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Overview

1. Framing case: Mrs. Smith
2. A few facts
3. Case-based questions
4. Evidence can help us
5. Evidence can’t help us as much as we’d like
6. Acknowledging uncertainty
7. The relationship between research and practice
8. What to do now
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Denton and Spencer, Chronic Health Conditions
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6



3

Case-based Questions

What challenges do health care providers face in caring for 
Mrs. Smith? 

Wh t b d t i th id b f hWhat can be done to improve the evidence base for such 
decisions? 

What should health care providers do in the face of 
uncertainty about the best evidence?
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Evidence-based Medicine

“Evidence-based Medicine is the conscientious, explicit 
and judicious use of current best evidence in making 
decisions about the care of individual patients” 

- Sackett, JAMA 1996
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Lesson One

The importance of being responsive to 
research evidence in clinical practice
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Source: Haynes, R. Bryan. (2006)12
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The 5S Approach to EBM

Systems

Summaries

Synopses

Syntheses

Studies
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“[I]n some circumstances, the title [of a review] provides 
enough information.” (38)

Source: Straus et al. (2005)

Clinicians are advised to “begin the search for evidence 
to guide clinical decisions at the highest possible level” 
and once evidence has been found, they “don’t have to 
look any further.”

Haynes, RB. (2006)
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A Few Selected Concerns

Contamination

Critical Thinking 

Certainty and Consent

Context
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Contamination
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Allocation bias
Selection bias
Ascertainment bias
Choice of question bias
Hidden agenda bias
Cost and convenience bias
Funding availability bias
Secondary gains bias
Regulation bias
IRB bias

Personal habit bias
Moral bias
Values bias
Clinical practice bias
Institution bias
Territory bias
Tradition bias
Do something bias
Technology bias
Resource allocation bias

Too early bias
Too late bias
Learning curve bias
Complexity bias
Comparison choice bias
Placebo bias
Outcome choice bias
Withdrawal bias
Dropout bias
Selective reporting bias

Geography bias
Language of publication bias
Trial design bias
Favoured design bias
Large trial bias
Multicentred trial bias
Small trial bias
Complementary Medicine bias
Flashy title bias
Substituted question bias

A few of the biases in RCTs

IRB bias
Bureaucracy bias
Wrong design bias
Population choice bias
Age bias
Gender bias
Pregnancy bias
Special circumstances bias
Recruitment bias
Informed consent bias
Literacy bias
Language bias
Severity of illness bias
Intervention choice bias

Resource allocation bias
Printed word bias
Prestigious journal bias
Non-prestigious journal bias
Peer review bias
Prominent author bias
Unknown author bias
Who is s/he? bias
Famous institution bias
Credential bias
Professional background bias
Esteemed author bias
Friendship bias

Selective reporting bias 
Social desirability bias
Optimism bias
Data dredging bias
interesting data bias
Fraud bias
Publication bias
Language of publication bias
Country of publication bias
Time lag bias
Reader bias
Relation to author bias
Rivalry bias
I owe him one bias

Substituted question bias
Vested interest bias
Bankbook bias
Cherished belief bias
Reader attitude bias
Belligerence bias
Empiricism bias
I am an epidemiologist bias
Careless reading bias

…..
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Lesson Two

The importance of not being too responsive 
t h id i li i l tito research evidence in clinical practice
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Critical Thinking
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Critical Thinking

“[M]any medical schools and training programs, in a form 
of premature closure, are moving away from teaching 
the fundamentals of careful evidence appraisal to 
emphasize the implementation of evidence.”

Source: Montori and Guyatt (2008)
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Certainty and Consent
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Certainty and Consent

Evidence-based Medicine “deals directly with the 
uncertainties of clinical medicine” 

Source: EBM Working Group (1992)
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Neuroepidemiology 20(2):57-64, 2001 
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Lesson Three

The importance of identifying and 
acknowledging uncertainty
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Context

“Is our patient so different from those in the study that its 
results cannot apply ?”

Source: Straus et al. (2005)

(Original statement: “[A]sk whether there is some compelling 
reason why the results should not be applied to the patient. A 
compelling reason usually won't be found, and most often you 
can generalize the results to your patient with confidence.”)

Guyatt, G.H., D.L. Sackett and D.J. Cook. (1994)
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Who is the “standard” research 
subject? Who is left out?
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Lesson Four

The importance of building the relationship 
b t h d tibetween research and practice
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Practical Progress?

“Health Canada might consider revisiting their 
l ti d i th f tiregulations and encouraging the use of pragmatic 

designs to support their decision-making.”

Zwarenstein, Merrick and Shaun Treweek, “What kind of randomized 
trials do we need?” Journal of Clinical Epidemiology 62 (2009): 462.
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Case-based Questions

What challenges do health care providers face in caring for 
Mrs. Smith? 

Wh t b d t i th id b f hWhat can be done to improve the evidence base for such 
decisions? 

What should health care providers do in the face of 
uncertainty about the best evidence?
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Discussion

Contact: kirstin.borgerson@dal.ca
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