
EDITORIAL

Scientific Evidence and Medical Practice

The “Drunkard’s Walk”

I N HIS RECENT BOOK “THE DRUNKARD’S WALK:
How Randomness Rules our Lives,”1 Leonard
Mlodinow describes how humans are notori-
ously bad at, and often even averse to, the
straightforward use of data and probability in

making daily judgments. This characteristic is not re-
stricted to certain educational levels, sexes, or profes-
sions. Despite its image of being scientifically based, the
actual application of evidence in medicine is, like a drunk-
ard’s walk, quite haphazard and inconsistent. Social sci-
entists have long documented that new medical prod-
ucts and practices disseminate into health care more
because of power and money than scientific evidence.2

In more than 3 decades since the formal development and
teaching of “evidence-based medicine” (EBM), the amount
of evidence routinely incorporated into various practice
types (complementary or conventional) and settings var-
ies wildly. In 1991, it was estimated that approximately
15% of medical interventions were supported by solid sci-
entific evidence.3 A more recent summary of the per-
centage of decisions in various medical specialties that
follow the rules of EBM ranges from 11% to 70%4; These
are hardly ringing endorsements of medicine as science.
Subspecialists and inpatient practices tend to be better
grounded in evidence, possibly because they have a more
narrow focus and the nature of the “best” evidence comes
from patients with more homogeneous problems en-
tered into randomized controlled trials (RCTs) rather than
the more complex patients seen in general practice.5

It is often thought that practitioners of complemen-
tary and alternative medicine (CAM) are less scientific
and therefore less likely to be aware of and use the re-
sults of research evidence than their conventional coun-
terparts.6 In a study published in this issue of the
Archives, Tilburt and colleagues7 have examined some of
those assumptions in a cross-sectional survey of CAM and
conventional physicians’ knowledge and attitudes of re-
search use in practice. They report that more than 75%
of practitioners of any type (CAM or conventional) were
unaware of 2 high-profile National Institutes of Health–
funded studies on conditions relevant to their practices.
In addition, most practitioners were not “very confi-
dent” in their interpretation of research results. In con-
trast to acupuncturists and naturopaths, however, the ma-
jority of internists and rheumatologists rated RCTs as “very
useful” and patient preferences as “least important” in
research interpretation. While sampling and analysis in

this study were good, we cannot use the results of this
study to make general comparisons of the use of evi-
dence between CAM and conventional care. First, the
study did not measure the actual use of evidence in prac-
tice—only attitudes to types of evidence—and it did not
sample chiropractors, the largest group of CAM practi-
tioners with the most number of condition-specific RCTs.
Actual use of evidence in these and other practices still
needs to be investigated.

However, this study of Tilburt et al7 highlights an-
other crucial issue that medicine needs to face if it truly
believes in advancing evidence-based practice.8 Even when
the rules of EBM are known and accepted, many physi-
cians do not use these rules routinely. Primary care phy-
sicians appear to value evidence types differently than
taught in standard EBM and in a way more consistent
with the CAM practitioners in the study by Tilburt and
colleagues.7,9 Gabbay and le May10 performed an in-
depth observational study of how physicians and nurse
practitioners use evidence in making clinical decisions.
Rather than systematic evaluation of current evidence from
RCTs or even the use of current guidelines, conven-
tional primary care practitioners rely on what Gabbay and
le May called “mindlines.”10 Mindlines involved using
tacit, internal guidelines derived from physicians’ own
experiences and the opinion of colleagues in “commu-
nities of practice.” Indeed, physicians often distrusted the
results of RCTs as relevant for the patients they see and
instead used opinions of trusted peers.

Since rheumatologists were aware of and valued re-
search evidence more than most, one way of interpret-
ing the data from Tilburt et al7 is that more exposure and
training in academic medicine is needed if EBM is to be-
come more widely used in CAM. However, such train-
ing may risk making practitioners less flexible and less
“patient centered” by reducing the value they give to pa-
tient preferences. If so, there is something wrong with
not only the amount of EBM training done but the way
we teach EBM. If we are to teach more EBM to physi-
cians, we need to broaden and deepen our understand-
ing of what counts as “evidence” and which types of evi-
dence are best used to inform differing aspects of clinical
decision making.11 For example, the current emphasis in
primary care on the “patient-centered medical home” calls
for physicians to attend to patients as “whole persons,”
with all of their complex reasons regarding illness and
recovery. Many of these reasons are not additive or iso-
lated in controlled experiments.12 The best evidence un-
der these circumstances may not be RCTs but probabil-
ity data derived from observational studies in clinical
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practice.13 Thus, physicians need training in collecting
and using this type of evidence. Patient-centered care
means attending to the psychological and social aspects
of illness that cannot be reduced to single, objective mea-
sures.14 Evidence about patient preferences might only
be captured with qualitative research, not question-
naires or blood tests.15 Thus, to be both patient centered
and evidence based, physicians need to know how to dis-
tinguish good qualitative research from bad. At other times
the “best” evidence may come from basic science. As “sys-
tems medicine” using personalized genomic and metaba-
lomic data emerges, physicians will need to have skills
in the interpretation of laboratory data to practice good
EBM.16

Rather than imposing an academic, hierarchical struc-
ture on medical decision making, EBM should seek to
inform the processes practitioners actually use in mak-
ing clinical decisions to more effectively incorporate sci-
ence into practice. Not everyone can or should become
a subspecialist or academic physician; however, it is clear
that physicians and CAM practitioners need signifi-
cantly more training in interpreting the full range of evi-
dence types (including quantitative and qualitative data)
in practice. That is, physicians need to know how to use
a complete “evidence house” and not just the “evidence
hierarchy” currently dominating EBM in both conven-
tional and complementary medicine.17,18 As with any skill,
sufficient time and supervised application is needed
before EBM can become a habit in daily practice.8 Thus,
both CAM and conventional practitioners should each
seek to fill their respective gaps in knowledge and skills
to make practices both more patient relevant and scien-
tifically rigorous.
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