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Objective

To emphasize continued reassessment, appropriate imaging referral, and staged
conservative management when high-volume runners have persistent or

worsening medial ankle and distal tibial pain.

Clinical Features

A 23-year-old male collegiate student and ultramarathon runner with a 2-year
history of intermittent bilateral medial ankle pain sought care for worsening
focal right distal tibial and ankle pain. Initial radiographs were unremarkable.
Because symptoms progressed despite early conservative management and
running tolerance declined substantially, magnetic resonance imaging was
obtained.

Intervention and Qutcome

Magnetic resonance imaging revealed a distal tibial stress fracture with
surrounding periostitis and bone marrow edema, as well as concurrent posterior
tibial tenosynovitis. Management included cessation of running, temporary
walking-boot use, protected weight bearing, orthopedic co-management, patient
education, progressive ankle and lower-extremity rehabilitation, and a self-
directed graded return-to-running program. The patient later reported
completing a 50-kilometer race without recurrent symptoms and stated that

follow-up MRI findings were unremarkable.

Conclusion

Bone stress injury should be considered in high-volume endurance athletes with
worsening focal tibial pain, reduced running tolerance, or symptoms that do
not follow the expected course of tendinopathy. Normal radiographs do not
exclude early tibial bone stress injury. Reassessment, timely advanced imaging,
interdisciplinary co-management, and staged rehabilitation are important for

reducing risk of progression and supporting safe return to running.

Introduction

This paper emphasizes continued reassessment, appropriate imaging referral,
and staged conservative management when high-volume runners seck care
for persistent or worsening medial ankle and distal tibial pain. Persistent
medial ankle and distal tibial pain in endurance runners may reflect tendon
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pathology, bone stress injury, or concurrent involvement of multiple
structures. Early bone stress injuries may not be visible on plain radiographs,
making continued clinical reassessment important when symptoms become
increasingly focal or fail to respond as expected.

Case Report

This case report was prepared in accordance with CARE reporting principles.
Written informed consent was obtained from the patient for publication of
this deidentified case report and associated clinical images.

A 23-year-old male collegiate student and experienced ultramarathon runner
sought care for bilateral medial ankle pain and worsening symptoms on
the right. He reported running approximately 40 to 50 miles per week
during training periods over the preceding 3 years. He described a 2-year
history of intermittent bilateral medial ankle pain that typically flared during
higher-mileage blocks and improved with relative rest. Approximately 18
months before the current episode, he had been diagnosed clinically with
posterior tibial tenosynovitis. He reported minimal improvement with a brief
course of conservative care and subsequently withdrew from treatment while
continuing to run.

He returned due to worsening bilateral medial ankle discomfort. He
described deep right-sided distal tibial and ankle pain that had progressed over
several weeks and noted that symptoms could progress to numbness in the
feet after 2 to 3 miles of running. He denied acute trauma, prior fracture,
relevant systemic disease, tobacco use, or other known medical comorbidities.
Family and social history were noncontributory. He reported adequate sleep,
hydration, and nutritional intake consistent with high-volume endurance
training; however, detailed dietary analysis and laboratory assessment were
not performed.

Gait observation demonstrated mild bilateral excessive pronation and early
heel rise. Static postural assessment demonstrated decreased medial
longitudinal arch height bilaterally. There was localized edema in the right
ankle region. Palpation reproduced tenderness along the course of the
posterior tibial tendon bilaterally, more prominently on the right, and
moderate focal tenderness was present along the distal one-third of the right
tibia.

Active ankle range of motion demonstrated decreased dorsiflexion and pain-
limited inversion and eversion. Passive range of motion produced similar
findings, with pain at end-range eversion and inversion. Plantar flexion and
digital motions were unremarkable. Neurologic screening, including deep
tendon reflexes, myotomal strength, and sensation from L1 through S1, was
normal and symmetric. Lower extremity orthopedic testing did not suggest
acute ligamentous instability or neurologic entrapment. During deep squat
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Figure 1

Figure 1. Right ankle radiographs obtained during the September presentation. No acute fracture was identified on
initial radiographs.

and inline lunge testing, the patient was unable to descend below parallel
without heel rise. No findings that suggested acute compartment syndrome,
vascular compromise, or progressive neurologic deficit were identified.

Bilateral ankle radiographs obtained during the first visit of the current
episode demonstrated no evidence of acute fracture or osseous pathology
(Figure 1). The patient began conservative care consisting of activity
modification, soft-tissue interventions, ankle mobility exercise, and early
strengthening. After 1 to 2 weeks, he reported worsening focal right tibial
pain and reduced running tolerance.

Because of increasing symptom severity and focal distal tibial tenderness
despite unremarkable radiographs, magnetic resonance imaging of the right
lower leg was ordered. It demonstrated a distal tibial stress fracture with
surrounding periostitis and bone marrow edema (Figure 2). Tenosynovitis of
the right posterior tibial tendon was also noted, consistent with the prior
clinical diagnosis.

After MRI confirmation, the patient was instructed to discontinue running
and reduce weight-bearing volume. As part of orthopedic co-management,
he was placed in a walking boot for several weeks to reduce painful loading
through the distal tibia. Early rehabilitation included pain-free ankle mobility,
resisted ankle inversion, low-load calf and tibialis posterior strengthening,
hip abductor and extensor strengthening, adductor activation, and
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Figure 2

Figure 2. Sagittal magnetic resonance image obtained after progression of focal right distal tibial pain. The arrow

identifies the region of distal tibial bone stress injury with surrounding marrow edema and periostitis.

Figure 3

ive early-t

ion exercises

B. Resisted ankle inversion

C. Seated calf raise with external

Figure 3. Representative early-to-intermediate rehabilitation exercises. Exercises included banded ankle range-of-motion
exercise, resisted ankle inversion, seated calf raise with external load, and lateral monster walk. These exercises were used

to address ankle mobility, tibialis posterior activation, calf capacity, and frontal-plane lower-extremity control.
proprioceptive training (Figure 3). Exercises were generally prescribed for 15

repetitions with S-second isometric holds, while selected calf and adductor
exercises were performed for 2 sets of 10 repetitions.
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Figure 4

A. 4-way hip strengthening B. Single-leg balance star drill

C. Wall-assisted banded knee drive D. 3-way calf loading on slant board

Figure 4. Representative advanced rehabilitation and return-to-running preparation exercises. Exercises included 4-way
hip strengthening, single-leg balance star drill, wall-assisted banded knee drive, and 3-way calf loading on a slant board.
These exercises were used to progress hip control, single-leg stability, running-specific mechanics, and multiplanar calf

loading tolerance.

The patient demonstrated gradual reduction in pain during his activities of
daily living, with decreased palpatory tenderness along the posterior tibial
tendon and distal tibia. Rehabilitation was progressively advanced from
supported mobility and activation exercises to dynamic stabilization,
eccentric lower-extremity loading, single-leg balance, and multiplanar
strengthening. Progressions included ankle circle-board drills, 4-way hip
strengthening, step-ups with controlled eccentric step-downs, ball-squeeze
bridges, bent-knee calf raises, single-leg balance star drills, lateral band walks,
3-way calf stretching, multiplanar isometric calf raises, banded knee drives,
quadruped hip-control exercises, and 90-90 hip mobility drills (Figure 4). The
patient completed 24 visits over 3 months (Table 1).

The patient subsequently initiated a self-guided return-to-running program.
He reported increasing weekly mileage by approximately 10% for 3
consecutive weeks, followed by a recovery week with approximately 25%
lower mileage, and repeating this cycle as tolerated. This progression was
patient directed and was not prescribed as a validated protocol. He later
returned to the clinic informally and reported completing a 50-kilometer race
without recurrence of symptoms. He also reported that a follow-up MRI was
unremarkable. The follow-up MRI report and images were not available to
the authors for independent review. A formal patient perspective statement
was not obtained.
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Table 1. Patient Strategy

Clinical issue

Management strategy

Rationale

Observed response/status

Confirmed Cessation of running, walking boot for Reduce painful Pain during daily activities gradually
distal tibial several weeks, reduction in weight- impact loading improved; patient later reported return
stress bearing volume, and orthopedic co- and allow to running, completion of a 50-km race,
fracture management biological and unremarkable follow-up MRI

healing
Posterior Pain-free isometric and low-load Reduce tendon Palpatory tenderness along the posterior
tibial strengthening; gradual progression for irritability and tibial tendon decreased

tenosynovitis

calf and tibialis posterior; instrument-

restore load

assisted soft tissue mobilization (IASTM) capacity
as tolerated
Limited ankle Ankle mobility exercise, squat/lunge Improve Ongoing rehabilitation focus

dorsiflexion modification, and progressive functional mechanics and

and loading reduce

movement compensatory

faults loading

Excessive Footwear modification and arch-support Reduce Implemented during conservative care

pronation education excessive

and reduced medial ankle

medial arch and tibial

control loading

Return-to- Progressive strengthening, single-leg Restore lower- Patient reported completing a self-

sport balance, eccentric control, multiplanar extremity directed return-to-running program with

planning calf loading, and graded running capacity and approximately 10% weekly volume

progression gradually increases and later reported completing a
reintroduce 50-km race
impact loading
Discussion

Literature Search

A focused narrative literature search was conducted in July 2026 to identify
publications addressing tibial bone stress injury, tibial stress fracture,
posterior tibial tenosynovitis or tendinopathy, running-related overuse injury,
diagnostic imaging, conservative rehabilitation, and return to running.
PubMed and Google Scholar were searched using combinations of the
tollowing terms: tibial stress fracture, tibial bone stress injury, posterior tibial
tenosynovitis, posterior tibial tendinopathy, tibialis posterior, running injury,
ultramarathon, distance runner, collegiate distance runner, magnetic resonance
imaging, rebabilitation, return to running, acute:xchronic workload ratio, and
training load. English-language peer-reviewed articles were prioritized, with
emphasis on systematic reviews, narrative reviews, cohort studies, consensus
or clinical guidance, and publications directly relevant to runners or
physically active populations. Reference lists of selected articles were reviewed
to identify additional pertinent sources. Because the purpose of the search
was to contextualize a case report rather than conduct a systematic review,
formal risk-of-bias assessment and quantitative synthesis were not performed.

Review of the Literature

Running-related lower extremity injuries are multifactorial and may be
influenced by previous injury, training exposure, tissue capacity,
biomechanics, and recovery.1 Bone stress injury represents a continuum of
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skeletal overload in which repetitive mechanical loading exceeds the capacity
for bone repair, producing localized pain and, in more advanced cases, stress
fracture.3 In runners, the tibia is consistently identified as one of the
most common stress-fracture locations, with several reviews and clinical series
reporting that tibial injuries account for approximately one-half of running-
related stress fractures.>™>

Tibial bone stress injuries are not limited to adult recreational runners. Yagi et
al® prospectively studied high-school runners and reported that medial tibial
stress syndrome and tibial stress fracture were common lower-leg disorders
in this younger running population. Contemporary collegiate running data
also support the clinical relevance of bone stress injury in young high-
volume runners. Wolff et al” reported that bone stress injuries were common
in NCAA Division I distance runners, particularly among female athletes,
and varied across competitive phases of the season. Sex-related differences
have also been described. In a systematic review and meta-analysis of lower-
extremity stress-fracture risk factors in runners, Wright et al8 reported that
female sex and previous stress fracture history were the only risk factors
strongly supported by pooled data. Our case involved a male runner who
denied previous fracture, emphasizing that clinicians should not rely solely
on demographic risk profiles when evaluating progressive focal tibial pain in
endurance athletes.

Training-load change is another important consideration. In runners training
for the New York City Marathon, Toresdahl et al® found that a greater
number of days with an acute:chronic workload ratio of 1.5 or greater was
associated with increased injury odds, with each additional day above this
threshold associated with a 6% increase in injury odds. More recent cohort
data suggest that abru{)t single-session distance spikes may be particularly
relevant. Frandsen et all0 determined that running-related overuse injury risk
increased when the distance of a single running session exceeded 10% of the
runner’s longest run during the preceding 30 days, whereas week-to-week
ratio measures were not associated with injury risk. Together, these studies
support a more nuanced interpretation of running progression that considers
recent workload history, individual session distance, recovery, symptoms, and
functional tolerance rather than weekly mileage alone.?11

Clinical recognition of tibial bone stress injury can be difficult early in
the injury continuum. Symptoms may initially occur only with prolonged
running but may later appear earlier during activity, persist after activity,
or occur with walking and daily weight-bearing. Focal tibial tenderness,
declining running tolerance, and symptoms that persist despite activity
modification should increase suspicion for bone stress injury. Plain
radiographs are often unremarkable early in the course of stress injury,
whereas magnetic resonance imaging can demonstrate periosteal edema, bone
marrow edema, cortical involvement, and associated soft-tissue pathology.1?
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The tibialis posterior contributes to inversion and plantar flexion, assists
with control of pronation, and supports the medial longitudinal arch during
Weight—bealring.13 Posterior tibial tendon pathology may produce medial
ankle pain, tenderness along the tendon course, and reduced tolerance to
repetitive weight—bearing activity. Most literature concerning posterior tibial
tendon dysfunction involves middle-aged adults with progressive arch
collapse, whereas less has been written about posterior tibial tenosynovitis
or tendinopathy in younger endurance athletes without fixed deformity.
Available evidence does not establish that posterior tibial tenosynovitis
directly causes tibial stress fracture; however, these conditions may coexist in
runners exposed to repetitive loading, reduced recovery, muscular fatigue, and
altered lower-extremity loading patterns.

Conservative management of posterior tibial tendon symptoms commonly
includes activity modification, footwear or orthotic support when indicated,
and progressive resistance exercise.>> 1415 Rehabilitation following tibial stress
fracture similarly begins with reduction or temporary cessation of painful
impact activity and progresses toward restoration of ankle mobility, calf
and foot strength, proximal lower-extremity control, balance, and sport-
specific loading.sﬂ16 Return-to-running recommendations after tibial bone
stress injury are generally criteria-based rather than dependent on a fixed
period of rest or a universal mileage rule. Common considerations include
pain-free walking, resolution or substantial reduction of focal bony
tenderness, restoration of lower-extremity strength, tolerance of functional
loading, and management of relevant contributing factors.l”

Comparison With the Present Case

This case shares several features with the published literature on tibial bone
stress injury in runners, including gradual onset, high repetitive running
exposure, increasingly focal tibial tenderness, reduced running tolerance, and
unremarkable initial radiographs followed by MRI confirmation. It also
differs from several common risk profiles because the patient was male,
denied previous fracture, and presented with concurrent posterior tibial
tenosynovitis. The overlap between tendon-related medial ankle pain and
evolving distal tibial bone stress injury likely contributed to diagnostic
complexity.

The transition from diffuse or tendon-course medial ankle pain to deeper
and more focal distal tibial pain was the most clinically important change
in this case. This change in symptom behavior prompted reconsideration of
the working diagnosis and referral for advanced imaging. The case therefore
reinforces that persistent focal bony tenderness in a runner should prompt
reassessment, particularly when symptoms worsen despite appropriate initial
care or occur with previously tolerable running distances.
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The rehabilitation program was organized as a graded progression rather than
as a collection of isolated corrective exercises. Early care emphasized reduction
of impact loading, pain-free ankle mobility, tibialis posterior activation, low-
load calf strengthening, and proximal hip activation. This was followed by
eccentric step-downs, bent-knee calf raises, resisted hip strengthening, single-
leg balance, lateral band walking, multiplanar calf loading, and running-
specific control drills. This sequence was intended to restore ankle
dorsiflexion, calf and tibialis posterior capacity, hip control, proprioception,
and tolerance to progressive loading. The program is consistent with
conservative rehabilitation recommendations for posterior tibial tendon
symptoms and tibial stress fracture management, although the available

evidence does not establish the superiority of any single exercise protocol.S’
14-16

The patient later used a self-directed return-to-running strategy that included
approximately 10% weekly mileage increases for 3 weeks followed by a
recovery week. This approach is reported descriptively and should not be
interpreted as a validated or universally protective protocol. Current return-
to-running literature after tibial bone stress injury emphasizes individualized
progression based on symptoms, injury severity, pain-free walking, focal
tenderness, functional loading tolerance, and strength.17 Running-load
research further suggests that clinicians should monitor abrupt workload
spikes, including high acute:chronic workload days and sudden increases

in single-session distance, rather than relying on a single weekly percentage
9,10
rule.”

Limitations

This single case report cannot establish causation or determine the
effectiveness of any specific intervention. The rehabilitation program
contained multiple concurrent components, preventing attribution of
improvement to 1 exercise or treatment. The return-to-running program
was self-directed, and adherence and weekly mileage were not independently
verified. Although the patient reported that follow-up MRI findings were
unremarkable, the report and images were not available to the authors for
independent review. He had previously withdrawn from care, which limited
continuity of clinical observation. Nutritional status, energy availability,
training periodization, and other potential contributors to bone stress injury
were based on patient report and were not comprehensively assessed. A
formal patient perspective statement was not obtained.

Conclusion

This case report describes a young ultramarathon runner with posterior tibial
tenosynovitis and subsequent MRI-confirmed distal tibial stress fracture.
The case highlights the need to reconsider the working diagnosis when
high-volume runners develop worsening focal tibial pain, declining running
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tolerance, or an unexpected response to conservative care. Normal
radiographs do not exclude early bone stress injury, and MRI may be
warranted when suspicion remains high. A graded rehabilitation program
addressing ankle mobility, calf and tibialis posterior capacity, proximal lower-
extremity control, balance, and progressive impact exposure was followed
by a self-directed return to running. The patient later reported completing
a 50-kilometer race and an unremarkable follow-up MRI; however, these
outcomes were self-reported and the imaging was not independently
reviewed.

Artificial Intelligence Disclosure

Generative artificial intelligence was used to assist with language editing,
organization, and submission formatting. It was not used as an author or as a
primary source. The authors reviewed, verified, and take responsibility for all
content, citations, interpretations, and conclusions.

Counflicts of Interest

The authors declare no financial or nonfinancial conflicts of interest related
to this work.

Funding

No external funding was received for this work.

Counsent for Publication

Written informed consent was obtained from the patient for publication of
this deidentified case report and associated clinical images.

Ethics Statement

This report describes information obtained during routine clinical care and
does not report a prospective research intervention. Written informed consent
was obtained from the patient for publication of deidentified clinical
information and associated images. Institutional review board review was not
required for this single-patient case report according to institutional policy.
The rehabilitation photographs are representative demonstrations and do not
depict the patient.

Submitted: June 22, 2026 CDT. Revised: July 12, 2026 CDT. Accepted: August 01, 2026 CDT. Published: August 07, 2026 CDT.

This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0
International License (CCBY-NC-ND-4.0). View this license's legal deed at https://creativecommons.org/
licenses/by-nc-nd/4.0 and legal code at https://creativecommons.org/licenses/by-nc-nd/4.0/legalcode
for more information.

Journal of Contemporary Chiropractic 3 83


https://creativecommons.org/licenses/by-nc-nd/4.0
https://creativecommons.org/licenses/by-nc-nd/4.0
https://creativecommons.org/licenses/by-nc-nd/4.0/legalcode

Tibial Stress Fracture

REFERENCES

1. van Poppel D, van der Worp M, Slabbekoorn A, et al. Risk factors for overuse injuries in short-
and long-distance running: a systematic review. / Sport Health Sci. 2021;10(1):14-28. doi:10.1016/
i.jshs.2020.06.006

2. Warden §]J, Davis IS, Fredericson M. Management and prevention of bone stress injuries in
long-distance runners. J Orthop Sports Phys Ther. 2014;44(10):749-765. d0i:10.2519/

jospt.2014.5334
3. Kahanov L, Eberman LE, Games KE, Wasik M. Diagnosis, treatment, and rehabilitation of

stress fractures in the lower extremity in runners. Open Access | Sports Med. 2015;6:87-95.
doi:10.2147/OAJSM.S39512

4. Vasiliadis AV. Common stress fractures in runners: an analysis. Saud: ] Sports Med.
2017;17(1):1-6. doi:10.4103/1319-6308.197457

5. Lytras D, Sykaras E, Takovidis P, Semaltianou E, Myrogiannis I. Tibial stress fractures in

runners: a narrative review for physiotherapy management. Crit Rev Phys Rebabil Med.
2021;33(2):61-70. doi:10.1615/CritRevPhysR ehabilMed.2021038697

6. Yagi S, Muneta T, Sekiya I. Incidence and risk factors for medial tibial stress syndrome and
tibial stress fracture in high school runners. Knee Surg Sports Traumatol Arthrosc.
2013;21(3):556-563. doi:10.1007/500167-012-2160-x

7. Wolft A, Kurina LM, Sainani KL, Tenforde AS, Nattiv A, Fredericson M. A descriptive
analysis of the seasonal patterns of bone stress injury incidence in Division I collegiate distance
runners. Am ] Sports Med. 2025;53(3):708-716. doi:10.1177/03635465241307231

8. Wright AA, Taylor JB, Ford KR, Siska L, Smoliga JM. Risk factors associated with lower
extremity stress fractures in runners: a systematic review with meta-analysis. Br J Sports Med.
2015;49(23):1517-1523. doi:lO.l136(b]'sports-2015-094828

9. Toresdahl BG, Metzl JD, Kinderknecht JJ, et al. Training patterns associated with injury in
New York City Marathon runners. Br ] Sports Med. 2023;57(3):146-152. doi:10.1136/
bjsports-2022-105670

10. Frandsen JSB, Hulme A, Parner ET, et al. How much running is too much? Identifying high-
risk running sessions in a 5200-person cohort study. Br ] Sports Med. 2025;59(17):1203-1210.
doi:10.1136/bjsports-2024-109380

11. Warden SJ, Edwards WB, Willy RW. Preventing bone stress injuries in runners with optimal
workload. Curr Osteoporos Rep. 2021;19(3):298-307. doi:10.1007/511914-021-00666-y

12. Patel DS, Roth M, Kapil N. Stress fractures: diagnosis, treatment, and prevention. Am Fam
Phystcian. 2011;83(1):39-46.

13. Ling SKK, Lui TH. Posterior tibial tendon dysfunction: an overview. Open Orthop J.
2017;11:714-723. d0i:10.2174/1874325001711010714

14. Ross MH, Smith MD, Mellor R, Vicenzino B. Exercise for posterior tibial tendon
dysfunction: a systematic review of randomised clinical trials and clinical guidelines. BAZJ Open
Sport Exerc Med. 2018;4(1):¢000430. doi:10.1136/bmjsem-2018-000430

15. Kulig K, Reischl SF, Pomrantz AB, et al. Nonsurgical management of posterior tibial tendon

dysfunction with orthoses and resistive exercise: a randomized controlled trial. Phys Ther.
2009;89(1):26-37. doi:10.2522/ptj.20070242
16. Hadjispyrou S, Hadjimichael A, Kaspiris A, Leptos P, Georgoulis JD. Treatment and

rehabilitation approaches for stress fractures in long-distance runners: a literature review. Cureus.
2023;15(11):49397. d0i:10.7759/cureus.49397

Journal of Contemporary Chiropractic 3 84


https://doi.org/10.1016/j.jshs.2020.06.006
https://doi.org/10.1016/j.jshs.2020.06.006
https://doi.org/10.2519/jospt.2014.5334
https://doi.org/10.2519/jospt.2014.5334
https://doi.org/10.2147/OAJSM.S39512
https://doi.org/10.4103/1319-6308.197457
https://doi.org/10.1615/CritRevPhysRehabilMed.2021038697
https://doi.org/10.1007/s00167-012-2160-x
https://doi.org/10.1177/03635465241307231
https://doi.org/10.1136/bjsports-2015-094828
https://doi.org/10.1136/bjsports-2022-105670
https://doi.org/10.1136/bjsports-2022-105670
https://doi.org/10.1136/bjsports-2024-109380
https://doi.org/10.1007/s11914-021-00666-y
https://doi.org/10.2174/1874325001711010714
https://doi.org/10.1136/bmjsem-2018-000430
https://doi.org/10.2522/ptj.20070242
https://doi.org/10.7759/cureus.49397

Tibial Stress Fracture

17. George ERM, Sheerin KR, Reid D. Criteria and guidelines for returning to running
following a tibial bone stress injury: a scoping review. Sports Med. 2024;54(9):2247-2265.
doi:10.1007/s40279-024-02051-y

Journal of Contemporary Chiropractic 3 8 5


https://doi.org/10.1007/s40279-024-02051-y

	DISTAL TIBIAL STRESS FRACTURE WITH CONCURRENT POSTERIOR TIBIAL TENOSYNOVITIS IN A YOUNG ULTRAMARATHON RUNNER: A CASE REPORT
	Objective
	Clinical Features
	Intervention and Outcome
	Conclusion
	Introduction
	Case Report
	Discussion
	Literature Search
	Review of the Literature
	Comparison With the Present Case
	Limitations

	Conclusion
	Artificial Intelligence Disclosure
	Conflicts of Interest
	Funding
	Consent for Publication
	Ethics Statement

	References


