PURPOSE AND PROCEDURE

The purpose of Evidence-Based Medicine is
to alert clinicians to important advances
in internal medicine, general and family
practice, surgery, psychiatry, paediatrics,
and obstetrics and gynaecology by select-
ing from the biomedical literature those
originat and review articles whose resuits
are most likely to be both cue and wseful.
These articles are summarised in value-
added abstracts and commented on by
clinical experts.

The procedures we follow as we
attempt to achieve this purpose are:

1. Detecting, using prestated criteria,
the best original and review articles
on the cause, course, diagnosis, pre-
vention, treatment, quality of care,
or economics of disorders in the
foregoing fields;

2. Inwoducing these articles with de-
clarative titles and summarising them
in structured abstracts that describe
their objectves, methods, and results;

3. Adding brief, highly expert commen-
taries to place each of these summa-
ries in its proper clinical health care
context; and

4. Disseminating these summaries in a
rely fashion to clinicians at every
stage of their professional careers.

The American College of Physicians
and the BMJ Publishing Group publish
Evidence-Based Medicine bimonthly, under
the editorship of Dr. R. Brians Haynes at
McMaster University in Canada and
Dr. David L. Sackett at the University of
Osxford. The Health Information Re-
search Unit of the Departiment of Clini-
cal Epidemiology and Biostatistics at
McMaster University hosts the editorial
office for the service.

Journals are reviewed according to
the following priority list, based on the
proportion of articles that meet
Euvidence-Based Medicine criteria:

1. Core journals:

American Fournal of Medicine

American Fowrnal of Obsterries and
Gynecology

American Journal of Psychiatry

Amevican Jouwrnal of Surgery

Annals of Internal Medicine

Annals of Surgery

Archives of Disease in Childhood

Archives of Geneval Psychiatry

Archives of Internal Medicine

Aychives of Pedintvics and Adolescent
Medieine

Archives of Surgery

Arthritis and Rbeumatisn

BMY

Britisk Journal of General Practice

British Fournal of Obstetrics and
Gynaecology

British Fournal of Surgery

Cireulation

Clinical Pediatrics

Cochrane Library

Diabetes Care

Hypertension

FAMA

Fomrnal of the Awerican Board of Family
Practice

Fournal of the American College of
Surpe

Forrnal of General Internal Medicine

Fournal of Internal Medicine

Journal of Newrology, Newrosurgery and
Psychiatry

Fournal of Pediatrics

Fournal of Vascular Surgery

Lancer

New England Journal of Medicine

Obstetrics and Gynecology

Pediatrics

Surgery

2. Journals for continuing review:

Acta Obstetricia et Gynecologica
Scandinavica

Age and Ageing

Armerican Fournal of Cardiology

American Fournal of Gastroenterology

American Fowrnal of Public Health

American Jowrnal of Respivatory and
Critical Care Medicine

Annals of Brmergency Medicine

Annals of Medicine

Avebives of Family Medicine

Archives of Newrology

British Journal of Psychintry

British Forrnal of Rbeumatology

Canadian Medical Association Fournal

Chest

Clinieal and Investigative Medicine

Critical Cave Medicine

Fertility and Sterility

Gastroenterology

Gur

Heart

Fournal of the American College of
Cardiology

Fournal of the American Geriatric Society

Fowrnal of Clinical Epidemiology

Fournal of Family Practice

Fournal of Infectivus Disenses
Medieal Care

Medical Fournal of Australia
Neurology

Spine

Stroke

Thorax

This list is subject to modificari@y
based on the relative performance g
each journal according to the criteria s
out below; we also assess journals norf
aated by our readers.
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Criteria for Review and
Selection for Abstracting

1. General: All English-language or;§§
nal and review articles in an ;ssueoi
a candidate journal are conSIder,r_q
for abstracting if they concern tom
ics important to the clinical pract
of internal medicine, general afg
family practice, surgery, psychiatd
paediatrics, or obstetrics a}B
gynaecology. Access to foreign-1a®
guage journals is provided thmu
the systematic reviews we absrra
especially those in the Cochra%
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Library, which summarises artic
taken from over 800 journals
several languages.

2. Studies of prevention or treatme%
random allocation of the partcipag
to the different interventions; ouk
come measures of known or prot
able clinical importance for = 8(E
of participants who entered the B
vestigation; and an analysis consh
tent with the study design. - 3

3. Studies of diagnosis: clearly iden®
fied comparison groups, at least
of which is free of the target dise
der or derangement; either an objo
tive diagnostic standard (e.g-,N
machine-produced laboratory resup
or a’contemporary clinical diagnis
tic standard (e.g., a venogram
deep venous thrombosm} w ch
demonstrably reproducible crite®
for any subjectively interpreted corD
ponent (e.g., report of better—thaﬁ
chance agreement among mcéo
preters); interpretation of the td
without knowledge of the diagn@
tic standard result; interpretationg
the diagnostic standard Wxshc’o
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knowledge of the test result; and an
analysis consistent with the study

design.

. Studies of prognosis: an inception
cohort of persons, all initially free of
the outcome of interest; follow-up of
= 80% of patients until the occur-
rence of either a major study end
pomnt or the end of the study; and an
analysis consistent with the study
design.

. Studies of causation: a clearly iden-
tified comparison group for those at
risk for, or having, the outcome of
interest (whether from randomised,
quasi-randomised, or nonrandom-
ised controlled wials; cohort analytic
studies with case-by-case matching or
statisticai adjustent to create compa-
able groups; or case—control studies);
masking of observers of outcomes to
exposures (this criterion is assuined
to be met if the outcome is objective
fe.g., all-cause mortality or an objec-
tive test]); observers of exposures
masked to outcomes for case—control
studies or masking of subjects to ex-
posure for all other study designs;
and an analysis consistent with the
study design.

. Studies of quality improvement and
continuing education: randomr allo-
cation of participants or units to com-
parison groups; a follow-up of = 80%
of participants; outcome measures of
known or probable clinical or educa-
tional importance; and an analysis
consistent with the study design.

. Studies of the economics of health
care programs or interventions: The
economic guestion must compare
alternative courses of action; the al-

ternative diagnostic or therapeutic
services or quality improvement
strategies must be compared on the
basis of both the outcomes they pro-
duce (effectiveness) and the resources
they consume (costs); evidence of ef-
fectiveness must come from a study
(or studies) that meets journal crite-
ria for diagnosis, treatment, quality
improvement, or review articles; re-
salts must be presented in terms of
the incremental or additional costs
and outcomes incurred and realised
by one intervention over another; and
a sensitivity analysis must be done
where there is uncertainty or impre-
cision in the estimates or measure-
ments.

8. Clinical prediction guides: The
guide must be generated in 1 set of
patients (training set) and validated
in an independent set of patients (test
set}, and must also meet the above-
noted criteria for treatment, diagno-
sis, prognosis, or causation,

9. Systematic reviews: The clinical
topic being reviewed must be clearly
stated; there must be a description
of how the evidence on this topic was
tracked down, from what sources,
and with what inclusion and exclu-
sion criteria; and = 1 article included
in the review must meet the above-
noted criteria for treatment, diagno-
sis, prognosis, causation, quality
improvement, or the economics of
health care programs.

Because our goal is to abstract only
the very best literature, consistent with
a reasonable number of articles makin
it chrough the quality and usefulness fil-
ters, we hope to strengthen these crite-
ria with tme, When there is not enough

space to publish abstracts and commen-
taries for all of the articles that meet our
current review criteria, we will raise the
quality filters. In the interval, priority
will be given to articles of highest rel-
evance to clinical practice.

FEuvidence-Based Medicine has a related
journal, ACP Fournal Club, i which ab-
stracts are restricted to internal medicine,
It is generated using procedures identi-
cal to those used for Evidence-Based Medi-
¢ine and is published by the American
College of Physicians. Approximately
haif of the abstracts in ACP Fonrnal Club
are published in Evidence-Based Medicine,
and the abstracts not published are listed,
by their declarative titles, in the section
titled Addidonal Articles Abstracted in
ACP Fournal Club.

Abstracts in Evidence-Based Medicine
conform to the published standards for
more informative abstracts (1), with the
foliowing modifications: Abstracts can
be up to 425 words in length, and each
abstract is reviewed by an expert in the
content area. This expert also provides
a commentary, in which he or she pro-
vides the contexts of previoas knowl-
edge and clinical practice within which
the results of the abstracted study will
be applied, points out any important
methodological problems thatatfect the
interpretation of the study reselts, and
offers recommendadons for the clini-
cal application of the study findings.
The author of the original article is
given an opportunity to review the ab-
stract and commentary before pub-
lication.
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