TOPIC: Caffeine use during pregnancy

CASE: A 24y/o G2P1 at 37 weeks gestation presents to UNMC L&D with contractions and suspected loss of fluid. Upon evaluation it was found that she did not rupture and was not in labor. During discussion with the patient she stated that she has been craving coffee for the last few months and had been drinking multiple cups of coffee per day for the past several months. She questioned whether or not the increase in caffeine would affect her current pregnancy.

P:  Healthy pregnant female in the third trimester

I: Increased caffeine intake in the 2nd and 3rd trimester

C: No increase in caffeine intake in the 2nd and 3rd trimester

O: Adverse effects on fetal, neonatal, and maternal outcomes
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ANSWER:
After searching “caffeine intake in pregnancy” in Essential Evidence Plus, the above systematic review was identified in the Cochrane Database. Two RCTs met the inclusion criteria, but only one contributed for the prespecified outcomes. The included RCT compared caffeine ingestion via instant coffee to decaffeinated instant coffee. 
Results showed that a reduction in caffeine intake in regular coffee drinkers (3+ cups/day) in the 2nd and 3rd trimester by an average of 182 mg per day did not affect birthweight or length of gestation. These results are only based on a single RCT that fit the inclusion criteria. This single study may show no affect, however, the take home point is that more research needs to be done to answer this question. A single study is not sufficient evidence to support any recommendation to the patient. The lesson here is that we do not have the answers to all of our patient’s questions. This tends to be a difficult reality for physicians to live with, seeing as how the majority of physicians want to have the answers to everything.  It’s an important attribute to be able to say “I don’t know,” in the right context. For the most part I believe patients will appreciate that kind of honesty rather than skirting around the issue or giving false information. We will never have all the answers, which is what drives research and continues to improve healthcare.  









	TOPIC: Fish oil usage

	CASE: 

In clinic, I have seen patients that do not like taking synthetic medication, whereas acceptable taking natural supplements.  One of the popular one is fish oil, omega-3 fatty acid.  This will be a good opportunity for me to look up if there is actually any benefit taking fish oil for dyslipidemia and preventing for cardiovascular disease.  P patient is a 50 yo male with dyslipidemia I the usage of fish oil C compared with dietary changes O will be effective in preventing Coronary artery disease? 
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	Answer: 

I searched the terms “fish oil” and “omega 3” with Cochrane Database and found an article that focus on the effect of omega 3 on cardiovascular disease.  The review used the randomized clinical trials and meta-analytical technics along with large prospective cohort studies.  The mechanisms for the protective role of omega 3 against cardiovascular disease include, lowering blood pressure, lipid profile, anti-arrhythmic effect including heart rate, etc. The analysis showed that omega 3 supplementation did not alter risk for cardiovascular events, including death, myocardial infarction, stroke, new angina, and peripheral vascular disease.  But it has shown from seventeen RCTs reports, triglycerides were significantly reduced, while LDL cholesterol was significantly raised.  The serum total cholesterol and HDL cholesterol was not significantly affected.   

The next search was “cholesterol” with Cochrane Database and found an article that focus on dietary changes that influences cardiovascular risk. The study was done by randomized controlled trials that had at least 3 months of follow up and measured blood lipids and lipoproteins. This was reported in 13 studies and it involved eating healthy food, such as increasing vegetables/fruits and fiber intake.  There was small reduction in total cholesterol (0.16 mmol) and LDL cholesterol (0.18 mmol).  However, no effect on HDL cholesterol and triglyceride level.   

Bottom Line: 

Based on the reviews, randomized control studies have shown that reduction in serum cholesterol (0.6 mmol/L,10%) will reduce coronary heart disease.  According to the numerous clinical trials regarding omega 3, majority of the trials has shown no effect on coronary artery diseases.  However, since there are trials that did not support the argument, for now, it is hard to conclude that omega 3 has a role in coronary artery disease.  I think it would be wise to educate the patient that there has not been any clear evidence for taking omega 3 in prevention for coronary artery disease.  Nevertheless, if I were using omega 3 to lower triglycerides and when LDL is controlled, I would recommend it to patient.  

For dietary changes, it has shown to reduce coronary heart disease by 12% and 5% is due to cholesterol lowering.  It is definitely hard to reduce cholesterol level by dietary changes, but in the long run, it may contribute to be a big factor in the patient’s life in reducing coronary artery disease.  Therefore, I will recommend dietary changes compared to fish oil in order to prevent coronary artery disease.  


Topic: Osteoarthritis

Case: Pt is a 63 y/o female with history of right hip and knee pain. Imaging studies are consistent with osteoarthritis. Pt wants to know if taking glucosamine/chondroitin is more beneficial than NSAID therapy. Pt does have history of PUD.

Clinical Question: 

P) Pts with osteoarthritis

I) Glucosamine/Chondroitin

C) NSAIDs

O) Improved quality of life
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Answer to PICO question:


Patients with a diagnosis of osteoarthritis have several options with regards to treatment. The first step is usually Tylenol and can be effective early on with symptom control. NSAIDs are considered a first-line medication and are used during the acute phase. They should be used for a short period of time due to the possible adverse reactions (PUD). The above patient has a significant risk factor, but a gastroprotective agent can be employed. The standard dose of a proton-pump inhibitor, 400-800 mcg/day of misoprostol, or double the dosage of H2 receptor antagonists, are all approved therapies. Glucosamine/Chondroitin has long been thought to improve symptoms related to osteoarthritis. Patients who have failed to respond to analgesics and other non-pharmacological treatments can try glucosamine. The dose is usually 1500 mg. If patients have been on glucosamine and have had improvement, they can stop it after 6 months. Studies have shown that there is no improvement after a 6 month duration. Studies also show that glucosamine can show moderate relief of symptoms in patients with only mild disease. Patients with severe disease need more extensive medication (NSAIDs, COX-2 inhibitors, steroid injections) than glucosamine tablets. 

Bottom Line: In the above patient, she is welcome to take glucosamine/chondroitin but should probably also take a small dose of an NSAID (along with a PPI) to control her symptoms.









