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Evidence Based Practice: What is it? and Why Does it Matter?

Vanora Hundley

The terms ‘evidence' and 'evidence-based prac-
tice' are now common place in health care litera-
ture. Government reports make increasing use of
these terms and seek to encourage all health
professionals to base their practice on sound
evidence (Department of Health (DOH) 1996,
1997, 1998; Scottish Office, 1997, 1998, 1998b).
So what exactly is "evidence based practice' and
where did the term come from

What is evidence?

Health professionals including chaplains, ac-
quire their knowledge from a number of sources.
These include:

e Tradition - /t has always been done that way
(handing down of experience)

o Authority/policy - 1 was told to do it that way
(this can be through written authority such as
policies or guidelines or from people in
authority such as a manager)

o Education or training - 1 was taught to do it
that way

e Personal experience - 1 have found it usually
works

e Trial and error - 1 have tried several ways
and this one seems to work best

e Role modelling - 1 have seen others do it this
way

o Intuition - /¢ feels right this way

e Research - The research I have read suggests
this is the best method

(adapted from Rees, 1997)

Knowledge gained from any of these sources
may lack a sound basis. However, some sources
of knowledge are less reliable than others. In
particular, tradition is considered to be a poor
basis for practice because many such practices
when evaluated have been shown to be of little
benefit and may in fact cause discomfort or harm
(Walsh and Ford, 1989). The routine shaving of
women in labour (Romney, 1980) and the rou-
tine use of enemas during labour (Romney and
Gordon, 1981) are well known examples of tra-
ditional midwifery practices which were found
to be harmful to women.

Role modelling can be a very influential way of
learning. However, as Antman and colleagues
(1992) found expert opinion, whether written or
in the clinical setting, is not always up to date.
Antman et al (1992) reviewed the evidence
about treatments for myocardial infarction and
found that despite considerable research evi-
dence showing the effectiveness of a number of
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treatments the majority of experts did not rec-
ommend them. In particular, they describe how
clinicians ignored important evidence regarding
thrombolytic therapy thereby delaying its intro-
duction into clinical practice. The first study to
demonstrate the effectiveness of thrombolytic
drugs in reducing mortality following myocar-
dial infarction reported in the early 1970's. Yet
more than 13 years passed before even half the
experts recommended using this as a method of
treatment. Nor was evidence from a meta-
analysis sufficient to change practice. The first
metaanalysis, reported in 1985, showed that
thrombolytic therapy significantly reduced the
risk of death following myocardial infarction by
approximately 20%. It was to be a further 6
years before the majority of experts recom-
mended its use. Readers are referred to Keeble
and Clarke (1995) for a more detailed discussion
of the problems associated with each source of
knowledge. It is clear that health professionals
need reliable sources of knowledge. These reli-
able sources of knowledge are often referred to
as ‘evidence' and their use as "evidence based
decision making' or ‘evidence based practice.'

What is evidence based practice?

Evidence based practice has been described as:
"the conscientious, explicit and judicious use of
current best evidence when making decisions
about individual patients." (Muir Gray, 1997)

This definition indicates that evidence based
practice involves more than just "using' the evi-
dence. There is a need for balance between the
use of evidence and clinical expertise. We have
seen that without a sound basis, practice may be
ineffective or worse, harmful to the patient. Hav-
ing found a source of evidence, the health pro-
fessional must use their skills, including those of
critical appraisal, to assess the evidence in terms
of its quality and applicability. However, even if
the evidence is found to be of a high quality this
is not sufficient on its own. The health profes-
sional must also decide whether the evidence is
appropriate for this particular patient in these
particular circumstances (Sackett et al, 1996). If
evidence is simply applied ‘cookbook' fashion
without clinical expertise then there is a risk that
the care may be neither appropriate nor applica-
ble for the individual patient. Therefore, evi-
dence based practice should involve evidence,
clinical expertise and the preferences of the pa-
tient/client in planning the individual patient's
care.
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Where did it come from?

The use of research as a sound basis for health
care practice is not new (Cochrane 1972, De-
partment of Health and Social Security, 1972)
but pressure to ensure that practice is research
based has increased considerably in the last dec-
ade (DOH 1991, 1993). Evidence based practice
originated in the field of medicine as a means of
improving the quality of decision-making using
clinical research (EvidenceBased Medicine
Working Group, 1992). However, other multid-
isciplinary groups, such as the Cochrane Col-
laboration, were also examining ways of
increasing the availability of sound research
evidence and the publication of a number of
systematic reviews in ‘Effective care in preg-
nancy and childbirth' (Chalmers et al, 1989) led
the way in making research more accessible.

What evidence is appropriate in which circum-
stances?

There has been considerable debate about what
constitutes ‘best evidence' for practice (Iggo,
1995; Walsh, 1996; French 1999). The origins of
evidence based practice have meant that there
has been a tendency to see ‘evidence' in terms of
quantitative research such as randomised con-
trolled trials and systematic reviews. However,
the type of evidence used will depend on the
clinical situation, the question to be answered
and the type of decision being made. Questions
about clinical effectiveness are best answered by
research where this is available and ideally by
research that can determine cause and effect.
Here it is important to eliminate other possible
causes or factors and therefore the preferred type
of study is a randomised controlled trial. Non-
randomised studies can lead to false positive
conclusions about effectiveness. However, for
many effects or outcomes one single randomised
controlled trial will not be large enough to de-
termine whether the cause makes a real differ-
ence. Therefore, it is best to use a systematic
review of a number of trials where a good qual-
ity review exists.

Unfortunately, research simply isn't available to
answer many questions about clinical effective-
ness and it has been estimated that as few as 15-
20% of medical interventions have been scien-
tifically demonstrated to be effective (Kings
Fund Annual Report, 1993; Freemantle N,
1995). As a result, consensus opinion is proba-
bly still the most commonly used method. Con-
sensus opinion is ascertained from surveys of
professionals' knowledge, attitudes and practices
(Penney et al., 1994) and may also involve sur-
veys of service users. However, it is worth re-
membering that consensus and expert opinion
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often lag behind and are frequently inconsistent
with the evidence (Antman et al., 1992). If there
is neither research

evidence nor consensus opinion in an area of
care, then the practitioner must use their own
knowledge in deciding good practice. Thus,
there are different levels of evidence when con-
sidering clinical effectiveness with a good qual-
ity systematic review being the best evidence.
Various systems exist for weighting or grading
the other types of evidence. One of the simplest
is the one used by the NHS executive for classi-
fying evidence to be used in clinical guidelines
(Mann, 1996). Three categories are used with
category A being the preferred option. The cate-
gories are:

A. randomised controlled trials

B. other robust experimental or observational
studies

C. more limited evidence but the advice relies
on expert opinion and has the endorsement of
respected authorities

Where decisions are made on the basis of C
rated evidence, the health professional must
acknowledge the limitations in comparison to
using research evidence. This should be dis-
cussed openly with the patient/client.

Although the focus has been on using evidence
to answer questions about clinical effectiveness,
clinicians are now looking at applying evidence
to other areas of practice. Walsh (1996) de-
scribes how they used both quantitative and
qualitative research to draw up evidence-based
guidelines for the care of women in labour (The
Leicester Royal Infirmary NHS Trust, 1996).
Evidence for issues of clinical effectiveness was
drawn from the Cochrane Database where avail-
able and therefore involved systematic reviews
of randomised controlled trials. Areas such as
communication were informed through ethno-
graphic studies and a study employing grounded
theory provided insights into the inclusion of
partners in the women's care.

Other health professionals have used qualitative
research methods to highlight patients' experi-
ences and plan appropriate services. Davis et al.
(1996) interviewed patients with terminal illness
and their carers to determine the areas of service
provision that were lacking and make appropri-
ate changes. In another study, patients' experi-
ences of a practice nurse-led service were used
to identify areas for practice nurse training to
enable a high quality service to be developed
(Wiles, 1997).

Qualitative research can also be a valuable
source of evidence in understanding patients'
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experiences. Smith (1998) used phenomenology
to describe and understand the problem drinker's
lived experience of suffering. The findings, he
suggests, have important implications for those
working with problem drinkers. Some questions,
such as those relating to moral and ethical is-
sues, cannot be answered by research. Such
questions may arise in areas such as surrogacy,
organ donation, and euthanasia. In these cases
evidence is usually determined by consensus or
expert opinion.

Why does it matter?

It is clear from the work by Amman et al
(1992) that clinicians' ignorance of existing
evidence of effective drug treatment for myo-
cardial infarction resulted in unnecessary mor-
tality and morbidity. Other drugs given without
a full understanding of the potential side effects
can be equally disastrous as demonstrated in
the 1960's with the use of thalidomide in preg-
nancy. Few of us would argue with the fact that
if we needed to visit the doctor we would want
him or her to use the best evidence available in
planning our treatment. But if you aren't in-
volved in prescribing medicines or delivering
interventions does it really matter?

Recent reports have highlighted the need for
evidence based patient information to avoid the
mismatch that often occurs between clinicians'
beliefs about the information needs of patients
and the patients' actual needs (Entwistle et al.,
1996; Coulter, 1998). A study by Meredith et
al. (1995) highlights this disparity. The study
looked at the experiences of men who had un-
dergone prostate surgery and examined the
information that surgeons routinely gave to
their patients. They found that many topics of
relevance to patients, such as negative side
effects of surgery, were omitted in printed in-
formation sheets. In addition, patients reported
that their experience of the surgery and the
after effects had differed considerably from
that described by their surgeons. In the same
way, health professionals who provide support
and counselling to patients/clients can benefit
from using evidence. There has been a ten-
dency to assume that the professional knows
best. By using evidence such as the lived ex-
perience described in phenomenological re-
search, the health professional can develop a
greater understanding of how the patient/client
experiences their condition.

Conclusion
This paper has given a very brief overview of

the terms evidence and evidence-based prac-
tice. It is hoped that this will stimulate debate
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about the subject. Although evidence-based
medicine has been around for a number of
years, the use of evidence in other areas of
practice is still developing. Health profession-
als should use the opportunity to explore what
sources of evidence are appropriate to their
area of practice and how they can be used to
improve the care of patients/clients.
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