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Evidence-based paediatrics is the
practice of child health care based on
the best available evidence that we are
doing more good than harm. Physi-
cians and other health professionals
who care for children are involved in
four broad categories of care: preven-
tion and screening, diagnosis, treat-
ment, and rehabilitation.

Evidence-based paediatrics is neces-
sary because, unless we use the best
available evidence, we have the capac-
ity to do harm, given the position of
power entrusted to us by our patients
and their families. Examples of harm
abound, even in such presumably in-
nocuous activities as screening. One
example of harm from screening is
"labelling," that is, the child, family, and
community thinking that something is
wrong with the child and treating him
or her accordingly. Bergman and
Stamm's important study done over 3
decades ago on children with heart
murmurs (almost all of which were
nonciinical), and the psychological and
practical problems associated with
carrying the label "heart murmur,"
describes a classic example of more
harm than good (1).

Another example involves screen-
ing healthy children for cholesterol
levels. No evidence exists that such
screening decreases morbidity and
mortality from heart disease in adults.
Yet great pressure is being applied for
this type of screening to be done. What
are the psychological and physical im-
plications associated with such screen-
ing? What about the financial costs?

Practitioners of evidence-based pae-
diatrics need answers to these questions
before screening healthy children for
cholesterol levels. When the answers
are not available, guidelines from offi-
cial bodies recommending a particular
practice must be challenged. For ex-
ample, pressure from HMOs, insurance
companies, governments, and other
third-party payers for physicians to use
clinical practice guidelines for scfeen-
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ing must be vigorously resisted unless
these guidelines are evidence-based.
Evidence-based guidelines are available
in the category of prevention of child-
hood illness, thanks largely to the ef-
forts of the Canadian Task Force on the
Periodic Health Examination and the
U.S. Preventive Services Task Force.

In the category of diagnosis, we
must examine the rapidly escalating
use of laboratory tests in the assess-
ment of childhood illness. What is the
evidence that children (with most
acute or chronic childhood illnesses)
who are given a battery of laboratory
and radiology tests fare better than
those whose diagnosis is made using
a careful history and physical exami-
nation? 1 believe that randomised con-
trolled trials (RCTs) of tests are un-
necessary for many conditions. For
example, children with primary noc-
turnal enuresis used to have a barrage
of investigations done—urinalysis,
urine culture, vesicoureteral cystog-
raphy, and up until the last 20 years
or so, cystoscopy—to rule out renal
disease. Most of these investigations
are no longer done because some are
costly, some are painful, and none have
been found to be worthwhile. But surely
a routine urinalysis and urine culture—
painless and relatively inexpensive—
should be done? The answer to that
would be "yes" if children with primary
nocturnal enuresis could be shown to
have significantly more renal problems
or urinary infections than the general
population of nonenuretic children and
if the diagnosis and treatment of these
problems made a difference. We have
recently shown that children with
typical enuresis (normal growth and
development, no daytime urinary prob-
lems, and a normal physical examina-
tion) are no more likely to have
abnormal urinalysis results than are
nonenuretic children (2).

Another example of the worthiess-
ness of certain tests for the routine
workup of common paediatric problems

is the use of abdominal ultrasonogra-
phy for typical childhood recurrent ab-
dominal pain. A descriptive study (3
showed that no children were helpe<
by the procedure, even though a fail
number were thought to be "abnor-
mal," which led to further investigation!
and consultations. The subsequent
follow-up of the "abnormal" test result
did not lead to a change in diagnosis
to the identification of an otherw:
treatable problem in a single patie
Thus, for typical children with prima
nocturnal enuresis and recurrent al
dominal pain, such investigations do n
appear to add benefit over and above
careful clinical assessment.

What about the reassurance val
of normal test results? No eviden
exists in paediatrics that children w
have normal test results and their fami
lies are more reassured than those w
have no tests done. For that matt
little evidence exists about the reassur
ance value of testing in adult medicit]

Treatment, the third category
child health care, has had the mostev
dence compiled for benefits that excee
harms. For example, in the treattnei
of the commonest chronic childhpc
ailment, asthma, the use of prophyk'
tic inhaled steroids clearly does mo!
good than harm (4). The reason go
evidence now exists for many safe aii
effective therapies in paediatrics is tti;
the RCT has become the gold staadai
for evaluating treatment.

Rehabilitation, the last category,
another area where RCTs are becofli
ing indispensable, but we still h j
long w.ay to go. Dyslexia, a lifelbn,
problem affecting about 5% to 10%
children, has been shown to hs
inherited problem of phonology
processing. An RCT of readlng;|
mediation using mainly phonics: n|
been found to be effective (5). Atten
tion-deficit hyperactivity dis
(ADHD), another common chr°«
paediatric disability, has also re<j<
been found to be mainly an inherits
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orogeiiito inhibition. Many RCTs
• haveiiow been done that show methyl-
ph^date-or. dextroamphetamine to

: be effective (6).
. In nummary, clinicians caring for

children need to be aware of die evi-
dence about the benefits and harms of
preventive manoeuvres, diagnostic
strategies, treatments, and rehabilitation
techniques. Child health researchers
need the motivation and the funding to
do much more research to generate data
to guide clinical decisions. The re-
searchers, clinicians, and other decision
makers (e,g., administrators and govern-
ment officials) also need to communi-

cate more effectively to ensure the
transfer of research into clinical prac-
tice that does more good than harm to
children.

We have no excuse for not practic-
ing evidence-based paediatrics. We
have no excuse for not getting more
and better evidence.

William Feldman, MD
Royal College of Physicians and

Surgeons of Canada
Ottawa, Ontario, Canada
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