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Editorial
The interest around EBM was born from the belief that it might
reduce the concerns raised in recent years about health care. Such
concerns involve the quality of medical practice, the unwarranted
variation in the use of medical procedures, and the risk of decreasing
quality of care of physicians as they progress in their practice, as
outlined in the following paragraphs.
There is evidence that the quality of medical practice is not
consistent with the ongoing development of the medical knowledge
[1,2]. Diagnostic and therapeutic practices of proven effectiveness
are often underused, whereas other practices are overused in contrast
with trustworthy clinical practice guidelines, and their improper use
can result in.
A pointer of such inconsistencies is the well-demonstrated
existence of considerable variation of care in the clinical practice,
not explained by patients’ characteristics or preferences, and instead
related to local clinical routine, physicians’ specialties, training and
opinions, and other factors [3,4].
Finally, there is evidence that doctors frequently perform their
practice as a series of automatic interventions according to the standard
formula [if…then…], a practice resulting in lower professional skills
and in providing lower quality of care as they progress in their medical
career [5,6].

Can EBM contribute to overcome these concerns?
“Within 5 years of the first proposal [in 1992], evidence-based
medicine (EBM) has received enthusiastic endorsement from editors
of prominent medical journals, achieved the publicational outlet of
its own new journal, and acquired the sanctity often accorded to
motherhood, home, and the flag” [7]. Though ironic, this statement
by Feinstein and Horwitz provides an exact account of the fervent
acceptance of EBM in the medical literature. According to the precepts
of EBM, clinicians should identify and adopt methodologically sound
published evidence when deciding on the treatments or diagnostic
procedures for their patients. However, EBM has been conceived
according to two different approaches: EBM as a new paradigm of
clinical practice, or EBM as a component of the physician’s expertise
in the care of an individual patient.
EBM as the new paradigm of clinical practice. According to
the Evidence-Based Medicine Working Group (chaired by Gordon
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Guyatt): “A new paradigm for medical practice is emerging. Evidencebased medicine de-emphasizes intuition, unsystematic clinical
experience, and pathophysiologic rationale as sufficient grounds for
clinical decision making and stresses the examination of evidence
from clinical research” [8]. In Kuhnian terms, EBM should replace the
“no longer tenable paradigm of traditional medical practice,” as reaffirmed and expanded in the three editions of the Users’ Guides to the
Medical Literature published up to date [9-11]. This concept of EBM
disregards the clinical expertise of physicians in caring individual
patients, acquired through a lifelong habit of learning and reflection at
the workplace. Population-derived research evidence has its role but
cannot overlook the physician’s approach to the care to the individual
patient.
EBM as a component of the expertise of clinicians and of the
preferences and values of patients can contribute to approach the
current concerns on the quality of medical practice. This EBM model
was introduced by David Sackett “Evidence-based medicine involves
the conscientious, explicit and judicious use of current best evidence
in making decisions about the care of individual patients. The practice
of evidence-based medicine consists of integrating individual clinical
expertise with the best available external evidence from systematic
research. By individual clinical expertise we mean the proficiency
and judgement that individual clinicians acquire through clinical
experience and clinical practice.” [13].
However, EBM is not of help to approach two cardinal components
of the clinical expertise, ie diagnosis and patient-doctor relationship.

EBM and diagnosis.
The diagnosis and the diagnostic process are weak points of EBM.
In the publications by the Sackett’s group the chapter on diagnosis is
fully dedicated to diagnostic tests. The Users’ Guides to the Medical
Literature (3rd edition) report the standard distinction between
“pattern recognition” and “probabilistic diagnostic reasoning”, the
latter representing an inadequate and partial definition of the analytic
diagnostic process [14]. Neither the series of publications by the Sackett’s
group nor the Users’ Guides contain any information on the cognitive
aspects of the diagnostic process (e.g. generating hypotheses, comparing
the information provided by patients with memorized illness scripts,
or the important issue of diagnostic errors). Eventually, the Fowler’s
statement that, “evidence-based medicine only follows when a correct
diagnosis has been made” appears to be appropriate [15].
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EBM and the patient-doctor relationship.
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The physicians’ attitude towards establishing a sound relationship
with the patients represents a key element of good practice [16, 17]. As
written by Osler: “Medicine is more than the sum of our knowledge
about diseases. Medicine concerns the experiences, feelings and
interpretations of human beings in often extraordinary moments of
fear, anxiety and doubt.” The seeds of this concept should be conveyed
to students in the medical school, and then developed in their
professional career. Instead, there is evidence that the natural empathy
and patient-centered approach of the medical students tends to decline
as they progress in their clinical curriculum [18], and that patients
frequently complain about inappropriate behavior of physicians,
stressing disrespect, misinformation and perceived unavailability [19].
Although this aspect clearly would require special attention, there is no
element in the EBM-related educational initiatives to foster a positive
and compassionate relationship of physicians with their patients.
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Outside EBM: deliberate practice.
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Another citation from Osler is relevant here: “To study the
phenomena of disease without books is to sail an uncharted sea,
while to study books without patients is not go to sea at all.” Beyond
and before the search and use of population-derived evidence from
the literature and in contrast with a practice performed routinely by
means of automatic interventions, the performance of “deliberate
practice” [20], is a key for a sound approach to the medical profession.
“Deliberate practice” i.e. a practice associated with reflection and
continuous learning at the workplace is a key factor of the medical
profession as shown by the relationship between large volume of
medical practice and improved outcome in many clinical areas (e.g.
myocardial infarction, heart failure, pneumonia, and surgery [21, 22]).
The EBM movement should not bring about the unintentional effect
of distracting young trainees from deliberate practice and continuous
learning in the workplace.
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Moving towards a tentative conclusion: EBM can be conceived
as the search, evaluation and use of literature evidence to support
the approach to clinical problems. EBM, i.e. the search and use of
published evidence, is only a component and not a new paradigm of
physicians’ professional skills and clinical expertise.
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