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Evidence-based mediGine in primary care: some views from the
3rd U.K. workshop on teaching evidence-based medicine
The past year has seen much debate
about evideiiice-based medicine, some
of it very heated (I). Although such
writers as Dawes (2) and Ridsdale (3)
have discussed the place of evidence-
based medicine in general practice, it
is still unclear what its consequences
will be for primary care clinicians and
their patients.

A great deai of misunderstanding
remains among general practitioners

: about exactly what evidence-based
medicine is. Many seem to believe that
it is no more than the implementa-

: tion of evidence-based guidelines or
s that it is the province of "experts" and
.-that it is not possible to incorporate it
.into their routine practice. We believe
v: that it is not only possible but desir-

able that general practitioners and
;i; primary health care teams incorporate

the methods of evidence-based prac-
tice into their work. To achieve this
goal, traditional, passive models of
continuing medical education (such as
lectures by local consultants to half-
asleep audiences) need to be aban-
doned in favour of active, problem-
based methods like the facilitated
group work used at evidence-based
medicine workshops.

The 3 authors of this EBM Note
were all delegates to the 3rd U.K.
Workshop* and were participants in
a discussion group that addressed the
relevance of evidence-based medicine
to primary care. The group identified
the following 10 characteristics and
effects that we thought would apply
to the practice of evidence-based
medicine in primary care:

1. Empowering the primary care
doctor

2. Enabling the role as patient's ad-
vocate

3. Informing the role of purchaser
and commissioner of health care

4. Effective and informed gate-
keeping

5. Easy access to evidence
6. Encouraging improvement of

skills and education
7. Improved professional develop-

ment
8. Keeping up-to-date with literature
9. Rekindling curiosity
10. Regarding evidence-based medi-

cine as a tool and not a panacea
Only one of these items (item 5) re-

fers to a necessary condition for the
practice of evidence-based medicine,
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and another (item 10) interjects a cau-
tionary note that the practice of evi-
dence-based medicine will not solve all
the problems of primary care. The other
items, taken as a whole, offer the opti-
mistic view that the practice of evi-
dence-based medicine by primary care
clinicians will improve professional de-
velopment and continuing education
(items 6,7, and 8) and will also improve
the management of the primary-sec-
ondary interface (items 3 and 4), while
restoring the balance of power towards
primary care and patients (items 1 and
2). Item 9, "rekindling curiosity," may
be a consequence of the regular prac-
tice of evidence-based medicine. These
reactions exactly reflect Greenhalgh's
emphasis on confidence building.^ 5
days of intensive small-group work (and
socialising) had led to the main thrust
of the discussion being focused as much
on the consequences of practicing evi-
dence-based medicine in primary care
as on how to do it.

Much of the current thinking about
implementing the findings of research
assumes a model in which evidence, in
the form of evidence-based guidelines
(4) and other research findings, is se-
lected for adaptation to local needs, dis-
semination, and implementation by an
integrated system of audit and educa-
tion (5). There is a danger that the pro-
cess of identifying local priorities may
in practice be dominated by local opin-
ion leaders and lead to clinicians in pri-
mary care being told what evidence is
important and being guided towards its
implementation. This approach, al-
though intellectually coherent, is not
likely to encourage any change in the
traditional relationship between authori-
tative "experts" and ordinary clinicians.

There is a marked dissonance be-
tween the principles of self-directed life-
long learning to which we were exposed
at the workshop and the externally di-
rected (some would say imposed), task-
oriented process envisaged as the means
of implementing evidence in practice.
The former encourages us to start with

a question based on problems presented
to us by our patients and to find and
evaluate evidence for ourselves. The
latter requires us to accept expert opin-
ion, both about which evidence we
should use to inform our management
and on which topics evidence will be
made available to us.

Morale in general practice in the
United Kingdom is perceived to be low
at the present time, and erosion of pro-
fessional autonomy is one of the impor-
tant issues (6). The requirement to
"abdicate" (7) to expert groups the re-
sponsibility for making decisions, even
about the choice of topics for which
evidence will be supplied and imple-
mented, is a recipe for further loss of
professional autonomy. In contrast, our
experience at the evidence-based medi-
cine workshop suggests that if general
practitioners are introduced to evi-
dence-based medicine, their profes-
sional development and autonomy will
be enhanced. Words like "empower-
ing," "enabling," and "encouraging"
suggest that the practice of evidence-
based medicine is more than a mere
technical process.

We believe that if general practitio-
ners and other primary care clinicians
adopt this approach to clinical problem
solving, there will be profound profes-
sional, cultural, and even political con-
sequences for primary care.

Of course, there is a tension between
the ability of individual clinicians to find
and appraise evidence regarding the
many different problems presented by
patients and the capability of expert
groups to track down and appraise all
the evidence relevant to a single clini-
cal topic. An expert group is in a much
better position than an individual to be
confident that it has thoroughly ex-
plored and appraised a topic before pro-
ducing evidence-based guidelines. It
must be said, however, that it requires
considerable effort to implement each
set of evidence-based practice guide-
lines and that the process may influence
only a small part of the clinical workload

that requires evidence. For example, a
detailed set of guidelines may be re-
quired to provide evidence for a small
subset of patients in 1 clinical specialty,
such as cardiology (8). How much
greater are the logistical problems in
primary care where "[the general prac-
titioner] accepts the responsibility
for making an initial decision on every
problem his patient may present to
him. . ." (9)? Evidence-based medicine
is based on the principle of deriving
structured, answerable questions directly
from the problems presented by each .
patient (not just those with a problem
for which evidence has been provided
by guidelines). Only when the question
is dear may the practitioner go on to
the process of finding, appraising, and .
applying evidence (10). At the workshop •
group sessions, we often used role-plays .
of consultations from real life to set the .
context in which questions would be
asked. For example, a 76-year-oid man .
with a history of myocardial infarction :
attends his general practitioner to re- •
quest a prescription for a statin that has:
been advised by a hospital registrar be-.;.
cause the man's cholesterol level has •.
been found to be 5,7 mmol/L. By ob- ,
serving a simulated consultation, we..
were able not only to formulate a ques-.
tion on whether this was an effective in- v
tervention and critically appraise an :.:

article in an attempt to answer it (11),/••
but also to explore the patient's ques-.:..
tions and fears and attempt to clarify',;
them. :

The process of formulating struc-;••:
tured, answerable questions about :

patients' problems enables us to :

understand those problems more pre- O
cisely and to advise our patients more.:,
clearly so that they can participate in.:::
making informed choices about their . :
own management. We believe that this ';}
is a desirable evolution of the consulta- :;
tion in primary care, adding to the work;.:;;
of Balint (12) and others (13), who, in,:;::
the 1950s and 1960s, explored the in--y;
teractions between doctor and patient;;
and laid the foundations on which the .;
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characteristics and particular skills of
modern general practice were built.

At a broader level, this "devolution"
of informed decision making to a part-
nership between clinicians and patients
shifts power away from experts and
managers and toward clinicians (espe-
cially in primary care) and patients (en-
abling the role as patient's advocate).
This is explicitly recognised by oppo-
nents of evidence-based medicine, such
as Maynard, who deplores the prospect
of "treatment decisions . . -. dominated
by clinicians and the individual-patient
ethic of effectiveness, rather than by the
population-health ethic of efficiency"
(14). We believe that these warnings fail
to recognise the value for patients of
such an individual approach and under-
estimate the ability (and willingness) of
clinicians to balance it with a respon-
sible utilisation of resources.

In another workshop session (this
year at the 6th U.K. workshop), we
critically appraised a paper on a new
treatment for a chronic, debilitating ill-
ness. In our scenario, a husband was
pleading with the general practitioner
to "give my wife a chance." By practic-
ing evidence-based medicine, we under-
stood why a very expensive treatment
was unlikely to benefit her and could
explain this to him directly. We did not
merely tell him "the Health Authority
won't let us prescribe it" or, worse, give

in to his request, raising unsustainable
hopes while wasting resources on an
unproved treatment. By combining our
critical appraisal skills with a humane
understanding of his predicament, we
also more effectively upheld the motto
of the Royal College of General Prac-
titioners: "Cum scientia, caritas."

Toby Lipman, MBBS
Westerbope Medical Group

Newcastle upon Tyne, England, UK

Stephen Rogers, MBBCh, MSc
University College, London

London, England, UK

Glyn Jones Ehvyn, MSc
University of Wales College of Medicine

Cardiff, Wales, UK

*The 3rd U.K. workshop on teaching evi-
dence-based medicine was held at the Cen-
tre for Evidence-based Medicine in Oxford
from the 7-12 July 1996. Around 100 par-
ticipants attended, including service general
practitioners, academic general practitio-
ners, nurses, hospital physicians, public
health physicians, medical educators,
paediatricians, and others. The workshop
included plenary sessions, workshops, and
training in search techniques; it was learner
centred and guided by staff at the Center
led by Professor David Sackett. Members
of the Participant Ad-hoc Discussion
Group, Oxford, 11 July 1996 were Berry
Beaumont, Mike Crilly, Martin Dawes,
Glyn Jones Elwyn, David Hanmy, Naguib
Hilmy, Toby Lipman, Brett Robbins, Steve
Rogers, and Bill Thorns.

^Greenhaigh (15) has described the philoso-
phy and methods of the workshop and
emphasises that ". . . such issues as con-
fidence-building, teamwork, arid intellec-
tual initiative must not be treated as periph-
eral to the course content."
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