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New Center Seeks to Educate, Stimulate Adoption of

Evidence-Based Medicine into Practice
By Lee Reeder

into practice should be simple—it has been proven

to betheright thing to do. Thenwhy isrecommended
care practiced only about half thetime? Why isthere still
confusion over what are the best practices for a given
condition?

-I-he casefor incorporating evidence-based medicine
i

“Variability of care leaves the health system
dangerously compromised and in need of
innovative new approachesto ensurebest practice.
Wide adoption of evidence-based medicine, where
the best evidence exists, is a challenging but
absolutely essential goal.”

Harry R. Jacobsen, M.D.
ViceChancellor For Hedlth Affairs
Vanderbilt Universty
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A new academic center is beginning to answer those
questionsand educate consumers, cliniciansand health plans
onincorporating evidenceinto practice. Paul H. Keckly, PhD,
is the executive director of the Vanderbilt Center for
Evidence-Based Medicine at the Vanderbilt University
School of Medicine in Nashville, which was founded in
October 2003 after five years of research there into
evidence-based medicine applicationsin healthcarein the
United States.

Keckly said one purpose of the center is to educate
sakeholdersacrosstheindusiry—including providers, payers
and public policy players—about evidence-based medicine,
Theother purposeisto stimul ate adoption of evidence-based
practice. The center has been devel oping amarket-focused
body of research on various aspects of evidence-based
medicine.

A respected economist and healthcareindustry expert,
Keckly often speaks and writes on the subject of
incorporating evidence-based medicineinto practice. Inan
article published in February in Health Informatics
Magazine, Keckly explainshow evidence-based medicine
should beincorporated into practice:

“Ideally, evidence-based practice involves aclinical
transactioninwhichthedinician, patient and other members
of the careteam collaborate about the most appropriate
course of treatment for the patient’ scare. The evidence
upon which decisions are based isfiltered through the
clinician’ spracticeexperienceand the patient’ spreference.
Adherenceto evidence-based guidelinesinthediagnostic
and prognogtic process, therefore, featuresshared decision-
making between the clinician and patient supported by
relevant scientific evidence accessibleto both.”
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Putting Evidence-Based Medicine into Practice (cont...)

The Costs of Non-Adherence

Keckly often addressesthe subject
of making the business case for
evidence-based medicine. Oneof the
elementsof that businesscaseisthecost
of poor quality. That costisseeninthe
following two major areas, according
toKeckly:

* Inefficienciesassociated with
widespread variation

* Avoidable complicationsand
avoidableutilizationfrom non-
adherenceto best practices

Variation causesinefficienciesthat
canraisecods. “Asagenerd principle,
if each clinician gpproachesadiagnoss
and trestment in adifferent way, you're
going to have consistent inefficiency,”
Keckly said.

Vanderbilt University Vice
Chancdlor for Hedlth AffairsHarry R.
Jacobsen, M.D., who hel ped conceive
the center, addressed variability in his
announcement of the founding of the
organization. “Variability of careleaves
the health system dangerously
compromised and inneed of innovative
new approaches to ensure best
practice,” hesaid. “Wide adoption of
evidence-based medicine, wherethe
best evidenceexigts, isachalenging but
absolutely essential goa.”

InitsSateof Health Care Quality
report released last summer, the
National Committee on Quality
Assurance stated that: “ The nation’s
health care system is riddled with
‘quality gaps' that prevent millions of
Americans from receiving ‘best
practice’ care. These gaps, theresult
of factors such as poor use of
technology and irrational payment
systems, lead to more than 57,000
avoidable deaths each year.” The
productivity costsarea so staggering,

with an estimated 41 millionlost work
days and $11 billion worth of lost
productivity that could berecovered
if best practices were more widely
adopted.t

Avoidable complications, and
avoidable utilization associated with
non-adherence to best practices are

patient outcome-focused inefficiencies
thet can behighly expensiveto hospitas
and health systems. Some of these
problems are caused when patients
leave hospitals after surgery with
inadequate discharge plans. Oneof the
key areas of focus for the Vanderbilt
Center for Evidence-Based Medicine

Tablel: Estimated Deaths Attributable to

Failure to Deliver Recommended Care?

Avoidable Deaths

Measure

Each Year
Beta Blocker Treatment 1,700
Breast Cancer Screening 2,500
Cervical Cancer Screening 700
Cholesterol Management - Control 6,500
Controlling High Blood Pressure 28,300
Diabetes Care - HbAlc Control 13,600
Prenatal Care 1,500
Smoking Cessation 2,700
Total 57,500

Source: “The State of Health Care Quality 2003: Industry Trends and
Analysis.” National Committee for Quality Assurance, 2003.

Table 2: Estimated Avoidable Hospital Costs
Due to Heart Attacks and Stroke!

Measure

Avoidable Costs

Each Year
Beta Blocker Treatment $11,076,204
Cholesterol Management - Control $94,249,482

Controlling High Blood Pressure

$1,242,836,580

Diabetes Care - HbAlc Control

$178,464,900

Smoking Cessation

$97,690,642

Total

$1,624,317,808

Source: “The State of Health Care Quality 2003: Industry Trends and

Analysis.” National Committee for Quality Assurance, 2003.
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Putting Evidence-Based Medicine into Practice (cont...)

is discharge planning as a care
management function.

majorities of patients
who are discharged
from hospitalswho do
not know what they're
supposed to do upon
discharge,” Keckly
said. He pointed out,
for example, that in
patientswho have had
hip-replacement
surgery, having agood
discharge plan with evidence-based
instructions is critical to optimal
outcomes.

A study published last year inthe
Journal of Bone and Joint Surgery
found that 4.6 percent of primary total
hip replacement surgery patientswere
readmitted to the hospital within 90 days
of leaving the hospital and 1.0 percent
dieduring thosefirst threemonths. In
revisiontotal hip replacement surgery,
hospital readmission rates were 10
percent and thelevel of mortality was
2.6 percent inthat first 90 days.?

Good discharge instructions and
follow-up might prevent some of these
readmissions. Falls can occur among
these patientswho may not redlizethat
their pain medication can make them
dizzy. These patients often injure
themsdvesby tryingtoliftitemsthat are
too heavy. These issues and severa
others that can cause avoidable
complications need to be addressed in
the discharge plan, according to
evidence-based medicine advocates.

Although there hasbeen much talk
of evidenced-based medicineand best
practices, they are not widely used. In
arecent presentation, Keckly cited a
study published last year in the New
England Journal of Medicine that
found that participants in the study
received only 54.9 percent of

recommended care. Thestudy found no

sarveasamodd totherest of thenation

significant differencesintheproportion | for computerized order entry.
“ Studies show that thereare high | of recommended carereceivedin acute

“This is not about bad people, it's about flawed
systems. Where people start to push back from
evidence-based medicine is when they start pointing
fingers at one another.”

Paul Keckley, PhD, Executive Director
Vanderbilt Center for Evidence-Based Medicine

care, preventivecareor carefor chronic
conditions.®

Tables 1 and 2 on Page 2 are
examplesfrom the NCQA report that
show some of the estimated avoidable
deaths and costs associated with the
failureto provide recommended care.

The benefits of using evidence-
based practice may beseeninimproved
functional status, decreased
complications and mortality, and
avoidable emergency department vidits
and hospital reedmissions, according to
Keckly.

Vanderbilt University Medical
Center (VUMC) uses evidence-based
guiddinesfor every admissonthrough
asysemcaled“WizOrder,” whichwas
developed at Vanderbilt University and
is now commercialy available as
Horizon Expert Orders™ from
McKesson Corp. The system is
available throughout the hospital on
clinical-care units and includes
evidence-based remindersand aerts.
The system has been credited with
helping to improvethequality of care
and saving VUMC millionsof dollars
in pharmacy and X-ray costsalone.

In part because of the use of this
system, the purchaser consortium
Lesgpfrog Group choseVUMCin 2002
as one of a few hospitals that were
providing safety measuresthat could

Cultureisan important aspect of
employing evidence-
based medicine. “Thisis
not about bad people,
it's about flawed
systems,” Keckly said.
“Where people start to
push back from
evidence-based
medicine is when they
start pointing fingersat
one another. It's
doubtful that any one of uscould stay
abreast of thesciencein medicinegiven
the speed and acceleration of
knowledge. So we have to get away
from the concept that thisis somehow
pointing at doctorsand saying, ‘ You're
not doing agood job’”

Searching in Different Places

Keckly addressed the different
waysinwhich consumers, diniciansand
organizationsseek and gether evidence-
based medicineinformation. “ That's
part of the problem,” Keckly said.
“Everyonedartsat adifferent place. At
the consumer level, most start through
asearchengine, andit takesalittlemore
than five minutesfor aconsumer todo
asearchonadiagnosis.”

Thefruitsof their searchesmight be
lessthan optimal, according to Keckly.
“They oftenend upwithinformationthet
isnot evidence-based and may havea
commercial sponsor,” he said.
“Generdly, thephysicianisseen asthe
best source of evidence-based
information by apatient, but theproblem
is that physicians don’t distribute
information—it occursinonly 1 out of
10stuations.”

Keckly said thiscreastesavoid for
consumer access to evidence.
“Consumersare not ableto accessthe
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Putting Evidence-Based Medicine into Practice (cont...)

Ten Hard Facts of Evidence-Based Medicine

evidence as they need to, and the
resources to do that have not been
developed for them,” he said. Keckly
added that an exception may be that
some might find their way to the Web
site of the Agency for Healthcare
Research and Quadlity, which doeshave
extensive information on evidence-
based medicinefor some conditions, but
thisisrare.

Other consumers might find a
medica society guiddine, which might
not awaysprovidethebest information,
according to Keckly. “Some, but not
al, of themedica society guiddinesare
evidence-based, and that’ ssomething
most people don’t know,” he said.
Keckly noted that medical societies,
especidly thesmaller ones, often do not
updatetheir guiddinesasoften asthey
should, or they do not make the
evidence available, or they shapethe
evidenceto reflect who should bedoing
certain piecesof thework rather than
what should bedone. Hesaid, however,
that such protectionism andinattention
to changesintheevidencearegenerdly
not the case with most of the major
medical societies.

How do Clinicians Find
Evidence?

For dinicians, accesstoinformation
is less of a problem than with
consumers because of resources
availableto them, according to Keckly.
“On the consumer end it’ smore of a
matter of where do they go, and once
they get there doeswhat they find have
any credibility at al,” he said. “The
problem with theclinicianisactually
doingit, not so much access,” hesaid.
Keckly added that the clinician’s
medicd society isusudly thefirst chosen
source, and thenthey goto other search
resources such as MedLine,
HealthGate and the Cochrane
Collaborative.
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OnitsWeb site (http://ebm.vanderbilt.edu), the Vanderbilt Center for
Evidence-Based Medicinelistswhat it calls“ Ten Hard Facts’ regarding
evidence-based medicinewith citations. Thetenfactsare:

1. Thegap between knowing “ what wor ksbest, for whom and
why” and the day-to-day provision of health servicesiswide...
and expanding.

2. Most physicians believe they practice evidence-based
medicine... andit actually occursabout haf thetime.

3. Most patientsbelieve they receive “ evidence-based car €’
... but they don’ t understand what that means.

4. Mot health plansencour agecliniciansto practiceevidence-
based medicine... but they don’t reward those who actually do so.

5. Scientific evidenceisstrong and consistent ... for about 40
percent of themost prevalent medical conditions.

6. Consistent clinician adher enceto evidence-based guidelines
results inquality careand lower codts... though the cogt-€effectiveness
of some evidence-based interventionsisdel ayed.

7. Many consumers independently investigate treatment
optionswhen they arenewly diagnosed ... but for only ahandful of
common conditions.

8. Most consumers adhere to evidence-based treatment
directives ... when clearly presented by their clinician in an
understandable manner at ateachable moment with perceived
consequences.

9. Most physicians pay attention for new evidence in their
specialty ... but oftenfall behindin staying abreast.

10. The practice of evidence-based medicineispremised on
shared decision-making between physiciansand patients... but
physiciansdo apoor job of engaging patientsin decision-making.

Note: for citations, visit http://ebm.vanderbilt.edu




Putting Evidence-Based Medicine into Practice (cont...)

Information overload and thetime

Regarding the use of evidence-

available for searching are also| based medicineby hospitalsand hedlth
condderations. “Forthedinidanitisnot, systems in disease management and
so much aquestion of wheredo | go, | quality improvement programs, Keckly

but whendo | havetime
to go, and is the
information in aformat

“For the Leapfrogs and others to come pouncing on

a specific set of evidence-based
practices.

These entitiesare putting pressure
on hospitalsand health systemsto put
evidence-based
medicine into practice.
“Between JCAHO, the

thetisgpplicabletothis  the hogpital overnight isunfortunate, becauseit takes major  commercial
patient,” Keckly SAd. -t focys away from the meaningful changes that Ppayers and  the
Doctorsthinkinterms i to occur. | believe we need to retool the Lepfrogsof theworld,
f patients and not . i
orp . : . you havethreedifferent
patient populations, so  I€lationship between providers and payers around  gois of  entities
they have to course the evidence.” devel oping report cards
thr_oughtheewdmoeto Paul Keckley, PhD, Executive Director  0n hospitals around
build their casefor not Vanderhilt Center for Evidence-Based Medicine evidence-based
only a primary processes,” Keckly said.
diagnosis, but perhaps “They are potentially

indi cationsof two secondary diagnoses.
Sometimestheevidencearound that is
not asclear.”

Hospitals Not Looked to as a
Good Source

Providing suchinformeation hasbeen
“an interesting journey” for many
hospitasand hedth systems, according
to Keckly. “A lot of hospitals have
attempted to make information
available, but they have not attempted
to make the information available to
clinicians—they havetried to provide
somebasic content for consumersat a
Reader’sDigest level,” hesaid. Keckly
added that this practiceisusudly based
on the presumption that the hospital
does not want to go too far into the
physician’ sdomain of directing care.

Even so, Keckly said that studies
show that consumersdo not generally
gofirst to hospital Web sitesto search
for evidence-based medicine
information. “ They don'ttypicaly think
of ahospital Web site asthe placeto
go for clinical information,” he said,
adding that they look to hospital Web
sitesfor directions, campusmaps, class
schedulesand other information.

sadtheprocessisjust garting. “ It hasn't
been prevalent,” he said. “Most
hospitals do not have chronic care
management programs, most arejust
dartingto moveinthat direction. Most
are adopting guidelines for inpatient
admissionswherethereissignificant
inefficiency inthework flow around thet
patient.” He said thisis occurring in
someof thetop, high-cost conditions,
such as community-acquired
pneumoniaand congestive heart failure.

Keckly said he believes every
hospital isnow starting to incorporate
evidenceinto practice and that hospital
CEOQOs are not backing away from it,
because it is the right thing to do.
However, he said many of them are
treading lightly into this areabecause
gppropriatenessof admissonsand care
has long been the domain of the
physician. Ontheother hand, according
to Keckly, various entities are setting
evidence-based standardsfor care, and
ahost of publicreporting programsare
being created, putting clinical
performance pressureson hospitasand
health systems. Another exampleisthe
Centers for Medicare and Medicaid
Servicescutting reimbursement levels
for healthcare provider organizations
that do not report their performanceon

picking up the newspaper and seeing
their own performanceagaing two other
local players. If they don’t do certain
things, they are going to have some
black markson their performance, but
if they do them, someof the physicians
will be concerned that the hospital is
starting to practicemedicine.”

He said that it is difficult for
hospitals to “turn on a dime” on
implementing best practices. “It can
take ahogpita threeto six monthsjust
to get everybody—the hospital medical
staff, the board and key managers—to
understand it,” Keckly said. “For the
Legpfrogsand othersto comepouncing
onthehospital overnight isunfortunate,
becauseit takesthe focus away from
the meaningful changes that need to
occur. | think we need to retool the
relationship between providers and
payersaround the evidence.”

Hesaid thisretool ed rel ationship
would include collaborating on
achievable short- and long-term
outcomes of evidence-based practice.
Thismightinvolveagreeing onthreeto
fivemgor diagnosesinwhichnear-term
results could be had, and then ook at
which could bemogt effectiveif worked
onover thelongterm. Keckly said that
hebelievesthe*cookiecutter, one-size-
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Putting Evidence-Based Medicine into Practice (cont...)

fits-al” report card concept isdoomed
tofailure. “Mogt of thosearenot redly
getting to the substance of evidence-
based medicine,” hesaid.

In November 2003,
88 senior leaders from
severa sectorsof hedlth
caremetin Nashvillefor
the Health Delivery
SolutionsCongress. The
purpose of the meeting
was to work on
transformation Strategies
and develop steps to
implement them.

Before the meeting, participants
were asked to complete a survey
created by the Vanderhilt Center which
rates the importance of certain
proposed strategies for healthcare
trangformeation. Someof themost highly
rated (more than 9 out of 10 in
importance) were related to evidence-
based medicine and best practices,
indludingthefollowing:

» Consumerswho are not
compliant with physician-directed
wellnessand preventive hedlth
measures should pay higher
deductiblesfor hedth benefits.

» Employersshould beabletovary
benefitsinrecognition of an
employee'scompliancewith
evidence-based treatment plans
to which they have been directed.

* Public policy should focuson
preventioon asanationa strategy.

* Medical education should be
rebuilttofocusonlifelonglearning
(continuiousprofessiona
development) for clinicians.

The Vanderbilt Center advocates
three essentid Strategiesforincreasing
adherenceto theuseof evidence-based
medicine

» Employingtools, not rules.
Keckly said, “We haveto get the
stigmaaway fromthisand focus
onwhat arethetoolsthat

“The business case for evidence-based medicine is
a very nice, but secondary benefit of its application,
but it is primarily the right thing to do.”

Paul Keckley, PhD, Executive Director
Vanderbilt Center for Evidence-Based Medicine

acceleratethe practice of
evidenced-based medicine.”

* Educating al key stakeholders.
Thekey stakeholdersinclude
clinicians, consumers, regulators
andemployers.

* Creatingincentivesthat matter.
The Vanderbilt center isstudying
mechanismsto remove barriersto
practice, and mechanismsto
enhancethe adherence of both
providersand consumers. Keckly
saidincentivesshould be
structured so that “ payersand
providerscan moveinthesame
direction.”

Keckly said that if heweretrying
to persuade the management of a
hospital to put evidence-based medicine
into practice, hewouldfirst start with
theappropriatenessof it. “Theprimary
reason for thediscussion of the pursuit
of evidence-based medicineisthatitis
therightthingtodo,” Keckly said.“The
business case for evidence-based
medicineisavery nice, but secondary
benefit of its application, but it is
primarily theright thingto do. Youdon't
raise questions about why we ask
surgeons to wash their hands before
they go into the operating room, for
example”

The Vanderbilt Center lists the
following as key components of
evidence-based medicine:

1. Evidence-based
medicine involves
ongoing accessto and
incorporation  of
evidence in care-
management decisons.

2. Evidence-based
medicine involves a
didactic relationship
between a provider,
acting ascoach, and apatient.

3. Evidence-based medicine is
petient centered with appropriate saif-
care management akey outcome.

“QOursisamarket-based focus of
evidence-based medicine,” Keckly
said. “Where doesit take us, and how
do we get there?’
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