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A 2015 meta-analysis of forty-three studies since the early nineties on
women's experiences of heart disease concluded that the myth that heart
disease is a “man's disease” remains pervasive. The authors wrote: “The
women thought physicians treated themlIIthan men and believed
researchers paid little attention to heart disease in women. Women felt their
risk factors and symptoms were not taken as as men’s.”

The research backs up these women's perceptions. In a 2008 experiment,
just one of many studies documenting gender bias in the diagnosis of heart
disease, 128 primary care physicians in the United States, Germany, and the
United Kingdom watched videotaped patients, played by actors, presenting
with symptoms of heart disease. They were then interviewed about what
follow-up questions they would ask the patient, what test they would
, what diagnosis they felt was most likely, and what, if any, referrals
or treatments they'd recommend. The doctors gave the women patients less
attention than the men: they asked them fewer questions, were less likely to
give them a possible diagnosis of cardiovascular disease, and were less certain
about their diagnosis. “Although patients with symptoms were
presented,” the researchers concluded, “primary care doctors' behavior differed
by patients' gender in all 3 countries under study. These gender differences
suggest that women may be less likely to lII an accurate diagnosis and
appropriate treatment than men.”

Gender E persist even when it comes to patients with the same
actual calculated risk of the disease according to traditional risk factors for
the disease. In 2005, the American Heart Association tested five hundred
physicians (three hundred primary care physicians, a hundred ob-gyns, and a
hundred cardiologists) on how well they could assess patients' cardiovascular
risk and apply the association's new evidence-based prevention guidelines. The

study found that, across all three , when presented with male and

female patients who, on paper, both had an intermediate risk based on
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various factors like age, smoking history, family history of heart disease, et

cetera, they were more likely to incorrectly judge the women as low risk
Because of this underestimation, they recommended fewer prevention
to the women compared to the men. One of the few El to
that rule: among the patients judged to have an intermediate risk, the women
were significantly more likely than the men to be advised to lose weight.
Even women with family histories of heart disease tell of meeting
from their health care providers when they attempted to be
proactive about monitoring their heart health. A woman in one study asked
her doctor for a cholesterol test and was told, ‘But a young and healthy

woman like you can't have raised cholesterol.”

(Hif% pp. 112-114 [520 words] from DOING HARM by MAYA DUSENBERY.
Copyright(c) 2018 by Maya Dusenbery. Reprinted by permission of
HarperCollins Publishers.) (—#i2%Zs)
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1. I'm going to leave as soon as my supervisor it a day.

® calls ® makes @ wil call @ will make

2. Ted and his sisters volunteered to become blood .stem cell donors, but

of them was eligible.

@ al @ either ® neither @ none

3. About 20 cyclists are believed as a result of blood doping over
the past 25 years.
@ died @ have dying @ to die @ to have died

4. People should be treated equally, race, sex, nationality, ethnicity,
language, religion, or any other status.
® by and large @ contrary to

@® regardless of @ so far as to

your help, I would not have finished the job on

5. Were it not
time.

@ with @ under @ for

@ against
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Simon: Hey Mary, could you lend me a hand with this?

Mary: Well, I'm a little pushed for time right now. Do you think we could 1
possibly put it off until tomorrow? Perhaps you have noticed a desire to eat more when you're tired. This is
Simon: I'm under pressure on this one, Mary. I have to have it no coincidence. DToo little sleep increases concentrations of a hormone that
done by the end of the day. makes you feel hungry while suppressing a companion hormone that
Mary: Okay, I'll see what I can do. I can let you have about ten minutes. otherwise signals food satisfaction. @Despite being full, you still want to eat
Simon: You're amazing. I really can't thank you enough. You'e... more. @By this stage, you have started to lose many basic brain and body
Mary: Okay, okay! You're starting to make me blush. functions. @It's a proven recipe for weight gain in sleep-deficient adults and
children alike.
® I bad a feeling this was going to be a piece of cake. (442 From WHY WE SLEEP: The New Science of sleep and Dreams by
® You know he'll bend over backwards to do the right thing. Matthew Walker. Copyright(c) 2017 by Matthew Walker. Reprinted with
® Quit the sweet talk and let's get on with the job at hand. the permission of Scribner, a division of Simon & Schuster, Inc. All rights
@ That's not going to be a problem because I have an ace up my sleeve. reserved.) (—EfERZ)
® Don't you think it's much ado about nothing?
® Every dog has its day, they say. B2
@ 1It's a little beyond me, to be honest. . Doping testing does not end when the Olympic Games do. Antidoping
The boss is breathing down my neck. officials can even catch people who doped years ago. ®And it's not just using
® No one wants to be left holding the baby. ) banned substances that can get an athlete in trouble. @Because blood
samples are kept for years after an athlete competes, scientists can go back
and test them when new methods are developed. ®In 2015, for instance,
officials went back and tested samples from the last two summer Olympics.
These were the 2012 games in London, England, and the 2008 Olympics in
Beijing, China. @The new tests turned up evidence of doping among some
athletes who originally had been regarded clean of drugs. Those athletes are
now being disciplined. Some have had to return their medals.
(Hi# Sarah Zielinski, Science News for Students, August 15, 2016. Used with
permission.) (—&{EZ)
M3 FOM %kOL~30XBT, TRERTOO~Q DM EE~EL TEFEH,
Sea anemones are predators that attach themselves to rocks or coral HOBELRLFERSE L, FEIR ~ CAND b DODE
There, they sit and wait until a fish swims close enough to attack with its FOAEEZ Lo

tentacles. When a fish swims by the anemone, its tentacles will shoot out a

long poisonous thread. The toxins in this thread paralyze the prey. 1. When we always give in to our children's wants, we rob them
(@Clownfish are one of the only species that can survive the deadly sting of 29 I | 30 | I 31 l they already
the sea anemone. @The big question then becomes whether the clownfish have.
can adapt to high carbon dioxide levels. @By making the anemone their @ find solutions @ what @ the opportunity
home, clownfish become immune to its sting. @These fish will gently touch ® adapting ® to ® of @ by
every part of their bodies to the anemone’s tentacles until it no longer affects
them. A layer of mucus then forms on the clownfish's body to prevent it 2. Social media allow people 32 I I 33 I
from getting stung again. 34 to through face-to-face communication.
(Hi#& Anemoe & Clownfish "Canisius Ambassadors for Conservation") (—#5eZs) ® than @ to ® with @ access

® compare themselves ©® they would have

M4 ® a much larger number of people

a
Néwborn survival is closely linked to a country's income level. High-

income countries have an average newborn mortality rate (the number of 3. As with other types of addiction, l 35 | [ 36 |

deaths per thousand live births) of just 3.3. DIn comparison, low-income I 37 I may or may not be aware.

countries have a newborn mortality rate of 27. @A country's income level @ other disorders of ® people most @ suffer from

explains only part of the story, however. ®In Kuwait and the United States @ to ® gambling also ©® which they

of America, both high-income countries, the newborn mortality rate is 4. ® susceptible

@These are the two safest countries in which to be born despite scarce

financial resources. This is only slightly better than lower-middle-income

countries such as Sri Lanka and Ukraine, where the newborn mortality rate

is 5.

(Wi UNICEF. Every Child Alive: The Urgent Need to End Newborn
Deaths. (2018.) Retrieved September 12, 2018 from
<https://www.uniceforg/>.) (—#B2ZE)
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A decade ago, a radiologist in private practice might evaluate from
twelve to fifteen thousand cases a year. By one estimate, the workload
currently reaches from sixteen to twenty-five thousand cases. Some cases
generate only a few images, but others involve hundreds or thousands.
Radiologists are expected to look at and analyze images véry quickly. In fact,
conclusions from first impressions, or “gestalt” are supposed to be the mark
of good training. But Dennis Orwig, a radiologist at Marin General Hospital,
takes issue with this celebrated form of thinking. He realized that while
@@ often succeeded, many radiologists, including seasoned ones, missed
important findings. His concern about gestalt comes not only from his own
experience in practice but from studies in the medical literature.

Dr. E. James Potchen at Michigan State University has studied
performance in reading chest xrays. More than one hundred certified
radiologists were assessed. These studies at Michigan State used a series of
sixty chest x-rays that included duplicates of some of the films. When the
radiologists were asked, “Is the film normal?” they disagreed among
themselves an average of 20 percent of the time. This is called “interobserver
variability.” When a single radiologist reread on a later day the same sixty

films, he contradicted his earlier analysis from 5 to 10 percent of the time.

This is called “intraobserver variability.

One film of the sixty was of a patient who was missing his left clavicle.
Presenting such a chest xray was meant to assess performance in noticing
what was not on the film rather than merely searching for a positive
finding — an exercise that points out our natural preference for focusing on
positive data and ignoring ®the negative. Remarkably, 60 percent of the
radiologists failed to identify the missing clavicle. When clinical data were

added to the exercise, informing the radiologist that the sixty chest x-rays

designate normal structures as abnormal. Potchen believes that this reflects

their level of insecurity about what they are observing.

There is ample precedent for both signiﬁcént intraobserver and
interobserver variability beyond the diagnosis of lung cancer. For example,
interpretation of chest x-rays used for screening for tuberculosis showed
interobserver variability of about 33 percent and intraobserver variability of
about 20 percent.

Ehsan Samei of the Advanced Imaging Laboratories at Duke University
Medical Center recently summarized results from a variety of radiological
procedures: “Currently, the average diagnostic error in interpreting medical
images is in the twenty percent to thirty percent range. These errors, being
either of the false-negative or false-positive type, have significant impact or;
patient care." The question then is, ‘how can radiologists improve their

performance?

(i Excerpt from HOW DOCTORS THINK by Jerome Groopman, M.D. Copyright(c)
2007 by Jerome Groopman. Reprinted by permission of Houghton Mifflin Harcourt
Publishing Company. All rights reserved.) (—&Z5)

(##) radiologist, EH#RER: seasoned, XERE A7  duplicates, BE:
variability, Z8) - i¥52%: clavicle, 8§ decisiveness, $RHIf/1:
threshold, MM, 35 ambiguity, RBIFES: designate, $§H3 %
precedent, Bifl: tuberculosis, #&1%
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1. The underlined part @@ can be paraphrased as .

a case with only a few images

A

judging from first impressions
taking issue with this celebrated form of thinking
Marin General Hospital

® @ ®

were obtained as part of an “annual physical examination,” which primary
care doctors perform in order to screen for serious diseases like lung cancer,
58 percent of the radiologists still missed it and scored the film as normal
However, when they were told that the chest x-rays were obtained as part
of a series of studies to find a cancer, then 83 percent of the radiologists
identified the missing bone. II'

One of the most interesting outcomes of Potchen's, study using the sixty
films was to compare the top twenty radiologists, who had a diagnostic
accuracy of nearly 95 percent, with the bottom twenty, who had a diagnostic
accuracy of 75 percent. Of most concern was the level of confidence each
group had in its analysis. The radiologists who performed poorly were not
only inaccurate; they were also very confident that they were right when
they were in fact wrong. “Observers' lack of ability to discriminate normal
from abnormal films does not necessarily diminish their confidence,” Potchen
wrote. His study also measured the time it took to read a set of films as an
indication of the observer's decisiveness. “All observers have characteristic
ways in which they manage the threshold of uncertainty in making decisions.
Some people are risk takers, and they are likely to have more false-positive
errors.” This means that they “overread” the images, calling a normal finding
abnormal — a false positive. “Others are risk averse, and they are more likely
to have high false-negative rates.” This means that their excess caution
causes them to classify as normal what is actually diseased —a false negative.
“Still others cannot make up their minds, and they will have high ambiguity

numbers and more frequently require additional films before reaching

conclusions.”

Ironically, Potchen pointed out, based on his studies of radiologists, “if you .
look at a film too long, you increase the risk of hurting the patient.” After
about thirty-eight seconds, he found, many radiologists begin to “see things

that are not there.” In essence, they generate false positives and begin to

2. If a radiologist’s “intraobserver variability” was zero percent, it means
:
@ he never agreed with other radiologists
@ he always agreed with other radiologists
@ he never made the same analysis when he read the same film for
the second time
@ he always made the same analysis when he read the same film for

the second time

3. The underlined part “®the negative” meansl 40 |

what is missing

what is obvious
what is targeted

what is normal

® © ® o

4. Observers characterized as “risk takers” tend to .
® ignore what is abnormal and focus on what is normal
@ put patients at risk by failing to identify diseased parts
® mistake what is normal for what is abnormal

@ take more time to make up their minds

5. According to Ehsan Samei, .

@ diagnostic errors in interpreting medical images are very rare

@ false-negative errors do more harm than false-positive errors do

@ diagnostic errors of both types have serious consequences on
patient care

@ the bottom twenty to thirty percent of radiologists regularly make

diagnostic errors
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1. How many images does a radiologist today look at to evaluate a
case?
@ Sixteen to twenty-five thousand.
® Between one hundred and one thousand.
@® More than sixteen thousand.
0]

It depends on the case.

2. What did the study find about the performance of participants when
they were asked to evaluate whether a given image was normal or
not? -
® They e\;aluated accurately 20 percent of the time at most.
® They agreed among themselves 80 percent of the time on average.
® They contradicted the researcher's expectation up to 10 percent of

the tune
@ They performed 5 to 10 percent better when they reread the

images on a later day.

3. What did Potchen find when he compared the top twenty

radiologists with the bottom twenty?

@ Their level of ability did not always correspond with their level of
confidence:

@ The better a radiologist’s performance was, the more confident he
‘was.

® The top radiologists were so confident of their skill that they
never failed.

@ The bottom radiologists performed better when they were more
confident.

does the following sentence

4. Which of the blanks -
fit best? -

This highlighted that a specific clinical cue can substantially improve
performance, because the radiologist is systematically searching with

attention to a particular condition, rather than relying on a flash

impression.

5. According to the passage, which of the following statements is true?

® In Potchen’s study, more than one hundred radiologists were asked
to read a series of sixty chest x-rays of a single patient.

® Sixty percent of the radiologists overlooked the missing bone when
they were told to look for a cancer.

® Potchen suggests that taking more time reading a film should
improve radiologists’ diagnostic accuracy.

@ Studies show that it is possible for radiologists to make some kind

of error in interpreting x-rays.




