
Thus while the efforts of the guideline
development group are helpful in opening up the
debate on evidence based decision making, they
have to be handled with care. They should be the
vehicle for achieving better value for money in
health care.
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Evidence based general practice

Findings of study should prompt debate

ED1TOR,-P Gill and colleagues' adaptation to a
general practice setting' of a study originally
designed to assess interventions in an acute hos-
pital medical firm2 encouraged me to apply their
methodology to acute admissions (n=50) over
four weeks in the paediatric departmnent of a dis-
trict general hospital. My finding that, by Gill
and colleagues' criteria, two thirds of primary
interventions in this setting were evidence based
is perhaps less interesting than the flaws in their
study that were highlighted by my attempt to
emulate it.

Firstly, Gill and colleagues cite individual ran-
domised controlled trials and state that they did
not attempt to assess the methodological quality
of the trials identified. In my study at least four
diagnosis-intervention pairs could be supported
or contraindicated depending on which of two
conflicting randomised controlled trials one
chose to quote. Differences in the date of
publication were not great enough to dictate the
choice; an accurate assessment of trial strength is
vital in such cases. Ellis et a's solution to this
problem was to use overviews in addition to ran-
domised controlled trials.2

Secondly, the treatments that fell into Gill and
colleagues' category (ii)-"intervention based on
convincing non-experimental evidence"-were
decided by a consensus of practitioners. Because
of the nature of interventions in the paediatric
department that I studied, this was the criterion
that I adopted. The inclusion criteria for this cat-
egory were therefore vastly different from those
of Ellis et al, whose category (ii) interventions,
such as cardiopulmonary resuscitation, were
those "whose face validity is so great that
randomised trials were unanimously judged by
the team to be both unnecessary and, if a placebo
would have been involved, unethical."2 The gen-
eral practice study, like mine, therefore included
within the authors' definition of evidence based
interventions a large number of treatments that
proponents of evidence based medicine would
call non-evidence based.
Such studies are useful for assessing the scien-

tific basis of treatment. When, however, ran-
domised controlled trials are not examined for

power and a consensus of practitioners is substi-
tuted for such trials in some cases, the finding
that two thirds or more of interventions are
evidence based is less a cause of satisfaction than
a source of debate.
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Studies using more sophisticated methods
are needed

EDITOR,-P Gill and colleagues' to respond to
the challenge posed by Ellis et as2 to assess the
extent to which evidence forms the basis of prac-
tice in settings other than acute hospitals. They
comment on the challenges of identifying the
evidence and express concerns about its general-
isability and applicability. It is not clear from
their methodology, however, whether they
assessed the quality of the evidence they
identified, though they comment generally on
issues related to quality.
We think that several methodological issues

are worth highlighting. As a result of the
retrospective design of the study the authors
assume that the diagnostic label recorded first in
the patient's medical record was the primary rea-
son for the patient's presentation. Is this a safe
assumption? Many general practitioners have
had the experience of patients expressing their
main concern as they leave the consulting room.
Also, the authors excluded 11 patients from their
sample, for whom the "attempt to cure, alleviate,
or care for the patient in respect of the primary
diagnosis" was referral or investigation. Their
reasons for this are not clear as these are valid
interventions for which evidence of efficacy
might be sought. The inclusion of follow up
interventions in the sample may result in the
inclusion of patients whose intervention is the
result of decisions taken outside general practice.
Two points arise from the results. Firstly, the

fact that 76% of the interventions were drug
interventions compared with the 66% reported
by Fry3 casts further doubt on the representative-
ness of this sample. Also, although the authors
report a similar proportion of evidence based
interventions to that reported by Ellis et al,2 a
higher proportion of these (50% compared with
29%) were substantiated by convincing non-
experimental evidence. This may reflect the fact
that the interventions used in general practice
are of a "low tech" nature and were often intro-
duced before randomised controlled trials
became commonly used. It means, however, that
this evidence is qualitatively different from that
in Ellis et al's study and calls into question the
appropriateness of using this paradigm in this
setting. In our view, the place of evidence based
practice in primary care is an important issue
and needs further investigation with more
sophisticated methodologies.
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Drug treatment in general practice in
Japan is evidence based

EDITOR,-P Gill and colleagues report their
study of the proportion of interventions in
general practice that is evidence based.' We per-
formed a similar study to evaluate the basis of
such interventions in Japan and found that most
(81 %) are evidence based.
We estimated the proportion of drug treat-

ments given to outpatients in general practice
that was based on evidence from randomised
controlled trials. The design was a retrospective
review of case notes of patients treated between
June and December 1995. Forty nine out-
patients received 53 drugs prescribed by seven
residents for 63 chronic diseases; 28 patients had
hypertension. The setting was a training centre
for general practice in Japan. New drug
treatments, changes to treatment, and the
addition of drugs to treatment were classed as
subjective interventions. We classified levels of
evidence supporting drugs as Ellis et al did2:
(i) evidence from randomised controlled trials,
(ii) convincing non-experimental evidence, and
(iii) interventions without substantial evidence.
We classified groups (i) and (ii) as the

"evidence group" and group (iii) as the
"non-evidence group." Each drug was evaluated
by discussion with senior doctors. In discussion
we used literature retrieved from Medline and
personal files of the senior doctors. As a result
the evidence group comprised 43 (81%) of the
drug treatments. Thirty two of the 53 drugs were
antihypertensive agents (calcium channel
antagonists, angiotensin converting enzyme
inhibitors, and a adrenergic antagonists) and
oral hypoglycaemic drugs. For these drugs there
are no randomised controlled trials with a true
end point. These drugs were classified as belong-
ing to group (ii) on the basis of certain
guidelines. If these drugs had been classified as
belonging to group (iii) the evidence group
would have comprised 11 (21%) of the drug
treatments.
Our finding is similar to Gill and colleagues':

in about 80% of cases we select drugs for chronic
diseases in general practite on the basis of
evidence from randomised controlled trials and
guidelines. It was a problem that this evidence
was not in Japanese.
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Author's reply

ED1ToR,-Joanna Chikwe and Richard Meakin
and colleagues share the concerns that my
colleagues and I have about the quality of
randomised controlled trials. I would draw their
attention to two further points. Firstly, few
randomised controlled trials have been carried
out in general practice. Secondly, owing to
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