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 The concepts of evidence-based med-
icine are coming up on their thirty-fourth 
anniversary, born in Canada with the 
publication of a series of articles in the 
Canadian Medical Association Journal 
called, Clinical Epidemiology Rounds.1 
Over this time, the ideas have slowly 
permeated their way into academia and 
are slowly diffusing into everyday clinical 
practice.

 The process of evidence-based medi-
cine consists of five steps: 1) defining the 
question; 2) find evidence; 3) critically 
appraise this evidence; 4) apply the evi-
dence, making a decision regarding the 
initial question; and, 5) monitoring one’s 
own practice.

 This process makes sense. It is also 
difficult. Just realizing that one has a 
question – the start of the process – is not 
easy. Finding the evidence, especially with 
limited computer support, can stop the 
process before it starts. Critically apprais-
ing evidence is a slow, difficult process 
for which many of us are ill equipped to 
do. Even if we have the skills, the time it 
takes to evaluate original research makes 
this step impractical when an answer is 
needed during the care of patients.

 Problems remain when the answer 
is obtained. If I do something based 
on this evidence, will my patient be 
better off as a result? There are many 
examples in medicine of when patients 
were inadvertently harmed because 
of interventions that seemed to make 

sense but worsened clinical outcomes. 
One of the most infamous examples is 
the treating of asymptomatic premature 
ventricular contractions following a 
myocardial infarction, which resulted in 
an average increase in mortality. 2 Many 
other examples of “doing the wrong thing 
for the right reasons” exist in medicine’s 
history.

 In 1994, my colleague, David Slaw-
son, MD, and I introduced the concept 
of information mastery.3 The concepts 
arose out of our frustration with the slow 
adoption of evidence-based practice. 
We realized that our colleagues were at 
once overwhelmed with information yet 
unable to find answers to their questions. 
They wanted an answer, not necessarily 
evidence. They wanted to know what 
to do? Rather than turning to the original 
research, they would turn to colleagues, 
experts, guidelines, or their own logical 
reasoning to find an answer. When time 
is of the essence, any answer is useful.

 The second problem we identified 
with evidence-based medicine was that it 
focused mostly on examining the validity 
of the science of research and much less 
on the outcome that was studied. To 
address this issue, we coined the term 
“patient-oriented evidence that mat-
ters,” to signify outcomes of importance 
to patients and to differentiate these 
outcomes from the surrogate outcomes 
(which we call “disease-oriented evi-
dence”). The asymptomatic premature 
ventricular contractions (PVCs) exam-

ple occurred because of the failure to 
differentiate between disease-oriented 
evidence – suppression of PVCs – and 
the patient-oriented outcome of death. 

 Today’s physicians need to know 
how to access information in the midst 
of seeing patients, usually using com-
puter-based resources that summarize 
original research as recommendations or 
guidelines. They also need to know how 
to ask the right questions and evaluate 
information from all the non-comput-
er-based resources they will still use.

 To help physicians we have developed 
a series of online modules, accessible 
from any computer, which will help them 
learn, at their own pace, how to become 
“information masters” (Table). With 
explanations, examples, and self-assess-
ments, busy physicians can become more 
adept at using information resources at 
the point of care and finding information 
that will result in true benefits to their 
patients. Further course description is 
available at http://www.clinicalinforma-
tionsciences.com
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TABLE: COURSE DESCRIPTION: “ENABLING BETTER DECISIONS THROUGH INFORMATION MASTERY”

Information Mastery Part 1
• The Starters

	EBM1: Evidence-Based Medicine: An Introduction

	EBM2: Evidence-Based Medicine and Information Mastery: Why They Are Important
•  Making Treatment Choices

	PHARM1: Evaluating New Medications: Understanding the Sales Process 

	PHARM2: Evaluating New Medications: Evaluating Information from the Pharmaceutical Industry
• Information Tools

	INFO1: Finding Information To Answer Questions About Specific Patients

	INFO2: An Exploration of Point of Care Information Tools

	INFO3: Evaluating Foraging Tools for Keeping Up with New, Relevant and Valid Information
• Information Sources: Guidelines

	GUID1: Evaluating Practice Guidelines: Threats to Validity

	GUID2: When Guidelines Collide: Finding and Quickly Evaluating Relevant and Valid Guidelines
Information Mastery, Part 2
• Evaluating Studies about Diagnosis

	DIAG1: Before the Treatment Choice: Pitfalls in the Diagnostic Process

	DIAG2: Before the Treatment Choice: Understanding Bayes’ Theorem and the Diagnostic Process

	DIAG3: Evaluating Studies about a Diagnostic test: Threats to Validity

	DIAG4: Evaluating Research about a Diagnostic Test: Quickly Evaluating a Research Article 
• Finding useful information to assess prognosis (PROG1)
• Evaluating Studies about Therapy

	THER1: Evaluating Research about a Therapy: Key Threats to Validity 

	THER2: Don’t Panic: Understanding Statistics, the Language of Medicine 

	THER3: Evaluating Research about a Therapy Evaluating a Research Article 
• Evaluating Other Sources of Information

	EXP1: Evaluating Information From Experts 

	REV1Evaluating Review Articles: A Source of Expert Wisdom 

	CME1: Getting the Most Out of Lectures and Continuing Medical Education
• The Extras

	SOC1: The Social Role of Evidence-Based Medicine 

	JAZZ1: Harmonizing EBM and Clinical Experience via “Clinical Jazz”

	CHANG1: Creating Change: Practicing EBM in an Non-EBM World 
• Competency Certification exam (EXAM)


