
On the need for evidence-based psychiatry

Evidence-based medicine has, for
the most part, been enthusiastically
greeted by policymakers, purchasers,
and clinicians. Some of those directly
involved in patient care, however, are
wary of the term and of its possible
exploitation and consider it a way of
justifying cuts in services and strait-
jacketing medical practice by restrict-
ing clinical freedom and judgement.
In psychiatry, some clinicians main-
tain that they have always based their
practice on evidence, whereas others
feel that evidence-based medicine has
limited relevance to complex mental
health problems.

Although psychiatrists have long
recognised the importance of exter-
nal evidence (1), it is incontrovertible
that clinical practice has not been
consistently and optimally based on
the best current evidence. Historical
examples of widely used interven-
tions that were not based on evi-
dence include leucotomy, insulin
coma therapy, and psychoanalysis.
Use of these treatments gradually de-
clined for several reasons, including
the absence of evidence of effective-
ness. The contemporary use of high-
dose neuroleptics (2), the trend
toward using community psychiatric
nurses to treat patients with common
mental disorders (3), and several as-
pects of mental health policy (4, 5)
show that a wide gap between re-
search and clinical practice continues
to exist. Equally as important, some
interventions of proven efficacy,
such as family psychoeducation for
patients with schizophrenia (6), are
probably not as widely available as
they should be. Clearly, a more direct
and dynamic relation should link re-
search findings to patient care: This
relation is the focus of evidence-
based medicine.

The aim of evidence-based psy-
chiatry is to ensure that individual
patient care is based on the most up-
to-date evidence and results in the
best possible patient outcome. Of

course, the aim of improving the
quality of mental health services is
not restricted to evidence-based
practitioners. Policymakers have also
recently made many attempts to im-
prove services. In the United King-
dom, several initiatives, such as the
Care Programme Approach, the su-
pervision register, and the supervised
discharge order, have been intro-
duced in response to widespread
anxiety about the failings of mental
health services. These initiatives are
an attempt to improve standards
by prescribing systems of care and
procedures.

The approach of evidence-based
medicine is different, although com-
plementary. Starting with an individual
patient's problem(s), an evidence-based
practitioner aims to explicitly apply the
best available evidence to each stage of
the clinical decision-making process.
Evidence-based medicine emphasises
the importance of accurate clinical as-
sessment. Therefore, classification of
the problem is necessary to allow the
appropriate application of external evi-
dence. For individual patients, deci-
sions about therapy and prognosis are
usually best informed by external evi-
dence if an accurate diagnosis is made.
Alternative methods of classification,
however, are being used increasingly in
research studies, especially in trials of
interventions, such as case manage-
ment, in which the nondiagnostic term
"severe (or serious) mental illness" is
often used (7). Psychiatrists need to
keep a flexible and utilitarian approach
to classification of a patient's problem,
recognising that the "correct" classifi-
cation is that which optimally guides
clinical decision making to produce the
best outcome.

The central feature of evidence-
based medicine is the direct and ex-
plicit application of external evidence
to patients' problems, using an in-
creasing number of strategies derived
from biostatistics and epidemiology.
These strategies augment clinical

skills, experience, arid judgement and
allow clinical decisions to be made
more effectively and efficiently (8).
In comparison with the "top-down"
approach of policymakers, evidence-
based medicine focuses on the in-
dividual components of care—as
opposed to systems of care—and en-
dorses only clinical guidelines that
are based on sound evidence and
are flexible enough to help, rather
than hinder, the clinician. Instead of
waiting for guidelines to be produced
by others, these practitioners actively
seek out and appraise evidence.

In practical terms, the practice and
teaching of evidence-based medicine
focuses on 5 linked activities:
1. Formulating a precise clinical ques-

tion, which involves 3 main steps:
a. Defining the patient's problem,
b. Defining the manoeuvre

(e.g., a cause, a preventive
measure, a diagnostic test, a
prognostic factor, or a treat-
ment) to be done,

c. Specifying the clinical out-
comes of interest.

2. Finding the evidence to answer
the clinical question.

3. Appraising the evidence for its va-
lidity and relevance to the clinical
question. One of the most charac-
teristic aspects of evidence-based
medicine is the explicit critical ap-
praisal and classification of evi-
dence. Evidence from clinical
research studies is considered to
be more trustworthy than reason-
ing from basic pathophysiology,
psychology, or clinical intuition.

4. Integrating the evidence with clini-
cal expertise and patient values and
applying the result to the clinical
problem,

5. Evaluating the clinician's perfor-
mance.

Getting research into practice
Ensuring that practice is based on
the current, best evidence requires
the clinician to be up-to-date. Using
electronic databases is 1 way of find-
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ing the evidence, but access and rime
may be limited. Alternatively, sys-
tematic reviews allow clinicians and
others to digest clinically important
findings from the vast medical litera-
ture (9). 2 important sources of high-
quality systematic reviews of health
care interventions are the Cochrane
Collaboration and the National
Health Service (NHS) Centre for
Reviews and Dissemination. The
schizophrenia module of the Coch-
rane Database of Systematic Reviews
(CDSR) currently contains 6 com-
pleted systematic reviews on subjects
that include family intervention in
schizophrenia, case management in
severe mental illness, and the treat-
ment of tardive dysldnesia. More
continually updated reviews of treat-
ment for schizophrenia and depres-
sion will become available over the
next few years. The CDSR is now
published as part of the Cochrane
Library, which also contains the
NHS Centre's Database of Abstracts
of Reviews of Effectiveness (DARE),
a collection of structured abstracts
and bibliographic references of re-
views, several of which are appli-
cable to psychiatry.

Although these initiatives fulfill an
essential role by producing regularly
updated systematic reviews of evi-
dence of clinical effectiveness, an in-
evitable delay exists between the
publication of important evidence
and its incorporation into a review.
Secondary publications fill this gap,
2 of which are ACP Journal Club and
Evidence-Based Medicine. The latter
covers the specialties of general prac-
tice, surgery, obstetrics and gynae-
cology, paediatrics, psychiatry, and
general medicine. The aim of these
journals is to locate and summarise
the small number of clinical articles
that are clinically important and to
publish them as structured abstracts,
with commentaries provided by expe-
rienced clinicians. For specialists, only
a limited number of summaries in

these 2 journals may be relevant, so
plans are under way to publish several
similar journals for individual special-
ties: Firm plans are in place for Evi-
dence-Based Psychiatry and Psychology.

The research needs of evidence-based
psychiatry
Clearly, the successful practice of
evidence-based medicine requires the
existence of high-quality evidence.
Although most therapy decisions in a
range of settings in psychiatry can al-
ready be evidence-based (10, 11), the
adoption of evidence-based practice
will create a demand for more high-
quality and clinically applicable re-
search studies. At present, 2 issues
that limit the clinical usefulness of
current research findings are the lim-
ited external validity of many treat-
ment studies and the problems in
applying the outcome measures used
in research studies to real-life clinical
situations. Large, pragmatic (i.e., re-
flecting everyday clinical practice),
randomised, controlled trials are in-
creasingly being recognised as pro-
viding the most accurate estimates of
the effectiveness of clinical interven-
tions (12, 13).

Applying research findings to clini-
cal practice is easiest when the results
are expressed in event-like measures
from which measures of effectiveness,
such as the absolute risk reduction
and especially the number needed to
treat, can be calculated (14). In psy-
chiatry, because few clear-cut dichoto-
mous outcomes exist, many research
results are reported using continuous
measures. Although this method may
avoid arbitrary cut-offs and provide
greater statistical power, these mea-
sures tend to be difficult to interpret.
Evidence-based practitioners require
that researchers report clinically
meaningful categorical outcomes and
that incorporate the values of patients,
clinicians, and the public.

Contemporary psychiatrists are
faced with rapidly changing mental
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health policies and public attitudes
and expectations. The move toward
community-based care, away from
traditional hospital bases and informa-
tion resources, means that psychia-
trists must deal with variations in the
presentation of illness and changes in
clinical practice. Heightened public
expectations and scrutiny are best met
by consistently using evidence-based
clinical practice. Evidence-based
medicine provides a framework that
will empower psychiatrists, ensuring
that they remain equipped to face
new and current challenges and to
maintain and improve standards of
clinical practice.
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