
A new buzzword entered the
medical lexicon in 1992, when
the Evidence-Based Medicine
Working Group published one of
the first articles on the phenome-
non in JAMA. In the years since,
the role that Evidence-Based
Medicine (EBM) plays in medical
care has increased exponentially.
Yet, some now question whether
it should play such a prominent
role.

“[EBM is not] medicine based on
evidence, but the equivalent in
the field of medicine of a cult with
its unique dogma, high priest… 

and fervent disciples,” opines Dr.
John Service, editor-in-chief of
Endocrine Practice. Indeed, if a
doctor questions EBM today, it
seems he or she runs the risk of
being branded an infidel or heretic,
or worse. 

Proponents of EBM assume it will
improve the quality of health care
by basing medical decisions pri-
marily on statistically valid clinical
trials; and, so, information gained
from randomized clinical trials
(RCT) preempts information from
all other sources. Yet, isn’t it ironic
that a review of the literature by 

this author and     
others turns up  
no evidence as

defined by EBM to validate this
assumption?

“The failure to conduct a random-
ized control trial, the recognized
best form of evidence according to
EBM, and reliance on expert opin-
ion, namely theirs (the worst form
of evidence according to them),
hoist EBM by its own petard,” notes
Service.

EBM purports to provide “statisti-
cal proof” when, in fact, what it
provides is “statistical data.” Data
does not necessarily equate to
proof. Data is open to interpreta-
tion, which can change over time
or vary depending upon one’s
perspective. 

Dr. George Spaeth makes this
point in evaluating the Ocular
Hypertension Treatment Study,
which involved more than 1,000
people who had increased intraoc-
ular pressure but no optic nerve
damage or visual field loss. Only
five percent of those treated went
on to develop visual field loss,
whereas 10 percent of those not
treated did. This data can be used
to argue either for or against treat-
ment, Spaeth notes, depending on
one’s interpretation and incentives.
The treating physician could argue
that instituting early treatment
would reduce visual field loss from
glaucoma by 50 percent. Yet, a
third party payer with financial
incentive could just as easily argue
against treatment, noting that the
overwhelming majority of patients
with elevated intraocular pressure
do not get worse, even when not
treated. Consider the evidence.
Who is right? They both are. 

Is there, indeed, a best practice
regarding the approach to elevat-
ed intraocular pressure? If so, how
should the algorithm be construct-

ed? Who should have the ultimate
discretion in making that decision?
Should it be the treating physician,
with the best interest of the indi-
vidual patient in mind? Or a third
party with the best interest of the
bottom line in mind?  

Clinicians now fear medical mal-
practice suits, if they do not follow
EBM guidelines in the treatment
of a patient. But, as one resident
recently asked me, which guide-
lines do you follow? Even guide-
lines about the same disease can
vary substantially, depending upon
which professional organization
promulgated them. What’s more,
by following them, don’t we freeze
medicine into the year 2004? How
is progress to be made in health
care, if we are forced to walk
lockstep with algorithms promul-
gated last year or the year before?

It is not the epidemiological data
of EBM that I question but, rather,
the manner in which it is used to
displace clinical judgment. The
physician has taken the history,
performed the physical, reviewed
the labs, and discussed the illness
with the patient and family. He
knows the patient’s wishes, desires
and values. All of this critical
information must be considered by
clinicians when treating patients.
EBM relies primarily on epidemio-
logical data. EBM then uses this
data in such a way that it preempts
all other information that the
treating physician has collected. In
fact, non-quantifiable information
such as the patient’s values and
the physician’s clinical experience
are not even taken into account in
EBM. It is absurd to think that a
third party, operating at a distance
in time and space from the patient
being treated, is able to make a 

Medical Care Today  | By Richard O. Dolinar, MD

Evidence-based medicine
ain’t evidence based

18  | AzMed September/October 2004 

MAYO CLINIC ARIZONA

Hospital-Based Internist
Mayo Clinic Arizona is a 310-physician, tertiary medical
center operating in both Phoenix and Scottsdale with a
multi-specialty group practice.

The Division of Hospital Internal Medicine is recruiting a
Hospital-Based Internist. Qualified candidates must be
BE/BC in Internal Medicine or have completed an 
additional year as a Chief Resident. Responsibilities
include direct inpatient care, resident supervision, and
teaching. Research opportunities are available.

The Mayo Clinic offers a competitive compensation and
comprehensive benefits package. For consideration,
please forward your CV to: James A. Wilkens, M.D.,
Chair, Search Committee, Mayo Clinic Arizona, c/o
Human Resources-ASB, 13400 E. Shea Boulevard,
Scottsdale, AZ 85259.

As an Equal Opportunity Employer, we value diversity.

For additional employment opportunities, visit our
website at:

www.mayo.edu



September/October 2004                                                                                                                                                                                                                    AzMed | 19

M Ve ed oic

A

IMAGINE
THOUSANDS OF CALLS 
YOU WILL NEVER HAVE TO MAKE

…OR TAKE!
PROVEN TO:
■ Dramatically 

Reduce The 
Number Of Calls 
To And From Your
Office

■ Decrease
“No Shows”

■ Boost  Office
Revenue

■ Reduce Operating
Costs

■ Increase Office
Productivity

■ Increase Patient
Satisfaction

Recommended and Endorsed by:

UTOMATICALLY
COMMUNICATE…
Lab result outcomes
Follow-up instructions
Referral authorizations 
Appointment
reminders 
Patient recalls 
Preventative health
reminders 
And more

Ask Us About
Message On-Hold

Too!

www.MedVoice.com

© 2002 TelTrax Corporation

No expensive equipment to purchase,
telephone lines to install or software to
configure and maintain. All you need is
your office telephone.

Call 480-481-9292 For A 
30 Day FREE Trial

Affordable for
One Physician or One Hundred!

better medical decision than the
treating physician and, therefore,
should be allowed to preempt the
treating physician’s decisions. 

Entire medical conferences are
devoted to EBM, focusing on the
statistical purity of the study.
Statisticians are often hired to
participate in such conferences.
Meanwhile, the clinical question
for which evidence was being
sought takes a back seat. “The
result is form taking precedence
over substance,” says Service. In
the process, it is often forgotten
that responses of a group as an
aggregate can be quite different
than the response of an individual
to a specific therapy. Patients are
individuals, not groups. When
one treatment is shown to be bet-
ter than another on a population
basis, this does not necessarily
mean that it is the best treatment
for the patient.

The decisions whether to treat
and how to treat a disease ulti-
mately lie with the patient, who
makes these decisions with the
assistance of his or her physician.
It’s a value judgment, and there is

no way to measure value. It is not
quantifiable in inches, pounds or
miles-per-hour. A third party can-
not make value judgments on
behalf of another. 

The ultimate discretion regarding
how information from multiple
sources (including EBM, prior
clinical experience, and the
patient’s unique circumstances,
wishes and desires) are integrated
for the treatment of an individual
should be in the hands of the
treating physician. Since the
physician has the ultimate respon-
sibility for the care of the patient,
he should have the ultimate dis-
cretion.  AM
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