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Thanks for inviting me! 
 

And sorry I can’t be with you in person 



  

“The conscientious, judicious and explicit 
use of current best evidence in making 
decisions about the care of individual 
patients”  - Sackett et al 1996 

 
 

“motherhood and 
apple pie”???   

 
 

EBM is…. 
 

 

“The use of mathematical estimates 
of probability of benefit and harm, 
derived from populations/samples, 
to inform clinical decision-making”   
- Greenhalgh & Donald 2002 

 
 



Campaign for #RealEBM 2014 



#Rubbish EBM We shared stories about… 

…patients and loved ones 
who died without (and 
sometimes despite) the 

best evidence-based care  

…a generation of doctors 
who engage defensively 

rather than critically with 
evidence-based guidelines 

…Cochrane reviews  
that are ‘methodologically 
robust’ but fail to inspire, 

inform or influence 

…appropriation and 
commercialisation of the 

EBM brand by pharma and 
other vested interests 

… ‘shared decision making’ 
failing to deliver despite  
(or maybe because of) 
evidence-based tools 

…government interference 
in professional practice, 

using EBM as an 
‘instrument of abuse’ 

…the lack of attention paid 
by people who produce 

‘evidence’ to the needs of 
those who might use it  

…our own Janus identities: convinced of EBM’s benefits, but wary of its potential harms  

…an ethical and existential 
agenda (how should we 

live? when should we die?) 
pushed aside by EBM 

…the seductive but ever-
receding goal of succinct, 

universally-accessible, 
evidence summaries 







 



Heart Failure 1: Making the Patient 
Obey the Evidence (Richard Lehman) 

Patients in Real Life: 

Median age 76, equal gender mix, half have preserved  LV 
ejection fraction, invariably have comorbidity 

 

Patients in “Landmark Trials”: 

Median age 63, 70-90% male, recruited for reduced LVEF, 
comorbidity an exclusion criterion 



End points in heart failure trials: 
 

Patient Priorities: 

Relief of breathlessness, fatigue, pain  

Most will trade better function for shorter life 
 

Trial Outcome Measures: 

Survival 

Hospitalization 

Heart Failure: Making the Patient 
Obey the Evidence (Richard Lehman) 



Heart failure drugs and doses: 
 

Patient priorities: 

Maximum  absolute personal benefit: NNT/NNH 

Minimum harm and disruption 
 

Triallist priorities:  

Incremental relative gain 

Up-titration of dosage till the patient drops 

Close monitoring e.g. of electrolytes, creatinine, weight 

 

Heart Failure: Making the Patient 
Obey the Evidence (Richard Lehman) 



“Rubbish EBM” in heart failure: 

• Maximally Disruptive Medicine: more and more drugs, 
meaningless up-titration, endless testing 

• Minimal symptomatic benefit 

• Minimal effect on hospital usage 

• Slight increase in length of dying process 

• Huge costs – heart failure clinics, nurses etc 

• Patients’ lives dominated by disease and uncertainty 

• ‘Shared decision making’ doesn’t really happen 

Heart Failure: Making the Patient 
Obey the Evidence (Richard Lehman) 



#RealEBM: defining features 

• Makes the ethical care of the patient its top priority 

• Demands individualised evidence in a format that 
clinicians and patients can understand 

• Is characterised by expert judgment rather than 
mechanical rule following 

• Shares decisions with patients through meaningful 
conversations 

• Applies these principles at community level for evidence 
based public health 



What is this word ‘Renaissance’? 

• French for ‘rebirth’ 

• Began in Italy, 14th C 

• A major focus was on 
humanism  

• e.g. Mirandola’s Oration on 
the Dignity of Man 

• Understand dignity [and 
suffering etc] through art, 
music and literature 

 



Example 

• The nature of his father’s 
suffering 

• The evidence base for different 
interventions / approaches to 
treatment and palliative support 

• The ethical question “what to do 
(professionally, personally)?” 

• An autobiographical narrative 
(evocative, compelling, moving)  



A Renaissance for EBM? 

• Recognise that not all 
research questions are 
reducible to PICO 

• Value, and seek to 
understand, other 
disciplines e.g. philosophy, 
social sciences, literature 

• Build a new, stronger 
interdisciplinary agenda for 
EBM   

 Michelangelo, Creation of Adam, c1512 



Some questions for EBM’s Renaissance 

…a generation of doctors 
who engage defensively 

rather than critically with 
evidence-based guidelines 

…government interference 
in professional practice, 

using EBM as an 
‘instrument of abuse’ 

…an ethical and existential 
agenda (how should we 

live? when should we die?) 
pushed aside by EBM 

How can we combine our knowledge 
of clinical epidemiology with insights 
from other disciplines to study…  
 
 

• …the nature of human dignity and 
what it is to suffer?  

• … the instrumental and rhetorical 
use of evidence by the powerful? 

• … how to promote professional 
judgement and virtues (empathy, 
compassion, altruism)? 
 

 



BMC Medicine ‘Extending EBM’ series… 





Conclusion 

There is huge potential for EBM to work with other 
disciplines so as to enrich its contribution to human 
health and well-being.  

 

Working in an inter-disciplinary way will require some 
un-learning of deeply-held methods and principles. 
These methods and principles are not wrong, but they 
don’t address all the questions. 

 

BMC’s ‘Extending EBM’ series needs to grow! 



Thank you for your attention 
 

                        Trish Greenhalgh         @trishgreenhalgh  

  


