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The mission of the International Society for Evidence-Based Health Care is to develop and encourage research in evidence-based health care and

to promote and provide professional and public education in the field.

The society is inspired by a vision to be a world-wide platform for interaction and collaboration among practitioners, teachers, researchers and the

public to promote EBHC.  The intent is to provide support to frontline clinicians making day-to-day decisions, and to those who have to develop

curricula and teach EBHC.

To develop and promote professional and public education regarding EBHC

To develop, promote, and coordinate international programs through national/international collaboration

To develop educational materials for facilitating workshops to promote EBHC

To assist with and encourage EBHC-related programs when requested by an individual national/regional organization.

To advise and guide on fundraising skills in order that national foundations and societies are enabled to finance a greater level and range of

activities.

To participate in, and promote programs for national, regional and international workshops regarding EBCP.

To foster the development of an international communications system for individuals and organizations working in EBHC-related areas.

To improve the evidence systems within which health care workers practice. 
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Introduction

In response to the COVID-19 pandemic, Kaiser Permanente Washington (KPWA) established a small team from its Clinical Knowledge

Development & Support (CKDS) group to provide answers to COVID-19-related questions submitted by and for front-line clinicians and

operational leaders. The team—which included four physicians (specializing in family medicine, pediatrics, preventive care, and

endocrinology), a registered nurse, two epidemiologists, a medical librarian, a medical editor, and the CKDS manager—addressed

questions on a daily basis, identifying and using the best available evidence to develop “Medical Q&As” that were made accessible to all

KPWA staff. The CKDS team covered emerging issues related to COVID-19, including disease-related information (e.g., epidemiology,

testing, treatment, and complications), considerations for managing existing comorbidities (e.g., chronic conditions and disabilities), and

general guidance for patient care in a virtual environment during periods of limited access to the health care system.

Methods & Challenges

Clinicians providing patient care submitted their COVID-19–related questions via different platforms, such as video chat, phone calls, voice

messaging, and in-person meetings. The topics were triaged by the KPWA COVID-19 Command Center and communicated to CKDS staff

through daily leadership huddles. Our two epidemiologists and other physicians (from both primary care and specialty) performed

systematic searches of published evidence using databases such as PubMed, JAMA, Medscape, and Google Scholar. The articles

identified were reviewed, with priority given to randomized controlled trials (RCTs), meta-analyses of RCTs, and observational studies.

Given the current lack of published studies on SARS-COV-2, we also considered pre-print articles and unpublished studies that received

media attention, as well as retrospective studies and case series if these were the only studies available. Searches were also performed

with the help of the medical librarian when needed. When applicable, the risk of bias of each study was evaluated using the Cochrane

Collaboration’s tool for assessing risk of bias. Critical appraisal was also based on the strengths and limitations of each study and whether

its results would be applicable to the KPWA patient population.

After extracting relevant results and synthesizing data, the CKDS expert team composed and reviewed our response. CKDS staff members

collaborated virtually and organized twice-daily huddles to review, prioritize and assign new questions, discuss the emerging evidence, and

track our progress. We made the Medical Q&As accessible to all KPWA staff on the KPWA COVID-19 SharePoint site, adding new and

updated content daily. The Q&As were highlighted in leadership communications and rapidly adopted by our clinicians and those from other

Kaiser Permanente regions, who used them to answer patients’ questions during virtual encounters and in-person visits. The Q&A pages

were organized into 21 categories related to different aspects of COVID-19. Keywords were included in the questions to enhance

searchability and retrieval.

Our “real-time” turnaround for answering clinicians’ questions—and the novelty of the COVID-19 virus itself—raised many challenges. For

instance, the certainty (quality) of the evidence is very limited because of the low methodological rigor of the conducted studies: there were

few RCTs among the studies, which were mostly case reports or observational research with small sample sizes and no proper control

group, and few of them had been peer-reviewed.  Many questions originally came from patients reacting to media reports, which often

lacked any scientific basis or evidence.  As the COVID-19 pandemic continues to evolve and the scientific evidence quickly expands, the

answer to a question can change daily based on published and unpublished literature and the regional public health response. Moreover,

the technological limitations of the virtual workplace, coupled with the operational and political complexities of a fast-changing environment

with scarce resources, added to the challenges of providing the health care system with answers that were at once evidence-based,

practical, and timely.

Deliverables & Conclusion

Despite the challenges, the CKDS team responded to 105 COVID-19–related clinical questions over four weeks, addressing a high of 42 in

the second week. The top five categories by number of questions answered were: pharmacologic treatment (e.g., remdesivir, ACE-

inhibitors/ARBs), COVID-19 testing (e.g., antibody testing, proof of cure), virtual diagnosis/management, COVID-19 complications (e.g.

VTE), and special populations (e.g., pregnant women, patients with diabetes). The landing page with links to all Q&As was viewed more

than 3,500 times in the first four weeks.

Through our efforts and with consultation from content experts throughout the KPWA delivery system,  we established a single, trusted,

nimble source of evidence-based clinical content and patient messaging at a time when unreliable information about COVID-19 was
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flooding the media and increasing the anxiety of our patients.

Dawna Royall, Beth Armour, Jane Bellman, and Mary Anne Smith

Edited by: Atefeh Noori

Background

 A change in healthcare practice can result from recommendation(s) in practice guidelines or conclusions from systematic reviews or meta-

analyses of research. With the vast volume of nutrition research published every week (~1300 diet or nutrition articles cited per week in

PubMed), it is challenging to find the best approach to identify and incorporate new research into practice systematically. We have created

an algorithm for prioritizing new nutrition evidence into practice recommendations to support evidence-based dietetic practice. 

The Practice-based Evidence in Nutrition (PEN®) System (www.pennutrition.com) is a dynamic knowledge translation tool that provides

nutrition practitioners with ready access to authoritative answers to common practice questions based on the best available evidence. It is

funded by professional associations, subscription and licensing revenues and government grants; it does not accept corporate sponsorship.

There are currently over 1000 practice questions in the PEN database covering issues related to population health/lifecycle, health

condition/disease, food/nutrients, and professional practice. Incorporating new evidence into PEN to effectively support practice requires

consideration based on criteria that include utilizing limited resources.

Method - criteria development and procedures

This work has inspired by the previous work of a panel organized by Cochrane Collaboration, which used a consensus-based process to

develop an approach for identifying and prioritizing the systematic reviews that need to be updated1.  For our process, we collaborated with

our international partners (Dietitians of Canada, British Dietetic Association and Dietitians Australia) to identify triggers for updating content

that was based on the age of the published PEN question and practice recommendation (>5 years old is added to the plan for review and

updating), the publication of new evidence, and interest in the topic by our users or other key stakeholders. We developed four main criteria

for prioritizing content including, currency, relevance, impact on practice recommendation, and credibility/quality of evidence (Table 1).

Based on these criteria, we generated an Algorithm, which navigates the PEN team to determine whether a research question would need

to be i) updated, ii) archived, iii) added to future updates, or iv) incorporated into a Trending Topic (i.e. timely response to media content),

through a decision making process. We have summarized the criteria recommended for prioritizing PEN Content in Table 1. The detailed

Algorithm is available by contacting the authors. We briefly explain each decision point as follows:

1. Assess currency:

For existing content, we examine whether the content still addresses a current question in the context of new research; questions

are triaged to reflect current practice.

2. Identify relevancy:

For new or existing content, the evidence would only be considered for updating if it was relevant according to specified criteria (e.g.

affecting a large, vulnerable population); otherwise, it would be archived.

3. Assess the effect on practice recommendation:

Next, new evidence would be incorporated if it could impact the practice recommendation(s) (e.g. strengthens or weakens

recommendations or identifies the risk of harm); otherwise, it could be considered for future updates.

4. Effect on credibility/quality of the evidence:

Finally, we assess the credibility/quality of the evidence; low-quality evidence could be considered for incorporation into a

Trending Topic rather than updating/developing a practice question.

Conclusion

The Algorithm could help organizations and programs identify and prioritize content to be included in developing or updating healthcare

practices. 

Table 1. Criteria for Prioritizing PEN Content – used in the Algorithm for updating content.

 Criteria  Assessment

 Currency

 Is the PEN content current in light of new information? Consider:

Foreground not background questions

Combining questions to consider broader patient-important outcomes
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Focusing on dietary issues, not medically focused questions

 Relevance

 The topic is relevant according to Modified Splett criteria: *  Consider the degree to which the topic:

Substantially improves patient/client outcomes

Affects a large or vulnerable client population

Affects overall policy & administration

Reduces health system costs

Decreases practice uncertainty

 Impact on practice

 recommendation

 New information is provided that: 

Is not currently in the PEN system

Conflicts with current practice recommendations

Strengthens or weakens the current practice recommendations (changes grade of evidence)

Identifies risk of harm

 Credibility / Quality

 of evidence

 The evidence is high quality:

Systematic review or guideline using GRADE

Systematic review with high AMSTAR-2 rating

Randomized controlled trial(s) with low risk of bias

* Adapted from Brauer PM. Practice guidelines: pedantic ponfitication or pragmatic process?  2003 Ryley-Jeffs Memorial Lecture. Can J

Diet Pract Res. 2003;64:142-6.  Available from:
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We are currently in the throes of a Covid 19 pandemic with a significant death toll without clear evidence based therapeutic options. Turning

to the scientific literature for guidance on managing COVID-19 is challenging, consequently we are heavily dependent on expert opinions.

Expert opinions are often helpful, but can be conflicting or extrapolated from trials conducted in different populations.

Based on expert opinions, patients might receive multiple treatments such as Remdesivir, Tocilizumab, Hydroxychloroquine and

convalescent plasma simultaneously, thus making it hard to infer which treatment was effective. As COVID-19 is a novel infection, most

evidence is driven from non-randomized and underpowered studies. Many studies focus on surrogate outcomes thus generalizability is

limited. Surrogate outcomes may provide an indirect measure of therapeutic efficacy, but it’s the patient important outcomes that are

paramount in clinical decision making and prognosis. In this brief report, we will highlight two challenges that the health care community is

faced with while managing COVID-19 patients.

A major complication associated with COVID 19 is the high risk of thromboembolism due to   intense systemic prothrombotic and

inflammatory responses. This is a dilemma to whether to use prophylactic anticoagulation in each and every hospitalized patient with no

contraindications. Patients suffering with severe COVID-19 pneumonia, have a powerful underlying immune reaction with the lung as the

engine, which leads to endothelial damage, thus increasing the risk of thromboembolism. This inflammatory cascade further leads to

complications such as poor oxygenation, respiratory distress and disseminated intravascular coagulation (DIC). An autopsy study in

Germany showed nine times higher microthrombi in pulmonary vasculature than in people with ARDS from influenza. There has also been

the unique finding of megakaryocytes in numerous organs particularly his lungs.

A prospective study of 183 hospitalized COVID-19 patients showed strong correlation between elevated levels of D Dimer and (DIC) with
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mortality.   Another Dutch study conducted in 184 COVID-19 ICU patients, showed a 31% incidence of thromboembolism, despite standard

thromboprophylaxis.  Although both studies were underpowered, the evidence reinforced the need for thromboprophylaxis in COVID19

patients, particularly those who are immobile and are on ventilators. Today there is almost universal agreement that hospitalized COVID

patients should receive some dose of anticoagulation prophylaxis barring contraindications.

Another important question that physicians are interested in is whether to continue thromboprophylaxis in COVID19 patients after hospital

discharge. The 2018 guidelines from the   American Society of Hematology (ASH) provided strong negative recommendations with respect

to providing post discharge thromboprophylaxis in hospitalized patients. This recommendation was based in part on   the Mariner, Magellan

and Apex trials which did not show a high risk of DVT in their post discharge high risk medical patients, thereby raising the question to

whether an unmet need for post hospital discharge prophylaxis truly existed in this population.

Immobility is a major risk factor for the development of DVT in hospitalized patients.  Covid patients are immobilized for a longer period of

time and to a greater degree than patients in these previous studies.  Covid-19 patients frequently undergo prolonged proning whether on

ventilators or breathing independently.   In addition, patients on ventilators may be paralyzed for up to 10 days or even longer in this

disease.

Furthermore since two out of three venous thromboses related to hospitalization occur post discharge, ASH may wish to consider releasing

new guideline specifically targeting Covid -19 in view of the extreme inflammatory conditions in this disease combined with prolonged and

greater immobility seen in these patients.  Furthermore several studies have reported very high rates of thrombosis in the hospital in the

face of prophylactic and even dose therapeutic anticoagulation. 

Currently, there is no data about post discharge DVT in hospitalized Covid-19 patients, but to assume the effects of the striking elevations in

thrombotic and inflammatory markers such as D Dimer, CRP and interleukin 6 and the effects of prolonged immobilization will suddenly

vanish upon  the patient’s departing the hospital is questionable.   However that may be exactly what happens according to a late breaking

Belgian trial reported at the International Society of Thrombosis and Hemostasis meeting in July of high risk patients hospitalized with Covid

pneumonia treated with   intermittent dose anticoagulation during hospitalization, many of whom were ICU patients. 

The patients were followed for 6 weeks post discharge and only had a 0.8% risk of developing thrombosis whether they received

anticoagulation or not.  They also had ultrasound exams at 6 weeks, therefore both symptomatic and asymptomatic thromboses were

accounted for.  It is challenging to reconcile these counterintuitive results with the enormous amount of thrombosis and prolonged

immobilization occurring during hospitalization as well as the markedly elevated markers of inflammation and thrombosis and the propensity

for possible related thrombosis to occur in the post discharge period. 

An important question is the optimal anticoagulation treatment when the status of the patient with COVID19 deteriorates. Deterioration

seems to be connected to a battle between the immune system and increased viral protein binding to angiotensin converting enzyme-II

(ACE2) receptors in the alveolar walls. This inflammatory cascade further leads to endothelial damage leading to micro thrombosis in the

pulmonary vasculature   rendering oxygen exchange more difficult and leading to adult respiratory distress syndrome and DIC.  The degree

of microthrombi in the lungs associated with Covid-19 has been shown in an autopsy study in Germany to be the nine times greater the than

in people with ARDS from influenza.

There are no randomized trials   available at this time comparing deteriorating Covid19 patients given full dose anticoagulation versus those

given lower doses.  However a retrospective study from New York showed that ventilator patients did much better receiving full dose

anticoagulation in terms of survival and being weaned off the ventilators.  The absence of randomized trials in this precarious situation

causes doctors to rely on expert opinion and clinical judgment.

The second challenge that the medical community has faced since the pandemic, is what best treatment to offer patients. As mentioned

earlier often patients are given multiple treatments simultaneously with unproven effectiveness in COVID-19; it becomes challenging to

determine which treatment worked the best.  This approach causes doctors, patients and their families a lot of disquietude.  It can produce a

wrenching dilemma as to whether to add a new drug or place the patient in a clinical trial and risk their receiving placebo.

Hydroxychloroquine gained early attention in the US. It made the headlines based on both   an in vitro study, showing inhibition of viral

replication as well as in connection with the preliminary results of a French trial of 36 hospitalized COVID-19 patients.  Those receiving

hydroxychloroquine had a 70% decrease in viral replication than their counter parts not receiving hydroxychloroquine.

The main limitations in the French study were that it was underpowered, and researchers measured a surrogate outcome such as viral

replication as compared to patient important outcomes such as effect on mortality therefore limiting the generalizability of the study results.

The one positive point about the study is the authors did have the foresight to exclude people with QT prolongation or eye disease, details

that the political proponents of the study did not emphasize.

Based on this weak evidence, and results from in vitro studies, the FDA granted emergency approval to use hydroxychloroquine in
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hospitalized Covid 19 patients.  The only evidence of efficacy in hospitalized patients is a trial from Henry Ford Hospital in the United States

which was nonrandomized. Several other studies have showed no benefit from hydroxychloroquine in hospitalized Covid 19 patients. 

However, none of them have been randomized either.  The only randomized trial involving this drug was done on outpatients and there was

no evidence of benefit to those who took the drug. 

Other interventions as a potential candidate for the management of COVID-19 were antivirals such as Remdesivir, immunomodulatory

drugs, plasma infusion and steroids. Remdesivir is a viral genome replicator inhibitor and was efficacious in animal model studies in

previously known corona virus infections such as SARS (severe acute respiratory syndrome-Cov1) and Mers(Middle East respiratory

syndrome-coronavirus). However, in a recently published RCT from China, remdesivir did not show efficacy. In a second relatively large US

based RCT, patients receiving remdesivir had a slightly faster recovery than the control group (11 days vs. 15days) but mortality difference

was marginally nonsignificant (P= 0.059). Nonetheless this result motivated the FDA to approve this drug for emergency use authorization. 

Tocilizumab is a recombinant humanized monoclonal antibody of the IgG1 class directed against interleukin-6. In a small study conducted in

China, intravenous tocilizumab was associated with decreased mortality and improved oxygenation, with plummeting levels of inflammatory

cytokines and symptom resolution. Of  the 21 COVID  patients who either were on ventilators or considered seriously ill with COVID

pneumonia, all survived after receiving one dose of tocilizumab intravenously.  They were all receiving several other medications, however.

Similarly, in a prospective study of 25 COVID-19 patients from Qatar admitted to the ICU, on day 14, 28% patients were on ventilators as

compared to 84% patient at the beginning of the study.  But there were confounding effects of co-interventions as patients in both studies

were also receiving hydroxychloroquine, azathioprine, alpha interferon, and lopinavir/ritonavir methylprednisolone, and supportive

interventions including oxygen.

In a recent two small case series-one with five and other with 10 COVID-19 patients- plasma infusion from patients recovered from

COVID-19, had improved oxygenation, decrease in viral load, and experienced no adverse effects. But the results lack generalizability due

to very small sample size and use of other cointerventions.

If plasma infusion had any beneficial effect on thrombotic or cytokine storm, as with the monoclonal antibody tocilizumab, it may well have

been in attenuating the effect of the virus on the binding to the ACE2 receptors and lessening endothelial and alveolar injury. It is still

unknown whether these antibodies are neutralizing and protective in vivo; we need randomized trials.   There were no comments on

potential thrombosis attenuation in these trials. 

So far steroids such as dexamethasone has shown proven efficacy in the management of COVID-19 patients. In the recent the RECOVERY

trial, patients receiving 6- 10 days of dexamethasone had 17% decreased mortality, oxygen requirement). There was 17%, improvement in

mortality overall and   in a third of patients requiring mechanical ventilation as well as 20% in those on supplemental oxygen. .  Key

limitations in this trial were the overall mortality was much higher than in many current hospital settings making it difficult to accept the

results without further study. A recent meta-analysis of 23 studies (22 nonrandomized studies), examined the effect of corticosteroids in

SARS, MERS, and COVID-19 patients. There was very low quality evidence from the five studies conducted in COVID-19 patients, and

steroid use was not associated with significant reduction in mortality or decrease in lung inflammation.

In summary,  the medical community is faced with challenges due to uncertainty about the management and preventing life threatening

complications due to lack of strong evidence and mainly having to rely on  data  gleaned from observational and invitro studies or expert

opinions. There are several methodological issues with existing studies warranting us to interpret results cautiously considering those

limitations.  With the passage of time and the ability to use the results of ongoing randomized trials, we will stand on firmer ground managing

this disease.
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One of the key missions of the International Society for Evidence-Based Health care is to promote and provide professional and public

education in the field of evidence based medicine. Very recently, the candidates for the June 2020 workshop were informed that this will be

the last workshop organized and held by McMaster. As a former neonatal fellow at McMaster in the early 80s that was learning and using

the principles and skill of critical appraisal of the medical literature and later on as a participant of the June 2002 Workshop, I must confess

my eyes were not left dry.

In the last 4 months, shocked by the Covid-19 pandemic and panic, the world including the medical profession, was flooded by a global

spread of hundreds of short reports, case reports, case series, articles and even personal communications for treatment by prestigious

U.S.A. Political leaders, some of them potentially causing more harm than good and most not validated and not evidence-based. This of

course was accompanied by articles and recommendation delivered by leading peer-review journals. In at least one of them the GRADE

classification was used to assess the quality of the evidence before formulating the guidelines https://www.idsociety.org/COVID19guidelines.

From looking at the list of the studies published recently in the COVID-19 Evidence Alerts from McMaster PLUS(April 21, 2020) and reading

on a regular basis NEJM and Pediatrics, I can anticipate hundreds of articles to be published in the coming months and years. But how the

busy clinicians and other health professionals will know how to deal with imprecise findings and inconsistent publications without learning

and knowing the principles of EBM? I have no doubt that such a workshop can be organized and run by other medical institutions , but I am

quite sure that none of them can be as good as the one organized and run at McMaster for over 20 years by experienced, skilled and expert

people in the field of EBM.

The Covid-19 pandemic and panic as well as the accompanied publications with uncertain quality can produce a lot of challenges for young

physicians and health care providers. With these issues in mind, could the decision to terminate the EBCP Workshops at its McMaster

birthplace be reconsidered?
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It is almost impossible not to think about COVID-19. It has overrun our work, our families, our routines, and the way we interact with the

outside world. What about science? Science is nowadays considered the “saviour”, what could lift us up from this chaos and bring back joy.

Furthermore, the word “evidence” is being heard in the news all over the world, read in newspapers, and even discussed in family dinners.

People are now eager to receive evidence-based treatments, and clinical practitioners are now also eager to make evidence-based

decisions and evidence-based shared decisions. This concept has become a need. Is it the same need that comes up when treating

community-acquired pneumonia, or choosing an oral anticoagulant in the ambulatory setting? It looks as if a change in the society's mindset

has emerged. While critical appraisal of the evidence was proposed as a new paradigm for enhancing patients´ health outcomes during the

1980´s, reaching one of the 15 medical milestones since 18401, the uptake has proven insufficient.

For example, Lafuente-Lafuente et al.2 published the results of a survey conducted in six postgraduate university courses in Paris, France

in 2019. It revealed that 45.6% of the 226 respondents (mostly physicians, as well as nurses and pharmacists) did not resort to Evidence

based Medicine (EBM) in their professional practice, while 35.9% was unable to define EBM. Almost 20% practiced EBM regularly and

almost 30% had learnt about EBM recently. Lack of skills and time for its practice were cited as obstacles.

Regarding relevant strategies of teaching EBCP, journal clubs have been identified as one of the most widely spread ones. Ilic et al.3

assessed the effectiveness of this strategy by conducting a systematic review and meta-analysis of 5 randomized clinical trials. The results
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showed that journal clubs have no statistical benefit in knowledge acquisition. The authors also reported lack of significant effect in other

strategies such as critical appraisal, attitudes towards EBM or its practice.

Thus, the widespread use of EBM in the clinical setting, together with its current teaching strategy are still facing obstacles and deficiencies.

The global dissemination of the virus has challenged almost every country around the world, their governments, their societies, and their

scientific communities. Are we, as scientists who are committed to the widespread use of EBCP, challenging ourselves enough? Are we

continuously looking for new and more effective ways of teaching EBCP? Are we being aspirational along our journey to scale up the

knowledge and uptake of EBCP in our settings?

We are between a rock and a hard place. We are facing the need to move faster and more efficiently. We require mitigating challenges

caused by COVID-19 pandemic by combining clinical practice and evidence-generation strategies more than ever. Great changes in social,

political, and institutional level are expected to happen during or after this worldwide crisis. It may bring up the opportunity to re-evaluate

how EBCP curricula is being delivered to healthcare practitioners. As an example, in both Latin America and my home country Argentina,

access to EBCP courses is difficult. Furthermore, the need of healthcare practitioners to strengthen their critical appraisal skills is still unmet.

In conclusion, evidence has reached every single part of our societies, it has fallen out of research groups and scientists and it is now on the

spotlight. But more importantly, it is voiced and requested by patients. The present time is the best moment in history to leverage EBCP, isn't

it? If it were not, then when would it be? 
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In 2017, the GRADE working group provided a new definition for certainty of evidence in systematic reviews which is defined as, either

“systematic reviews or making recommendations, as confidence that a true effect lies on one side of a specified threshold, or within a

chosen range.1

To help GRADE users choose thresholds or ranges for their certainty ratings, GRADE defines three levels of contextualization - minimally,

partially, and fully contextualized - and provides possible thresholds for each level.1

Minimally and partially contextualized approaches are relevant primarily for systematic reviews and health technology assessments in

which reviewers consider each outcome independently from the others. Using a minimally contextualized approach, reviewers could rate

certainty in relation to the null effect, or the minimally important difference (MID) (also called the small effect threshold) (Figure 1). Using a

partially contextualized approach, reviewers would most often rate certainty that the true effect lies within a range that represents a

magnitude of effect (i.e. range of trivial, small, moderate or large effect) (Figure 1). When rating certainty in relation to threshold(s) other

than the null effect, reviewers should present the threshold(s) and effect estimates in absolute terms.
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Figure 1: Possible thresholds for certainty rating in minimally and partially contextualized approach.

Fully contextualized approaches, typically used in guidelines, require simultaneously considering all critical outcomes, associated values,

and preferences judgements, and setting a threshold for the net effect (defined as benefits minus harms). The process is challenging,

structured approaches are complex, but the need is clear.1 Fortunately, intuitive judgements generally work well.

For a chosen degree of contextualization and threshold(s), the relative position of point estimate in relation to the chosen threshold(s)

determines the target of certainty of evidence rating. As presented in Figure 1, given that the point estimate falls within the range of small

effect, if one chose a partially contextualized approach one would rate certainty that the true effect is a small effect. Because the 95%

confidence interval-CI crosses the MID threshold, one would rate down for imprecision. Still using a partially contextualized approach, but

now rating certainty in relation to the moderate effect threshold, because the point estimate falls below the moderate effect threshold, one

would rate certainty that the true effect is smaller than a moderate effect. Because the 95% CI does not overlap with the moderate effect

threshold, one would not rate down for imprecision.

When more than one possible threshold is available, what it is in which we rate our certainty depends on what is most useful to the target

audience. On occasion, it might be desirable to choose more than one target for the certainty rating and provide the audience with two

ratings. For instance, in Figure 1, one could say (all GRADE domains other than precision being satisfactory) that we have moderate

certainty that the effect is small, but high certainty that it is less than moderate. 
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10 years. If you guessed the question, “What is the lifespan of a rabbit or quail?” you would be correct. However, that is not what I am

talking about this time. I am referencing the approximate time it takes for findings from past health research, which contradict popular

beliefs, to stop being referenced (Tatsioni, 2007). Now consider that there is an average of 17 years for research to make its way into

common clinical practice (Morris, 2011). Why is there such a large gap between removing outdated thinking and then putting into practice

what the latest evidence states? While we could dive into any one of the many variables, we will focus on the institutional responsibilities of

education and reinforcement.

I am an Associate Professor and the Director of Clinical Assessment for Parker University in Dallas, Texas. We have had a strong drive to

focus our curriculum towards evidence-based practices. We have been utilizing a “train the trainer” approach led by Katie Pohlman, PhD,

DC and Director of Research for Parker. This has been moving well, but recent events with a global pandemic, have given us the bitter-

sweet opportunity to fast-track our desires to incorporate evidence-based methods into our clinic.
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Health and wellness fields are becoming increasingly aware of the importance of self-management, empowerment, and education in the

process of pain relief and health care. In the most recent 2018 Lancet paper titled “Low back pain: a call for action”, it is suggested that for

individuals with persistent low back pain, positive health includes a focus on self-management of pain and individuals should seek care only

when absolutely necessary. Active care such as physical activity are associated with reduced disability and less reliance on formal health

care.

Passive care strategies such as rest and medication are associated with worsening disability.

COVID19 has pushed practitioners world-wide to search for ways to optimize care that highlights self-management strategies aimed at

helping individuals cope with their chronic conditions through self-efficacy and education anddeliver care through contactless methods such

as advances in telehealth and e-medicine. We have an opportunity to really emphasize and place into practice motivational interviewing

which helps address the biopsychosocial model with each person.

This is quite the challenge for our chiropractic interns, as our field is very hands-on. Utilizing the demands of current events and seeking to

allow best practices and evidence-based methods to shine, I have teamed up with Dr. Larissa Armstrong, D.C., adjunct faculty, to provide

our interns the chance to develop their telehealth skills, appropriately referred to as our “Telehealth Challenge”.

Our interns are provided with two musculoskeletal clinical cases a week while we stay sheltered-in-place due to the Texas Governor’s

orders, one as a video recording and one as an audio recording. We seek to mimic the real challenges of e-medicine and allow each intern

to tap into their abilities to pick up on non-verbal communication and listening skills, as well as improve on their history taking skills. They

must summarize the individual’s history and exam findings utilizing the SBAR method (S: Situation B: Background A: Assessment R:

Recommendations [education, exercises, stress, sleep]) to concisely and efficiently reflect on the case with the patient, ensuring they feel

understood and listened to. Within their written recommendations they must state and explain their choice of at least two exercises, as well

as one of the following psychosocial topics as it pertains to the case: sleep, stress management, mental/emotional state.

Interns then create a video recording of themselves as if speaking directly to the patient, utilizing common language and descriptors. Each

video must include the following:

1. Summary of history and pertinent exam findings (this section will document the patient’s largest concern/fear);

2. Address sleep, stress, educational advice (regarding diagnosis), or other biopsychosocial factor that could be modified to reduce pain

sensitivity;

3. Explanation of at least two exercises;

4. Demonstrate how to perform the exercise and focus on utilizing external cues (shown to increase and positively influence patient

compliance and satisfaction.)

We hope that by providing our interns the opportunities to apply the principles of evidence-based care, they will have the tools to support

and execute a more hands-off approach yet still provide their patients with self-care management, and resiliency they need to help manage

their pain. Perhaps these methods will be standard and commonplace sooner than later for those out there suffering and seeking help. Our

hope is that it does not take an additional 10-17 years from the 2018 publishing of the Lancet’s call for action.
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Background

Engaging patients in shared decision-making (SDM) is an emerging core competency of family medicine practice (Thériault et al., 2019). It

is the process by which clinicians and patients work together to make evidence-informed decisions that are aligned with patient values and

preferences. SDM is especially relevant in screening for conditions in which there is a close trade-off between harms and benefits. Despite

this, literature suggests that effective SDM conversations between patients and their primary care providers (PCPs) may not be occurring,

with common barriers to effective SDM discussions in the literature including clinician lack of knowledge and familiarity with the process

(Thériault et al., 2019).

In 2018, the Canadian Task Force on Preventive Health Care (CTFPHC) updated its breast cancer screening guidelines for women ages

40-74 who are not at increased risk. The guideline recommendations remain the same, however, the update places a significant emphasis

on SDM. With respect to breast cancer screening, SDM is particularly important given the low-certainty evidence and narrow margin

between benefits and harms of breast cancer screening. The role of the clinician in this scenario is to share the best available evidence

(communicate benefits and harms) and draw out patient values and preferences - the final decision is driven by the individual patient. 

Objective

This is an applied knowledge translation project and quality improvement project that aims to impact PCP capacity (knowledge, skills,

confidence) with respect to effective SDM around breast cancer screening.

Methods

An online survey, informed by our literature review, was distributed to all PCPs at Stonechurch Family Health Centre (SFHC), an academic

site affiliated with McMaster University, to identify local barriers to SDM such as lack of confidence, knowledge, and access to clinical

decision-making tools. Local barriers were then mapped to theory-based interventions to inform the primary intervention: a didactic and

interactive workshop presented to SFHC PCPs and residents to teach a stepwise approach to SDM for breast cancer screening and

introduce clinical decision-making tools, through SDM role-play exercises.

The SDM-Q-Doc was used to assess the domains of PCP confidence, skills, and knowledge pre and post-workshop (Scholl et al., 2012).

The questionnaire included 10 questions, each with a 6-point scale from 0 to 5, with 0 representing “completely disagree” and 5

representing “completely agree” that SDM was effectively achieved for the item being probed. As a measure of overall PCP capacity with

SDM, the SURE test was used to measure perceived decisional conflict post SDM exercises (Légaré et al., 2010). The SURE test included

4 questions with yes or no answers, with a resulting summation score of 0 to 4. A SURE test score of 3 or less indicates that the patient

experiences clinically significant decisional conflict (Légaré et al., 2010). Both SDM-Q-Doc and SURE surveys were completed by

participants pre- and post-workshop intervention. 

The paired T-test was used to determine the change in scores (pre- and post-intervention) for all SDM-Q-Doc statements and the SURE

test. A Bonferroni correction was applied where multiple comparisons were involved.

The 16 participants included nurse practitioners (n=2), physician assistants (n=1), residents (n=9) and staff physicians (n=4).

Results

Local barriers to SDM main items included lack of clinician confidence with SDM conversations, lack of knowledge of benefits and harms of

breast cancer screening, as well as lack of awareness and uptake of clinical decision-making tools.

Average score changes pre- to post-workshop completion revealed: PCP confidence in SDM processes increased from 3.31 to 4.13

(p=0.002), knowledge of and helping a patient understand risks (harms and benefits) of breast cancer screening increased from 2.88 to 3.38

(p=0.005), and awareness and intended future use of clinical decision-making tools increased from 1.63 to 4.44 (p<0.001). Perceived

decisional conflict (SURE test scores) improved from 1.25 to 3.89 (p<0.001).

Conclusion

SDM is an emerging core competency of PCP capacity. This workshop was easily incorporated into the preexisting peer-to-peer teaching

curriculum as part of the McMaster Family Medicine Postgraduate Program. Pre-licensure learners would benefit from structured SDM

training and skills development to facilitate broader conversations on screening and preventative health, a foundational pillar of family

medicine.

Strengths of these findings include development of a theory-informed workshop to target local barriers to SDM and the use of validated

questionnaires and scoring tools. This supports generalizability of this approach to a wide variety of SDM contexts (e.g. lung and prostate

cancer screening). Limitations include small sample size with only 16 participants and lack of assessment of retention of this increased

confidence, knowledge, and capacity over a longer period of time, which would be important in assessing sustained changes in clinical

practice.
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Experience the BEST in EVIDENCE-BASED Health Care Education

Monday, June 7th - Friday, June 11th, 2021

Come to McMaster, the birthplace of evidence- based health-care, where we offer an optional pre-course in addition to one of two closely

related workshops.  The first caters to clinicians who wish to improve their clinical practice through enhanced skills in reading, interpreting,

and applying the medical literature.  The second is designed for clinician educators interested in enhancing their skills for teaching the

principles of evidence-based practice to others.  Both workshops are tailored to faculty and community internists, hospitalists, and senior

and incoming chief residents. Our website: https://ebcp.mcmaster.ca

What is Evidence-Based Clinical Practice/Evidence-Based Medicine?

Evidence-based clinical practice (EBCP) is an approach to health-care practice that explicitly acknowledges the evidence that bears on

each patient management decision, the strength of that evidence, the benefits and risk of alternative management strategies, and the role

of patients’ values and preferences in trading off those benefits and risks.

Why are Evidence and Values or Preferences Important?

Clinicians are confronted daily with questions about the interpretation of diagnostic tests, the harm associated with exposure to an agent,

the prognosis of a disease in a specific patient, the effectiveness of a preventive or therapeutic intervention, and the relative costs and

benefits associated with these decisions. Both clinicians and policy makers need to know whether the conclusions of a primary study or a

systematic review are valid, and whether recommendations in clinical practice guidelines are sound.

Members of the Health Research Methods, Evidence, and Impact (HEI) at McMaster University, in collaboration with other colleagues

trained in both medicine and in clinical epidemiology, have developed a set of common sense strategies to assist in the critical appraisal of

evidence.  They  have  also  developed  approaches  explicitly  considering  values  and  preferences  in  clinical  decision-making,  thereby

encouraging the practice of EBCP.

Workshop Objectives

Optional Pre-course:  An additional 4-hour large group setting pre-course for individuals wishing for an overview or refresher on “Basic EBM

Concepts”.  The pre-course requires separate registration and fees in addition to the main workshop registration.  Participants must register

for the Workshop to be eligible to take the Pre-course. This Pre-Course will start in the morning on Monday, June 8, 2020. See our website

for more information (click “What to Expect” and then “Pre-Course”).

Optional Post-course:  An additional 3-hour large group setting post-course for individuals wishing to understand “Developing an EBHC

Curriculum”.  The post-course requires separate registration and fees in addition to the main workshop registration.  Participants must

register for the Workshop to be eligible to take the Post-course. This Post-Course will start in the afternoon on Friday, June 12, 2020. See

our website for more information (click “What to Expect” and then “Post-Course”).

Both  streams:   To  help  participants  advance  their  skills  in  critically  appraising  the  literature,  and  their  skills  in  acknowledging  and

incorporating values and preferences in clinical decision-making.

Improve  your  practice  stream:  To  acquire  an  understanding  of  common  epidemiological  concepts  (e.g.  interpreting  hazard  ratios,

confidence intervals,  critical  appraisals  of  a  systematic  review)  and advance their  skills  in  using  the  literature  for  quality  assurance,

improving practice, and judging comparative effectiveness of health care interventions.

27th ISEBHC Newsletter Summer 2020 Edition https://mailchi.mp/c956a348748b/27th-ebhc-newsletter-call-for-ideas-4...

12 of 17 14/08/2020, 10:52 a.m.



Teaching stream:  To help participants learn how to teach EBCP using a variety of educational models in different settings, with different

types of learners.

Workshop Format

The workshop is offered as a one-week intensive course in small group format.  Participants will be learning in interactive small groups led

by clinical  epidemiologists and practitioners from McMaster and other institutions. The workshop will  consist  of  small  and large group

sessions, individual study time and, for the teaching stream, opportunities for workshop participants to lead teaching sessions using their

own ideas, materials, and reflecting their

own experiences.

What to Expect EBCP Workshop Improve Practice Stream Specifics - Learning Objectives:

To help participants advance their skills in critically appraising the literature and their skills in acknowledging and incorporating values and

preferences in clinical decision making. To acquire an understanding of common epidemiological concepts (e.g. interpreting hazard ratios,

confidence intervals,  critical  appraisals  of  a  systematic  review)  and  advance  their  skills  in  using  the  literature  for  quality  assurance,

improving practice, and judging comparative efectivness of health care interventions.

Who Should Attend:

Clinicians, physicians, nurses, pharmacists, occupational and physiotherapists, dentists, chiropractors and other health-care professionals

with limited prior exposure to concepts in evidence-based practice.

Improve Practice Stream Format:

The workshop uses small-group formats for participants to acquire new EBP skills, and to practice those skills. Learners will be expected to

actively engage in small group learning including identifying learning priorities and sharing responsibility for the learning environment in the

small group. For example, learners will be asked to identify key papers, concepts and examples of evidence that matters to their home

practice. Learners will actively problem solve, critically appraise articles and verbalize key EBM concepts to facilitate understanding.

What to Expect EBCP Workshop Teach Stream Specifics - Learning Objectives:

To help participants advance their skills in critically appraising the literature, and their skills in incorporating values and preferences in clinical

decision making.

To help participants advance their skills in teaching EBCP using a variety of educational models in different settings, with different types of

learners.

Who Should Attend:

Physicians, nurses, pharmacists, occupational and physiotherapists, dentists, chiropractors and other health-care professionals who have

an understanding of the fundamentals of EBCP who anticipate future opportunities to teach the skills of EBCP to their learners.

Teaching Stream Format:

What many people don’t realize:  If you enroll in the teaching stream, you will be doing some of the teaching. The workshop uses

small-group formats for participants to acquire new EBP teaching skills and to practice those skills. Role play will simulate the teachig

environments of the participants.

Workshop Materials

Prior to and at the workshop, participants will have access on-line to educational materials that include literature on critical appraisal and

EBCP, the small group learning format, a set of clinical problems, JAMA evidence, and a variety of other EBCP aids.

Why Come to McMaster University?

McMaster University is not only the birthplace of evidence-based medicine, and has produced the definitive evidence-based health care

texts, we also continue to lead the world in innovation and advances in EBHC practice and teaching. McMaster’s workshop, running for

more than 25+ years, has provided the model for EBHC workshops throughout the world.  Over this time, we have developed a cadre of the

best EBHC educators in North America who return to the workshop year after year because of the intensely stimulating and educational

environment.  Come to experience the best in EBHC education!

Travel Facilities and Accommodation

The workshop will be held at McMaster University. Upon confirmation of a definite placement in the workshop, you will receive a formal

letter, access to the website and background and introductory materials will be provided with general information regarding specifics of the

workshop, accommodation and travel.

Travel and accommodation arrangements are the responsibility of the Registrant.  Modest accommodation is available on campus.

Other accommodations are available in city hotels, 10-30 minutes away by foot, bus or car.
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Register on line at https://ebcp.mcmaster.ca

You will receive and invoice with instructions after your ONLINE

registration.  

Please refer to your registration number in all correspondence.

NOTE:

(CANADIAN & US) PAYMENT BY CHEQUE ONLY. 

(INTERNATIONAL) PAYMENT BY WIRE TRANSFER

Please direct any enquiries to: 

Gail Clark

EBCP Workshop Coordinator

E-mail:  clarkg@mcmaster.ca

OR:

Laurel Grainger

EBCP Workshop Registrar

E-mail:  graing@mcmaster.ca
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