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Objectives

1. To understand how MAGICapp works for clinicians and patients,
with trustworthy recommendations, evidence summaries and
decision aids, exemplified through the BMJ Rapid
Recommendations project for practice-changing evidence

2. To be introduced to the process of developing, publishing and
dynamically updating a trustworthy recommendation from an
existing systematic review, with the GRADE system and the
MAGICapp

1. To get hands-on experience with use of the MAGICapp in the
creation and dynamic updating of a living guideline
recommendation.
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Plan for workshop

1.

Where does MAGIC and BMJ Rapid Recommendations belong in the
Evidence Ecosystem?

Playing with a published BMJ Rapid Recommendation in groups,
exploring new publication formats in The BMJ and MAGICapp

Plenary discussion follows

Testing authoring and dynamic updating in MAGICapp (if time permits)

In a final plenary discussion feedback on user experience of the
MAGICapp will be discussed
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Creating, publishing and dynamically updating trustworthy
recommendations, evidence summaries and decision aids in digitally

structured formats
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Our vision:
A Digital and Trustworthy Evidence Ecosystem
to increase value and reduce waste in health care

Synthesize evidence data Produce guidance
Relevant, timely, reliable and Trustworthy HTA , guidelines and decision aids
living systematic reviews re-using same evidence and structured data
Tools
and MAGIC Il
data platforms data
Trustworthy
evidence
Produce evidence Coordinatlon Disseminate guidance to policy makers,
Relevant and reliable and clinicians and patients
primary research, real-worlc support Digital, multilayered and user friendly HTA-
evidence and big data Digitally Culture for reports, guidelines and decision aids on all
structured sharing and devices, plugged into portals, publications ¢
data innovation
data ﬂgmﬂﬁhs data
Evaluate impact in practice Implement guidance and
Quality improvement initiatives, decision support .
population-based data in EHRs, data Personalized decision support in EHRs,
dynamic registries, studies (e.g RCTs) pathways, registries, local protocols etc
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Some hurdles to overcome: Organizations fit for purpose?
How can we rapidly get potentially practice-changing evidence into practice?
Collaborative network approach, partnering with innovative medical journal?

The Digital and Trustworthy
Evidence Ecosystem

Day 45: Completed — Day 90: Published
systematic review e recommendation
Synthesize evidence Disseminate evidence
to clinicians
"-‘-“g Trustworthy guidelines
~f
BMJ Rapid Day 90: Available for SODM
Recommendations Disseminate evidence

NEW EVIDENCE : :
_ : Enhancing to patients
Primary studies the Evidence Decgion aids for the

Ecosystem clinical encounter

Evaluate and L.

improve practice y -
Recﬁ,di,,g p?acﬁce % Da_y 90: Available at
population-based data data point of care

EMR, Registries, Implement evidence
Quality indicators, Personalized decision
Shared decisions supportin the EMR
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The BMJ-RapidRecs project: methods and process

* Guideline panel, network of the right people
v’ Trustworthy guideline standards, GRADE
v’ Focus on conflict of interest, patient involvement....

* Linked high quality systematic reviews
v effects, prognosis, values and preferences
v/ Separate teams, closely interacting with guideline panel

Rapid Recommendations process step by step (with target times)

Step 1: Monitor and identify potentially practice changing evidence

Step 2: Executive + chair triggers process and RapidRecs panel (day 7)
Step 3: Systematic reviews created by separate teams (day 45)
Step 4: RapidRecs created in MAGICapp and as synopsis paper (day 60)
Step 5: RapidRecs + reviews submitted for peer review (day 60)

1/13 Step 6: RapidRecs and reviews disseminated globally (day 90)



Potentially practice-changing evidence for Daniel?
Triggering our first BMJ- RapidRecs, published September 28 2016

Daniel, 69 years old
Heart failure, not feeling well..

Severe aortic stenosis, all set up
for open heart surgery in Norway

Read newspaper, questions if he
could have “TAVI”...

11/13/2019

e NEW ENGLAN D
JOURNAL of MEDICINE

ESTABLISHED IN 1812 APRIL 28, 2016

VOL. 374 NO.17

Transcatheter or Surgical Aortic-Valve Replacement

in Intermediate-Risk Patients

Martin B. Leon, M.D., Craig R. Smith, M.D., Michael J. Mack, M.D., Raj R. Makkar, M.D.,
Lars G. Svensson, M.D., Ph.D., Susheel K. Kodali, M.D., Vinod H. Thourani, M.D., E. Murat Tuzcu, M.D.,

D. Craig Miller, M.D., Howard C. Herrmann, M.D., Darshan Doshi, M.D.,

David ). Cohen, M.D.,

Augusto D. Pichard, M.D., Samir Kapadia, M.D., Todd Dewey, M.D., Vasilis Babaliaros, M.D.,
Wilson Y. Szeto, M.D,, Mathew R. Williams, M.D., Dean Keraiakes, M.D., Alan Z ajarias, M.D.,

Kevin L. Greason, M.D., Brian K. Whisenant, M.
Alfredo Trento, M.D., David L. Brown, M.D., Wi

Robert W. Hodson, M.D., Jeffrey W. Moses, M.D,,
iam F. Faaron, M.D., Philippe Pibarot, DV.M., Ph.D.,

Rebecca T. Hahn, M.D., Wael A. Jaber, M.D., William N. Anderson, Ph.D., Maria C_ Alu, M.M.,
and John G. Webb, M.D., for the PARTNER 2 Investigators*

ABSTRACT

BACKGROUND
Previous trials have shown thar among high-risk patients with aortic stenosis, survival
rates are similar with eranscatheter aorric-valve replacement (TAVR) and surgical aordc-
valve replacement. We evaluared the two procedures in a mndomized wial imvolving
intermediave-risk patients.

METHODS

We randomly assigned 2052 intermediawe-risk pacents with severe aonic stenosis, ar 57
centers, t0 undergo either TAVE, or surgical replacement. The primary end poine was death
from any cause or disabling seroke ar 2 years. The primary hypothesis was thatr TAVE would
not be inferior w surgical replacement. Before randomization, patients were entered intm
one of wo cohorts on the basis of dinical and imaging findings; 76.5% of the padents were
included in the wansfemorakaccess cohore and 237% in the ansthoracic-access cohore
RESULTS

The rate of death from any cause or disabling stroke was similar in the TAVR group and
the surgery group (P=0.001 for noninferioriey). At 2 years, the Kaplan-Meler event rates
were 19.3% in the TAVR. group and 21.#% in the surgery group (hazard radio in the TAVR.
group, 0.89; 95% confidence interval [CII, 0.73 o 1.09; P=0.25). [n the transfemoral-
access cohore, TAVR, resulted in a lower rae of death or disabling stroke than surgery
(hazard rado, 0.7% 95% CI, 0.62 w 1.00; P=0.05} whereas in the mansthorado-access
cohor, ourcomes were similar in the ewo groups. TAVR, resulted in larger aordc-valve
areas than did surgery and also resulted in lower rates of acure kidney injury, severe blead-
ing, and new-onset arrial fibrillation; surgery resulted in fewer major vascular complica-
tions and less paravalvular aortic regurgitacon.

CONCLUSIONS

In inermediate-risk patents, TAVR, was similar m surgical aomicvalve replacement with
respect w the primary end point of death or disabling stroke. (Funded by Edwards Life-

ocionras, TAITRIED b Clinirs) Trale monr svmbee WO 2142131

The authars' affiliations are listed in the
Appendix. Address reprint requests 1o
Dir. Leon at Columbia University Medical
Center, 161 Ft. Washingtan Ave., Gth Flear,
Mew York, MY 10032, or at mieon@crf.org.

*A complete list of investigators in the
Hacement of Aorfic Transcatheter
Vahves (PARTNER) 2 trial is provided in
the Supplementary Appendix, available
2t NEJM.org.

This article was published an Agril 2, 2016,
at NEJM.org.

M Engl] Med 2016;374:1606.20.
DOl 101056 NE| Moal 514616
Coppight © 2016 Mrmachusetis Medco! Sacgy.



BMJ-RapidRecs for TAVI, let us have a look before you explore it
together...*

* All papers open access and for you to scrutinize, adapt and use for your

purposes



http://www.bmj.com/content/354/bmj.i5085
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Plenary discussion

* How does this way of displaying evidence and recommendations
work for clinicians, you, people?

* How can we further improve MAGICapp?

10



How to develop and update an evidence summary and a
trustworthy recommendation in MAGICapp

11/13/2019
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Effect estimates

Systematic
reviews
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What are the expected benefits
and harms?

B&H

E What are the averall confidence in
90“ these estimates?

What are patients values and prefevences
= Do they vary? Do you knew?

lmpertant societal values to consider?

=
s

IWI

1]

Axe there 1esource issues to consider?

For whom?

BASICs of making
GRADE] guidelines

Recommendations

Formulate with clear language

Weak or S’frong

Nearly oll patients
would weant this

Less clear Di.‘:’l\.ft ts v -v1t]1 Clear benefits with the
the suggested action Recommended action

Give a rationale

Be explicat, say why the recommendation

ended up as il did




NEWS: Two new trials on TAVI published recently,
We now need to update our living BMJ Rapid Recommendations

Updated SR (6 trials, 6478 patients)
Practice-changing moderate certainty evidence for key outcome:
Long-term aortic valve reintervention TAVI vs SAVR : RR 2.2 (1.7-2.7)

Synthesize evidence data Produce guidance
Relevant, timely, reliable and Trustworthy HTA , guidelines and decision aids
living systematic reviews re-using same evidence and structured data
Tools
and
data platforms data
Trustworthy 'Common
evidence Methodology
2 R CTS at IOW rs k Produce evidence Coordination Di_ss:e_minate guidgnce to policy makers,
. Relevant and reliable and " clinicians and patients )
Of bIaS primary research, real-worlc’ suppo Digital, multilayered and user friendly HTA-
evidence and big data Digitally Culture for reports, guidelines and decision aids on all
structured sharing and devices, plugged into portals, publications €
data innovation
data stgln%garlds data
Evaluate impact in practice Implement guidance and
Quality improvement initiatives, deuswn.support. . .
population-based data in EHRs, data Personalized decision support in EHRs,
dynamic registries, studies (e.g RCTs) pathways, registries, local protocols etc
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www.magicapp.org

MAG Ic m MNeed an account?  Signup Contact us

Improving patient care through guidelines,
evidence summaries and decision aids that we
can all trust, use and share

Account Login

.fb Sign in with Google

. . . Or enter your credentials below
Recently published guidelines
Email
Adjunctive corticosteroid therapy for adults hospitalized with workshopl@magicapp.org
community-acquired pneumonia
Reed Siemiemiuk - WikiRecs Group Password
Retningslinjer for antitrombotisk behandling og profylakse Forgot Password?
Per Olav Vandvik - Norsk Selskap for Trombose og Hemostase
— | Remember Me

Behandlingsretningslinjer for handleddsbrudd hos voksne
Hebe Désirée Kvernmo. Medforfattere: Leiv Magne Hove, Adalsteinn Odinsson, Katrine
Bjemebek Frensdal, Ingrid Harboe, Yngvar Krukhaug - Norsk Ortopedisk forening

National klinisk retningslinje for analinkontinens hos voksne -
konservativ behandling og udredning af nyopstaet

LT
e
ARzl
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LOg | n Account Login
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Group 2:
user: workshop2@magicapp.org

Pass: workshop2 Or enter your credentials below

Group 3: Emnail
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Pass: Workshop3 workshopl@magicapp.org
Group 4. Password
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Transfemoral Transcatheter aortic valve insertion (TAVI) vs Surgical aortic valve replacement (SAVR)
Patients 65-75 years with severe symptomatic aortic stenosis who are at low or intermediate perioperative risk v

15 Outcomes  Summary

Certainty In effect

Duricoms Study results and ts ot estimates Plain text
y results and measuremen ain summary
Timeframe SAVR Transfemoral TAVI (Quality of evidence)
L O J L O J
. H d Ratio 0.79
Mortality, age {clagz:;a 0.66 -0 94) 92 /3 Moderate
adjusted ) ' per 1000 per 1000 ) TAVI probably reduces
o Based on data from 2576 Due to serious the risk of death
years S . , . =t :
patients in 3 studies Difference: 19 fewer per 1000 imprecision
Follow up: 2 years. (C1 85% 30 fewer - 5 fewer)
» L O
Stroke (includes Relative risk 0.8 70 56
events) Based on data from 2576 Due to serious the risk of stroke.
2 years patients in 3 studies Difference: 14 fewer per 1000 imprecision
Follow up: 2 years. (C1 85% 1 more - 26 fewer)
o»
. Relative risk 1.5
Aortic valve Gl o5 1518 3 s TAVI probably
reintervention ( 01.2-1.8) per 1000 per 1000 High increases the risk of
2 years Based on data from 3058 18 aortic valve
patients in 3 studies Difference: 2 more per 1000 reintervention.
Follow up: 2 years. (C1 95% 1 more - 2 more)
L O L O
ADI"tiE Val\"E Relative risk 1.5 61 92 TAVI may increase
reintervention - (C195% 1.2 - 1.8) per 1000 per 1000 . need for aortic
long term Based on data from 3058 High reintervention due to
10 years patients in 3 studies Difference: 31 more per 1000 structural valve
deterioration

1 Follow up: 2 years. (C1 85% 12 more - 49 more)



Evidence Recommendations ar I i= | Search for recommendations Q

1 TAVI versus SAVR for patients with severe & ViewSection Text
symptomatic aortic stenosis at low to intermediate

perioperativerisk &

1, & ¢ ¥ Options
POPLILATION INTERVENTION COMPARATOR

Patients 65-75 years with severe symptomatic aortic stenosis Transtemoral Transcatheter Surgical aortic valve

who are at low or intermediate perioperative risk aortic valve insertion (TAVI) replacement (SAVR)
OUTCOMES

Under development Mortality, age adjusted Stroke (includes perioperative events) Aortic valve reintervention Aortic
valve reintervention - long term Permanent pacemaker insertion Life threatening bleeding Atrial fibrillation (includes
transient postoperative) Moderate/severe heart failure symptoms (NYHA =111 Myocardial infarction Acute kidney injury
(includes transient events) something Health-related quality of life Length of index

hospitalization Pain Recovery time

VIEW MORE DETAILS




Literature search

Evidence profile

Dutcome Study results and
Timeframe measurements
Dichotomous Outcome
74 74
. Hazard Ratio 0.79
M‘;ﬁj‘?ﬂ;tt‘g{?ge (C1 95% 0.66 - 0.94)
2 years Based on data from 2576
patients in 3 studies
Follow up: 2 years.
74 74
nﬁiﬁﬁ'&i . Relative risk 0.8
perinperative (Cl95% 0.863 - 1.01)
events) Based on data from 2576
o vears patients in 3 studies
¥ Follow up: 2 years.
. Relative risk 3JE5
Aortic valve
reintervention ~_(Cl95% 1.29-8.14)
2 years Based on data from 3058
patients in 3 studies
Follow up: 2 years.
4urtic valge Relative risk 3.25
reintervention (Cl 95% 1.29 - B.14)
-long term Based on data from 3058
10 years patients in 3 studies

Follow up: 2 years.

Summary References

Absolute effect estimates

SAVR Transfemaoral TAVI
74
92 73
per 1000 per 1000

Difference: 19 fewer per 1000
(Cl 95%: 30 fewer - & fewer)

74
70

per 1000

56

per 1000

Difference: 14 fewer per 1000
(Cl 85% 1 more - 26 fewer)

74
3 10

per 1000 per 1000

Difference: 7 more per 1000
{C195% 1 more - 21 more}

74
61

per 1000

198

per 1000

Difference: 137 more per 1000
(Cl 95% 18 more - 436 more)

PICO codes

Evidence Matrix

Plain text summa

Certainty in effect

estimates
(Quality of evidence)
Moderate TAVI probably
Due to serious reduces the risk of
imprecision death. O ) 2
Moderate TAVI probably
Due to serious reduces the risk of
imprecision siroke. ‘:’ 3 2
TAVI probably -'
; increases the risk
High of aortic valve O ~+ &
reintervention.
TAVI may increase
need for aortic
High reintervention due

-t ¥

to structural valve
deterioration



Relative risk 3.25 3 10 TAVI probably

Aortic valve
reintervention (C195% 1.29 - B.14) per 1000 per 1000 . increases the risk
2 years Bagad on datr from 3058 High of aortic valve o1 ¥
patients in 3 studies Difference: 7 more per 1000 reintervention.
Follow up: 2 years. (C1 958 1 more - 21 mare)
€ outcome m Close Certainty in effect estimates §)

Changed fields | Undo all changes
(1) Relative effect of intervention vs. comparator @

SOURCE OF EVIDENCE DATA FROM INCLUDED STUDIES  Autofill from added studies ﬂ RELATIVE EFFECT (FROM STUDIES)
Systematic review/ meta- Fallow up {in shudies) retaiive risk | ¥ B 3.25
3,058 patients in 3 Studies. 2 years '

Systematic review:

Studies: 0 Randomized controlled v
' Add and show evidence

closs w | 1.2¢ 7 B¢ )

@ Baseline risk (result of the outcome in the comparison group): SAVR @

SOURCE OF EVIDEMCE BASELIME RISKY EFFECT WITH
COMPARATOR
Control arm of reference = g
Studies: 0
per 1000 -

' Add and show evidence

@ Expected difference and best estimate of effect with intervention: Transfemoral TAVI @

CALCULATED ESTIMATE ESTIMATED ABSOLUTE DIFFERENCE OF INTERVENTION W5, COMPARATOR (CALCULATED)
WITH INTERVENTION

Calculate 10 Difference: 7 more ¥  per 1000
estimates

(7] per 100 = cies% v (1 morne v |- more *




Updating the recommendation: What would the panel
recommend be for patients 65-75 years old? (screenshot current)

Patients aged 65 to < 75 years and eligible for transfemoral TAVI or SAVR

Weak recommendation

We suggest SAVR rather than TAVI

This recommendation considers benefits and harms of treatment alternatives with a particular weight on the uncertainty regarding
the long-term durability of TAVI valves for those under 75. The age thresholds reflect the key issue, which is expected life span;
clinicians need to also consider other factors such as comorbidity.

Aortic valve

. ; Relative risk 3.25
reintervention - (| g5or 1 99-8.14)
longterm  paced ondatafrom 3,058
10vyears patients in 3 studies.
(Randomized controlled)
Follow up 2 years
11/13/2019

VIEW MORE DETAILS »*

61 198

per 1000 per 1000

Difference: 137 more per 1000
( Cl 95% 436 more - 18 more )

WVery Low
Due to
inconsistency,
indirectness and
imprecision

TAV] may increase need
for aortic reintervention
due to structural valve
deterioration

20



Updating the recommendation: What would the panel
recommend be for patients 65-75 years old? (screenshot new)

Patients aged 65 to < 75 years and eligible for transfemoral TAVI or SAVR
Weak recommendation
We suggest SAVR rather than TAVI

This recommendation considers benefits and harms of treatment alternatives with a particular weight on the uncertainty regarding
the long-term durability of TAVI valves for those under 75. The age thresholds reflect the key issue, which is expected life span;
clinicians need to also consider other factors such as comorbidity.

L O
. Relative risk 1.5
Aortic valve Closoe 15 18 3 > TAVI probably
reintervention ( 2-1.8) per 1000 per 1000 High increases the risk of
2 years Based on data from 3058 Ig aortic valve
patients in 3 studies Difference: 2 more per 1000 reintervention.
Follow up: 2 years. (C195% 1 more - 2 more)
> L O J
Aortic valve Relative risk 1.5 61 92 TAVI may increase
reintervention (Cl 95% 1.2 - 1.8) per 1000 per 1000 . need for aortic
- long term Based on data from 3058 High reintervention due
10 years patients in 3 studies Difference: 31 more per 1000 o structural valve
deterioration

Follow up: 2 years. (Cl 95% 12 more - 49 more)



¢’ Patients aged 65 to < 75 years and eligible fc

Weak recommendation - Set ¥

Benefits outweigh harms for the majority, but not for every
Learn more

&’ We suggest SAVR rather than TAVI

%

This recommendation considers benefits and harms of tre
uncertainty regarding the long-term durability of TAVI valw
issue, which is expected life span; clinicians need to also |

VIEW LESST

) 2search evidence Rationale Pr:

Key info

Benefits and harms

74

Benefits of TAVI include reduced deaths, strokes, m:
hospital over 2 year follow-up. Harms include increa:
aortic reinterventions in the short term over 2 year fc
to be reduced compared to SAVR biological valves v
reinterventions within the first 10 years.

Quality of evidence

Benefits and harms * Small net benefit, or little difference between alternatives

&

Benefits of TAVI include reduced deaths, strokes, major bleeds, new onset atrial fibrillations
and days in hospital over 2 year follow-up. Harms include increased heart failure, need for
pacemaker insertions and aortic reinterventions in the short term over 2 year follow-up. Long
term durability of TAVI valves is likely to be reduced compared to SAVR biological valves

which suggests increased need for aortic valve reinterventions within the first 10 years.
Quality of evidence
&

For transfemaoral TAVI versus SAVR, high cenainty for decrease in acute kidney injury,
bleeding, atrial fibrillation, and hospital length of stay; moderate cenainty for decrease in
maortality, stroke, recovery time and increase in short term (2 year) aortic valve reintervention,
permanent pacemaker, and moderate/severe hear failure; low cerainty for decrease in
postoperative pain and very low certainty for increase in long term (10 year) aortic valve
reintervention.

Preference and values ¥ Substantial variability is expected or uncertain

74

Patients are likely o place different value on benefits and harms associated with TAVI.
Patients aged 75 or younger - with a life expectancy well beyond 10 years - are likely to
place a particularly high value on avoiding need for a second aortic valve replacement and
are likely to choose surgery. Patients who place a high value on avoiding initial open heart
surgery and are willing to accept an increased risk for aoric valve reintervention are likely to
choose TAV]. A systematic review of values and preferences provided limited evidence to
inform our judgements. One study showed that patients have high risk willingness for
martality in exchange for perfect health (someone of equal age without aortic stenosis) [14].

Resources and other considerations ¥ Important issues, or potential issues not investigated

&

TAWI should be considered only in centres with sufficient expertise utilizing specialized TAVI
teams consisting of interventional cardiologists, general cardiologists, cardiac surgeons,and
appropriate nursing and adjunctive personnel. Cost-effectiveness of SAVR versus TAVI in
low to intermediate risk patients remains uncertain in the absence of available cost-benefit
analyses.
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Plenary discussion

* Digital authoring of evidence summaries, recommendations and
decision aids: Feasible or too big of a leap for you?

* How could MAGICapp work for you, in creating, publishing and
updating evidence summaries for systematic reviews?

* Want to be part of the Evidence Ecosystem?

23
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In summary

MAGICapp allows creation, dissemination and dynamic updating
of evidence summaries, recommendations and decision aids

Within an emerging evidence ecosystem, the BMJ-RapidRecs
provide a model for rapidly responding to potentially practice-
changing evidence through systematic reviews and trustworthy
recommendations: Organizations fit for purpose?

Authoring, publishing and updating of evidence summaries for
systematic reviews an emerging opportunity: Will Cochrane and
other review groups benefit from our services?

24
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irresistible choice

MAGI

Per Olav Vandvik, MD PhD

Leader, MAGIC Project

Dept. of Medicine, Gjevik , Innlandet Hospital Trust- Norway
Dept. of Medicine, Lovisenberg Diaconal Hospital, Norway

Ass.professor, Faculty of Medicine, University of Oslo, Norway
Researcher, Morwegian Institute of Public Health, Norway

Gordon Guyatt, MD Professor
MAGIC Mentor

Dept. of Clinical Epidemiology and Biostatistics, McMaster
University, Canada

Christopher Friis Berntzen, MD
DYMNAM-IT
Dept. of Medicine, Gjevik , Innlandet Hospital Trust- Norway

Dept. of Medicine, Lovisenberg Diaconal Hospital, Norway
PhD student, HELSAM, University of Osla, Norway

About Research Projects

@,

Linn Brandt, MD
PLUGGED-IN, technology and collaboration
Dept. of Medicine, Gjevik . Innlandet Hospital Trust- Norway

Dept. of Medicine, Diakonhjemmet Oslo, Norway
PhD student, HELSAM, University of Oslo, Norway

@

Anja Fog Heen, MD
SHARE-IT
Dept. of Medicine, Gjevik , Innlandet Hospital Trust- Norway

Dept. of Medicine, Lovisenberg Diaconal Hospital, Norway
PhD student, HELSAM, University of Oslo, Norway

=

Romina Brignardello-Petersen, DDS MSc PhD
Metwork meta-analysis

Dept. of Clinical Epidemioclogy and Biostatistics, McMaster
University, Canada

Lyubov Lytvyn, MSc
WikiRecs

Medical Researcher, Oslo University Hospital, Norway

MAGICapp Our Team Collaboration Contact

Annette Kristiansen, MD
SMAP-IT, methodology

Dept. of Medicine, Gjevik , Innlandet Hospital Trust- Morway
Dept. of Medicine, Diakonhjermmet Oslo, Norway
PhD student, HELSAM, University of Oslo, Norway

Thomas Agoritsas, MD
SHARE-IT

Dept. of Clinical Epidemiology and Biostatistics, McMaster
University, Canada

Reed Siemieniuk, MD
WikiRecs
Dept. of Clinical Epidemiology and Biostatistics, McMaster

University, Canada
Dept. of Medicine, University of Toronto, Canada

25



