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One s the loneliest number—Harry Nilsson

The examples are numerous and varied. Cubism; the
Heisenberg uncertainty principle; postmodernism in
philosophy, literary criticism, and journalism; the O]
trial—the premise that there is a singular version of the
truthis dead.’? Why then, have some physicians cham-
pioned evidence-based medicine (EBM), a seemingly
reductionist, deductive model of medical practice, at
the time when other disciplines are abandoning this
mode of reasoning? Isn’t EBM fraught with the potential
for oversimplification? Isn’t EBM just an overreaction to
the findings of variations research and a longing by
patients and practitioners for logical singular answers
to complex questions?>-* Yet, who can be against it?
EBM rings of apple pie and sliced bread. The alternative,
“non—evidence-based medicine,” is unthinkable; it
squawks of quackery. Surely, our practice should be
informed by evidence.

Medical decisions are complex. Literature-based evi-
dence, hunches, and feelings derived from experience,
patient preference, and available resources must all be
considered. Each patient and physician, when con-
fronted by the need to make a medical decision, must
determine how much each of these inputs will influence
the decision. This determination requires judgment. It
cannot be evidence-based. Thus, even if EBM methods
consistently deliver the most unbiased estimates of the
truth, medical decisions unavoidably involve matters of
the heart as well as those of the head. EBM isnot a panacea
for the uncertainty inherent in the practice of medicine.”
Evidence-based medicine is a misnomer; evidence-
informed medicine isa more accurate designation. Atits
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best, the EBM processis invoked to inform decisions, not
make them.

In this counterpoint, I focus on how basing an EBM
recommendation on a single published article might
compromise the quality of information offered to a medi-
cal decision. Istress that a fundamental problem with the
single article approach is that it gives one piece of evidence
aweight of one, and all other evidence a weight of zero.
Readers will need to decide whether this all-or-nothing
weighting scheme is a legitimate model for synthesizing
knowledge.

Imagine a legal system that, after permitting all tradi-
tional forms of evidence to be introduced, has the judge
instruct the jury to completely ignore everything but the
testimony of one witness. Would we be comfortable with
that process? Do we really believe that from all the pri-
mary published evidence available to us—randomized
trials, cohort studies, case-control studies, case series—
one piece of evidence merits a weight of 100% and all else
deserves a weight of zero? Are we not better off consider-
ingall of the evidence before passing judgment?

Proponents will argue that limited, best evidence re-
views are required for three reasons. First, simplified
reviews are better for teaching purposes. Second, these
truncated reviews better represent the kinds of EBM anal-
yses thata physician might independently attempt. Third,
itisnot realistic to expect individual investigators to be
comprehensive when federal agencies such as the Agency
for Healthcare Research and Quality (AHRQ; formerly
Agency for Health Care Policy and Research [AHCPR])
spend hundreds of thousands of dollars on each tele-
phone book-sized evidence report.© They justify the use
oflimited evidence by arguing that studies enacted with
designs that are less vulnerable to bias deserve greater
consideration than less robust efforts.”-8 However, there
isevidence that observational studies can be as valid as
randomized control trials, and evidence that quality scor-
ing does not reliably identify articles that better estimate
the truth.”-!'! There isno empiric evidence supporting
the one or zero, all-or-nothing, weighting scheme used in
many evidence-based emergency medicine analyses.

Simplification comes at a price. How do we know if
important evidence was excluded by overly restrictive
criteria? Isit not possible that the “best” study was done in
anunusual setting, or with an atypical patient population,
or by aless than careful investigator? As Iam writing this,
the principal investigator of the sole positive trial of autol-
ogous bone marrow transplant in stage I11 breast cancer
confessed to falsifying the data.'? Proponents of this pro-
cedure had vehemently argued that the South African trial
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was the single most important piece of evidence. They
now understand the risk of divining the truth from a sin-
gle publication.

Disregarding the possibilities for fraud, whatif 10
investigators independently reach the same conclusion, a
conclusion that differs from the one study selected as
“best” evidence? Do we really want to completely ignore
the 10 studies because they did not use the “best” design?
Without doing the comprehensive analysis of all reason-
able evidence, there is no way of knowing whether the
answer derived from a limited EBM analysis of a highly
selective sample of studies will match that gleaned from
the full review. When the EBM process is transformed
from a comprehensive exercise to a task of selecting one
ora few best studies, the likelihood that valid conclusions
will be reached is diminished.

Lest cynicism run unchecked, remember that the spirit
of EBM s fine. We need evidence-informed practice. We
must let the evidence carve out a path of reasonable action,
an interstate on which each patient-physician pair can
selectan appropriate lane. The number of lanes will shrink
as the amount, quality, and homogeneity of the evidence
increases. We need to teach physicians to use information
developed through the EBM process, but such teaching
should be accompanied by full disclosure of the problems
and limitations of EBM and should constitute education,
not indoctrination.

Evidence-based emergency medicine reviews, when
based on alimited review of the evidence, must not be
viewed asirrefutable representations of the truth. They are
good, helpful articles. They instruct and they inform.
Nevertheless, for the most part, they summarize the results
of one orahandful of articles and are better at seeding
debate than delineating truth. To base one’s practice solely
onanevidence-based emergency medicine review is as dan-
gerous as practicing solely on the basis of one’s experience.
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