
decision. The ultimate decisions should be those of the
parents, not their clinicians.—RED, BF

Discussion
Requests for prenatal tests are likely to become more
common as genetic knowledge continues to increase.
The case we present highlights the ethical challenges
and the contradictory views that professionals may
hold.

There are four key ethical issues for clinical
practice. Firstly, and in our view most importantly, how
should the autonomy of parents be balanced with the
future autonomy of their unborn children? Secondly, is
it paternalistic for a clinician to refuse to administer a
prenatal test requested by a woman (or a couple) and,
if so, is such paternalism ever acceptable? Thirdly, is it
appropriate for clinical guidelines to make recommen-

dations that may encourage patients to lie to achieve a
desired test or treatment? Finally, does it constitute a
breach of confidentiality when parents are informed
about genetic characteristics of their unborn child?
These ethical issues provide a basis for consideration
by clinicians faced with similar requests for prenatal
testing in the future.
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Evidence based medicine
Analogies between reading of medical and religious texts
Matthew Links

Whether you take a fundamental or liberal view of scientific evidence will affect how you interpret it.
But just as with religion, we need to admit there will be legitimate differences in our views

Conventional medicine can be seen as a belief system
characterised by a profession of faith in evidence based
medicine.1 Faith in evidence based medicine follows
from the benefits it has delivered in the past and con-
tinues to deliver. It is the best method we have for navi-
gating our way through potential new treatments.1

Evidence based medicine, analogous to many
religious traditions, is a system for the interpretation of
a canon of sacred texts (medical literature). Differences
in interpretation can often be traced to different
assumptions underlying our reading of the literature.
Just as there are fundamentalist, conservative, and
liberal views of religious texts there are similar views of

evidence based medicine. An examination of these
views and assumptions can tell us much about
differences in medical opinion.

Religious fundamentalism
The Oxford dictionary defines fundamentalism as the
strict maintenance of the ancient or fundamental doc-
trines of any religion or ideology.2 Fundamentalism
sees truth as unified, revealed, absolute, and inerrant.
Supporters have a black and white view, seeing
themselves as the true keepers of the faith with good
reason for an absolute belief that they are right. Critics

Summary points

Huntington’s disease is an autosomal dominant,
lethal neurodegenerative disorder with an average
age of onset of 37 years. There is no cure and or
current preventive treatment

Predictive genetic testing and prenatal diagnosis
are available for Huntington’s disease

Guidelines recommend that prenatal tests should
be provided only when termination of pregnancy
is planned in the event of a positive test result

Offering prenatal diagnosis to parents who have
no desire to terminate their pregnancy is
controversial
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see the world in shades of grey and view fundamental-
ism as self righteous and simplistic.

Fundamentalism is associated with literal readings
of sacred texts. Texts can be interpreted in different
ways. A liberal reading of biblical prohibitions of
homosexuality, for example, might consider that they
do not apply to contemporary committed same sex
relationships. Thus people with the same basic belief
system, reading the same text, can come to radically
different conclusions. These differences derive from
the varying assumptions they bring to reading and
applying the literature.

Medical fundamentalism
Variation in interpretation of the medical literature
shares many of the features of variations in interpreta-
tion of religious texts. Proponents of evidence based
medicine emphasise important principles of a
balanced view.3 This emphasises the limitations of evi-
dence based medicine,4 the need for judgment in
applying it to individual patients,5 and the validity of
evidence other than randomised controlled trials.6 7 A
liberal approach goes beyond this. It sees the literature
as a guide, establishing principles that need to be
applied to specific situations.

Fundamentalists, however, take a strict and literal
view of the literature. They give little allowance for
individualisation, show little scepticism about the limi-
tations of the literature, and tend to undervalue
non-randomised evidence.3 The fundamentalist
approach sees the literature as law, a series of “sacred
texts” that are treated with great respect and are to be
applied literally. Any deviation from the text is seen as
heresy. Just like religious fundamentalists, medical fun-
damentalists tend to be self righteous and denigrate
other interpretations. Of course, the analogy between
medicine and religion is not to be taken too far.
Violence or fanaticism are not features of most medical
decision making.

Examples of relevant questions
Deviation from good evidence based practice is an
important reason for poor outcomes in many aspects

of life. In the medical domain, issues of interpretation
greatly affect the treatments that we recommend.
There is often controversy, conflict, and heated discus-
sion about medical decisions. Below I give some exam-
ples of controversies in oncology with a conservative
and liberal view of the literature. Similar issues apply in
other disciplines.

Can we extrapolate evidence from one drug to
another?
This is a fundamental question in evidence based
medicine.8 Trials provide evidence on specific drugs,
yet we often deal with classes (or groups) of drugs with
similar efficacy. Does the evidence apply only to the
drug tested? Are trials recipes for treatment or proof of
principle? For example, we know from a meta-analysis
and a large randomised controlled trial that adjuvant
chemotherapy for early non-small cell lung cancer
offers a small survival advantage (4-5%). Does this pro-
vide proof that adjuvant chemotherapy works or that
specific drugs work. It takes a long time to conduct
such trials, and the drugs used have largely been
replaced by combinations that have been shown to be
more effective in advanced disease.9 It is tempting to
substitute more contemporary regimens, and this has
become standard practice in many countries. Is this lib-
eral view an improvement in patient care, allowing use
of less toxic or more efficacious regimens, or a
deviation from the evidence to support chemotherapy
in this setting?

Do we apply treatments exactly as they were
prescribed in a clinical trial?
Chemotherapy drugs often enter clinical practice with
little information about optimal dosing. The doses
deliverable in community practice are often less than
those used in the registration trials. This experience is
supported by respected guidelines, such as those of the
British Columbia Cancer Agency, which recommend
reduced dose intensities of topotecan, vinorelbine, and
capecitabine.10 Such a practice is safe and rational but
causes problems because the dose no longer
corresponds to that in the efficacy trial. In some cases,
low level evidence provides some support for the
efficacy of lower doses,11 but is this enough?

The recommended dose for irinotecan for meta-
static colorectal cancer is 350 mg/m2, but in one trial
63% of patients developed grade 3/4 toxicity and 30%
of patients were admitted to hospital for a median
duration of nine days.12 The dose actually delivered is
therefore much less than 350 mg/m2. Is it justifiable to
prescribe a lower dose, and increase it in the absence of
toxicity, in order to avoid a high level of initial toxicity?
Prescribing unrealistic doses that require frequent
omissions of doses or dose reductions is inefficient. It is
disruptive to patients and staff. But should we take a
conservative view and adhere to the treatment as deliv-
ered in the randomised trial?

How much evidence is enough?
Few advances in oncology offer cure of conditions that
have previously had only palliative treatments. One
such advance has been peritonectomy and hyperther-
mic intraperitoneal chemotherapy for peritoneal
metastases from metastatic colorectal cancer.13 The
well conducted randomised controlled trial was
stopped early because the experimental treatment had
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a considerable advantage over conventional palliative
treatment. The findings are supported by unran-
domised data strongly suggesting that this treatment
cures some patients.14 This trial has generated
divergent responses. Because of the small size, the dif-
ference in survival relates to a small number of
patients. Some will demand a confirmatory trial to
prove the principle. An ethical trial requires equipoise,
a difficult assumption with a trial that has strongly
positive results. How much evidence is enough?

How do we apply data from trials to patients in the
community?
Randomised controlled trials show a consistent
improved survival (of three months) in patients with
locally advanced non-small cell lung cancer who have
concurrent rather than sequential chemo-irradiation.
This has led to guidelines recommending concurrent
treatment.15 16 The toxicity in these trials was substan-
tial. The main difficulty in applying these data is the
external validity. We know that most patients with this
cancer have comorbidity, often chronic airflow
limitation and vascular disease. We know that most
patients are elderly and were not well represented in
the clinical trials.17 How then should we treat patients
with serious comorbidity and locally advanced
non-small cell lung cancer who would not have been
eligible for the reference trials? If we exclude these
patients from combined treatment because of con-
cerns about toxicity, what level of comorbidity do we
use to make the decision?

Conclusions
Evidence based medicine and the scientific medical lit-
erature are the bedrock of modern medical practice.
The above questions show that interpretation of the
evidence is not clear cut. Just as in the religious litera-
ture, different world views result in varying interpreta-
tions. A person with a more fundamentalist orientation
is much more likely to stay within the letter of the law.
A more liberal perspective would result in important
deviations from the evidence.

The advantage of the conservative position is that it
is clear and well defined. If you allow a large degree of
latitude to interpretation, where does it stop? The
advantage of the liberal position is that it is flexible.
The examples above suggest the possibility of
delivering better outcomes in terms of reduced
toxicity, increased efficacy, reduced cost, or improved
convenience.

We all need to realise that differences in interpreta-
tion of the medical literature often relate to different
assumptions about the way we view these texts. There is
good interpretation and bad interpretation, but some-
times the reason for disagreement is that we bring
equally valid but different views to the text. One of the
difficulties of debate in both the religious and medical
context is that attitudes tend to become polarised. We
need to be aware of our differing assumptions, avoid
self righteousness, and conduct these discussions in an
atmosphere of tolerance.
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Summary points

Belief systems in medicine are analogous to those
of religious traditions

Attitudes to medical or religious literature can be
characterised as fundamentalist, conservative, or
liberal

Variations between these world views reflect
different ways of reading evidence not a disparity
in the value placed on the evidence

Debates on evidence need to acknowledge the
validity of alternative world views
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