around PPIs
through workshops and media activities;

* been a catalyst for broader discussion around opioid
use throughout the hospital.
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