
well-being increase with salary but just up to US $75,000 per

year.11 Above that amount, there are no more increases in happi-

ness (however people making at least that amount are twice as

happy as those making, on average, US $20,000 per year). He

suggests that higher income buys satisfaction but not happiness.

Moreover, individuals earning higher incomes tend to be tenser,

lose their ability to savor small pleasures, and spend less time

doing activities they enjoy. It is also clear that lower income cor-

relates with unhappiness and that increases in salary lead to only

transient happiness due to the phenomenon of “adaptation.”

Among other factors, even college education has little to do with

happiness but clearly correlates with stress. Having children is the

biggest contributor to unhappiness; they lead to constant feelings

of stress, sadness, and worry.12

In one study, actors were asked to express feelings of happiness

and sadness while examined with fMRI.13 In both states, activa-

tion occurred in the frontal lobes, anterior temporal lobes, and the

pons. Although the regions were similar for both emotional states,

different subregions were activated for each. In a different fMRI

study, the mode and tempo of music were manipulated to be

perceived as either sad or happy and the former elicited responses

in the left orbito- and mid-dorsolateral frontal cortices.14 Happy

voices elicit stronger and different fMRI responses than angry

ones.15 Body postures may also indicate happiness or other emo-

tions. When observing human body postures, our brain always

records 2 things: action and emotion. These states activate visual

representation/motion processing and emotional interpretation

areas. Both areas are activated simultaneously but differently in

men than in women.16 Men seem to show more reliable activation

but in lesser amounts than women.

It seems to me that we neuroradiologists have every reason to

be happy, and despite that, only a small group of us are generous

with our money and time. Generosity is generally encouraged by

the so-called “immediacy bias,” better known as a “call to action.”

Crises and feelings of uncertainty and worry lead to greater dona-

tions. What better call to action than the lack of scientific evidence

of what we do and the ever-decreasing government funding of

research? If we do not support our Foundation, these issues will

never be solved. If we continue to be as happy as we are now and

do not increase our generosity by contributing to our Foundation,

our jobs and other sources of happiness will soon disappear.
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EDITORIAL

Level 1 EBM Expedited Review
J.S. Ross

A recent poll of Canadian researchers identified the top 3 factors

that influence where they send their own manuscripts: 1)

ensuring methodologic soundness by peer review, 2) journal rep-

utation, and 3) fast publication.1 The AJNR (independent of this

poll) has recognized these important factors, as well as the com-

petitive nature of scientific publishing, by the introduction of a

Level 1 Evidence-Based Medicine Expedited Program. The details

of this significant program are defined on the AJNR Web site (see

the “Author Info” section). Briefly, the program entails a very fast

peer review time of 5–7 days, followed by an immediate editorial

decision. The length of time from acceptance of the final revision

to electronic publication would be 4 weeks. Other perks of this

program include the waiving of various fees, such as the open

access, color, and over-the-limit word count charges.

What is level 1 evidence? That depends. Levels of evidence

were initially defined in 1979 by the Canadian Task Force on

Periodic Health Examination.2 Sackett3 further defined this in

1989 in an article looking at the evidence for antithrombotic

agents. This seminal paper was barely 2 pages in length. Since that

time, interest in this subject has exploded, and there are now

http://dx.doi.org/10.3174/ajnr.A4047
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multiple stakeholders eyeing evidence-based medicine ranging

from individual patients to the Federal government. Multiple ex-

cellent reviews are available for the intrepid reader of this complex

and controversial topic.4,5

For the purpose of classification for the AJNR, the Oxford

Centre for Evidence-Based Medicine Levels of Evidence (2009) is

used (also on the AJNR Web site).6 For neuroradiologists, the

questions to be answered primarily involve therapy and diagnosis.

Therapy level 1 studies include systematic reviews of randomized

controlled trials, and randomized controlled trials with narrow

confidence limits. Diagnosis level 1 studies include systematic re-

views of level 1 studies, a validating cohort study with good refer-

ence standards, or a clinical decision rule tested within 1 clinical

center. For reference, a nonconsecutive study is level 3, a case

series is level 4, and expert opinion is level 5 (ouch).

Evidence-based medicine defines a hierarchy of clinically rel-

evant information; however, this information is by no means ab-

solute.7 Certain therapies and treatments may be so effective or

dramatic that they will never experience a randomized controlled

trial. The oft-cited tongue-in-cheek manuscript evaluating ran-

domized controlled trials in parachute use is a case in point.8 In

our specialty, with its emphasis on technologic advancement,

there will be seminal articles that advance the field and which

provide important contributions to patient care, but do not

achieve level 1–2 status (such as the initial diffusion imaging

papers).

Despite its flaws and increasing complexity, the sorting and

weighting of manuscripts that define high quality and minimal

bias is an important foundation upon which evidence-based med-

icine is built. This journal will do its part to bring such manu-

scripts to readers.
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