
Bringing evidence to the point of care

Evidence-based medicine calls for the
integration of our clinical expertise and
our patients' values with the best avail-
able external evidence (1). To accomplish
this, we must translate our information
needs into answerable questions and then
seek the best information with which to
answer them (2). Critics of evidence-
based medicine have appropriately sug-
gested that its practice may require time
and resources unavailable to busy clini-
cians (3). Davidoff and colleagues sug-
gested that a general physician would
need to read 17 articles each day to keep
up with the current medical literature (4).
Clinicians have little time to set aside for
keeping up-to-date or for reading in be-
tween seeing patients, and self-reported
weekly reading times reflect this: Con-
sultants report reading from 30 to 45
minutes each week, while house officers
report from 0 to 20 minutes (5), Further,
some clinicians don't have quick access
to the evidence and may have to travel
several floors, blocks, or even miles to
visit their local library to find it.

Proponents of evidence-based medi-
cine are meeting these challenges in vari-
ous ways. The development of the
Cochrane Library, along with the grow-
ing number of evidence-based journals
of quality- and relevance-filtered second-
ary publications (e.g., Evidence-Based
Medicine and Evidence-based Health Policy
and Management) and the creation of
"best evidence" sections in a number of
established journals (e.g., Journal of Pe-
diatrics and Journal of Family Practice),
have resulted in better accessibility of
high-quality evidence for clinicians. The
Cochrane Library is available on CD and
on the Internet for electronic searching.

Family physicians have expressed
great interest in having patient-educa-
tion materials, drug information, and
overviews of treatment recommenda-
tions available on computers (6). House-
staff have stated they like having access
to high-quality evidence at the bedside
but would prefer to have it available for
use within 30 seconds (7). These sur-

veys suggest that we need to find ways
of speedily delivering high-quality evi-
dence to the point of care.

Several groups are working to find
ways to provide quick access to the evi-
dence. We recently used an evidence
cart (7) that included a notebook com-
puter containing Best Evidence (a CD
containing ACP Journal Club and Evi-
dence-Based Medicine), the Cochrane Li-
brary, MEDLME, and a collection of
149 one-page summaries of critically ap-
praised topics (CATs) created in re-
sponse to clinical questions posed by pre-
vious members of our clinical teams (8).
The cart (housed in a seminar room be-
tween our wards) was used on our clinical
and teaching rounds and whenever a
member of the clinical team posed a ques-
tion. The resources that could be accessed
the fastest (we could find specific 1-page
summaries in under 12 seconds) were used
most frequently and most often resulted
in a successful search. Our speed of access
to evidence using these resources was
probably more rapid because these re-
sources were developed by otir clinical
teams for this purpose and, therefore,
their contents were well known to us.
However, such customised information
is being developed in a number of set-
tings. We could access specific entries
in Best Evidence in 23 seconds (about
the upper limit of time we were willing
to devote to searching during our
rounds) and found that we could answer
16 questions using this resource on die
ward in the time it took us to answer
just one using the library (4 floors away).
MEDLINE was successful at answer-
ing our questions (59% of the time) but
was so slow (mean time for a successful
search was 90 seconds) that most
searches were completed outside of
rounds. Similarly, the evidence in the
Cochrane Library was superb, but it
took too long to find during rounds.
The evidence found altered the clinical
approach of at least 1 team member
48% of the time. During the month
after removal of the cart, the team iden-
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dence. Because our team felt that the I.
"worst thing" about the evidence cart
was its bulk, we abandoned the cart and
issued every team member a hand-held: •!•
(Toshiba or Epson) computer (8). These: :l.
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Because the current generation of hand-:'). |;:.
held computers are too slow for routine. §;••
use, we are turning our attention to evalv:|:..;
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carried on the chart rack and taketi io-;:f-;.
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Other groups have tested similar ap-;:: f̂-'.-
proaches for bringing rapid evidence to; |::i •

:

the point of care. Helwig and colleagues ;;f:;;:.
(9) are providing Newton MP200Q;;:|;:;;;:?
palm-top computers containing soiue:|;;;.::
evidence-based materials to medicst;.;||: •;
students completing an ambulator^ ;p=:.
medicine rotation. Students wereabk.;*-.;:-
to find answers to clinical questions; §:...:
within 30 seconds. Further analysis of fep"
project is ongoing. Ebell and colleaga| rj.>^
(10, 11) have developed an applies
for Newton hand-held computers
provides critical appraisals
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Randomised controlled trial

Varenicline can help smokers to stop
smoking by gradual reduction
10.1136/ebmed-2015-110199
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Context
Around 70% of smokers say they want to quit smoking. However, if they
are asked to set a quit date ‘right now’, the figure comes down to around
5–10%. In practice, we need to realise that there is a range of motivation
for change. Smokers can be grouped into those wanting and not wanting
to quit. Among those wanting to quit, some may have tried and failed so
many times that they have more or less given up trying. Among those
not wanting to quit, there are those who want to manage their smoking,
get it under better control and reduce it. There is also a small group that
do not want any change.

It has been suggested that highly motivated smokers and those
relatively early in their quitting phase are the ones likely to benefit from
abrupt quitting. However, more smokers can probably be helped if
smokers with very low self-confidence and those wanting to reduce are
given sensible and less dramatic options.1 Interestingly, studies with
nicotine replacement treatment that have recruited smokers not interested
in quitting but in reducing smoking found that many smokers actually
stopped smoking altogether.2 Varenicline is a smoking cessation treat-
ment considered to be effective, and is of special interest because it
reduces the reward from nicotine.3

Methods
In this randomised controlled trial, 1510 smokers from 10 countries and
61 centres, who were not wanting to quit, were randomised on vareni-
cline or placebo. They were instructed to reduce smoking by 50% at week
four and by 75% at week eight and to make an attempt to quit at
12 weeks. The participants continued taking medication up to week 24,
and thereafter they were followed up for an additional 28 weeks.

Findings
In the varenicline group, 32.1% managed to be continuously abstinent
during the past 10 weeks of treatment (weeks 15–24), while 6.9%
managed to do so in the placebo group, relative risk (RR)=4.6. From week
21–52, the figures were 24% and 6%, respectively, RR=4. Serious adverse
events were similarly uncommon in both treatment arms. Nausea, abnor-
mal dreams and insomnia were significantly more common in the vareni-
cline arm.

Commentary
These findings suggest that varenicline may be suitable not only for
smokers interested in abrupt quitting but also for smokers not willing to
stop abruptly. Thus, it is likely that, with this alternative, more smokers
can be engaged in activities leading to complete cessation. Similar
studies support the current finding, as does the observation from this
study that the number of quitters increased up to 18 weeks.

A limitation of this study is that it is difficult to generalise results to
normal practice since the smokers were given 18 clinic visits. It is likely
that the absolute level of results will be somewhat lower in normal
practice. Further research in testing effective procedures for engaging
more smokers is needed. For example, it would be interesting to invite
smokers (regardless of motivation to stop) and measure total quitting if
randomised to: (1) the standard procedure; (2) choosing between standard
procedure and reduction to quit; (3) choosing between standard proced-
ure, reduction to quit and just managing smoking.

Implication for practice
For smokers not ready to stop abruptly, a less dramatic intervention, such
as varenicline, can help to stop smoking.
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Strata SE. Bringing evidence to the point of care. Evid Based Med 1999;4:70–71. The author’s surname should be spelled
’Sharon E Straus’.
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