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The BIG ISSUE in EBM: lack of personalisation

“[In] EBM, the individuality of patients tends to be devalued, 
the focus of clinical practice is subtly shifted away from the 
care of individuals toward the care of populations, and the 
complex nature of sound clinical judgement is not fully 
appreciated.”

Mark Tonelli: ‘The philosophical limits of EBM’

J Eval Clin Pract 1999; 73: 1234



Real EBM = integration of…

Epidemiological evidence

AND 

Clinical judgement 

AND 

The patient’s perspective  

Tacit knowledge

Practical wisdom

‘Mindlines’

Experimental

Observational

Active listening

Shared decision-making



Shared decision-making: questionable 
assumptions

1. The patient wants to share a decision.

2. Sharing the decision will produce individualised care.



Sackett’s comment on individualizing care

“Were the patients in this trial sufficiently similar to the 
patient in front of me (in whatever key respects) that I 
can apply the findings in this case?”



Old-fashioned clinical method

“What do I know about this patient: her history, the 
examination, test results, how she reacted the last time 
she took this drug, her beliefs, her family circumstances 
etc.  And given all that, what evidence do I need?”

This is patient-based evidence. 

It’s not just ‘preferences’ or ‘values’, it’s the totality of 
what’s going on with this patient.

We don’t use it enough. 





Case example: Patient TG, aged (nearly) 55
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Subjective narrative

I was riding my racing bike along 
the towpath. I was going about 
20 miles an hour.

Something got caught in my front 
wheel. The bike somersaulted into 
the air. I came down heavily on 
the concrete, landing on my arms 
and the back of my head. 

I was very dazed. Both my arms 
were deformed and useless. My 
fingers were numb. My helmet 
was split.

Objective summary

“55 yr old female

Fell off bike”
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Case TG: Objective summary

7 operations on arms over 4m

Numb fingers persisted 

Reassured “you did break your arms dear”

Reviewed at 6m: wasting of hands, heaviness / clumsiness 

/ hyperreflexia in legs 

MRI scan “Severe disc prolapse C56 and C67. C6 and C7 

vertebrae collapsed”.

 Cervical disc replacement x2



Learning point: 

It takes judgement to decide which 
guideline(s) to follow and how

An ‘over-55 yr old female with fall’ 
may ALSO be an athlete with a 
high-impact hyper-flexion injury of 
the cervical spine



We create classification 
schemes (e.g. ICD10, the 
old/frail). Once these 
become enshrined in 
guidelines, protocols etc, 
they ossify and reproduce 
our assumptions and 
prejudices (which now 
appear ‘scientific’). 



Self-proclaimed experts in EBM said:

“You didn’t need that operation. RCTs have shown that in 
cervical disc lesions, surgical groups didn’t do any better 
than conservatively managed groups.”

They said this without taking a full history, without asking 
what the examination or MRI findings were, and without 
acknowledging the inclusion/exclusion criteria for the trials
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Also, these patients 
had not previously 
tried physiotherapy
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Subjective narrative

Should I take NSAIDs following 
my cervical spine surgery?

I don’t want to bleed 

I don’t want delayed healing

But I don’t want pain either

Objective summary

Patient advised not to take 

NSAIDs for 1 month following 

surgery “some evidence of 

delayed healing of bone 

repairs, and risk of 

bleeding is higher in the 

post-op period”















Subjective narrative

Should I take NSAIDs following 
my cervical spine surgery?

I don’t want to bleed 

I don’t want delayed healing

But I don’t want pain either

Objective evidence

NSAIDs inhibit the same kind 

of prostaglandins that are 

involved in bone healing

Animals given NSAIDs showed 

slower healing of induced 

fractures

People with delayed healing 

were more likely to have 

taken NSAIDs

In RCTs, post-surgical 

patients had higher 

incidence of GI bleeding



Subjective narrative

Should I take NSAIDs following 
my cervical spine surgery?

I don’t want to bleed 

I don’t want delayed healing

But I don’t want pain either

Individualized evidence 
about this patient

Ex-elite athlete: years of 

moderate-dose NSAIDs  no 

adverse effects

Several stress #s treated with 

NSAIDs  all healed fine

Adverse reaction to opioids 

(dose-related itching/vomiting)

“Difficult operation” – surgeon

Currently in considerable pain

BMJ editorial to write this week

Conclusion:
In this patient, given the history, 
clinical picture and equivocal nature 
of the evidence, the benefit-harm 
balance is in favour of NSAIDs, 
especially after the first 24 hours



The uncontroversial conclusion

Ask yourself:

“Is the management of this patient in these circumstances an 
appropriate (‘real’) or inappropriate (‘rubbish’) application of 
the principles of EBM?”

EBM ‘experts’ should avoid pulling rank on experienced 
clinicians by citing irrelevant RCTs out of context



The more controversial (and much more 
interesting) conclusion:

If we practice patient-focused, individualization of the 
evidence (aka real EBM), we will often find that more 
research is NOT needed

Perhaps the uncertainty in science is inherent

Perhaps we need to return to old-fashioned clinical 
method and use EBM less comprehensively…
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