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DOGMA BASED MEDICINE 

One size fits all 
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Where are we coming from? 

And where we should go to……. 
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With the goal to decrease the discrepancy between 
medical actions  

And 
Medical knowledge 



Evidence Based Medicine  

is a way of thinking about 
your everyday caring for 

patients 
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3. Society level 
• Sustainability 
• Fairness/Equity 
(guidance/guidelines) 



 

 

ERBP Mission 

 

improve the outcome of patients with 
kidney disease in a sustainable way, 

through enhancing the accessibility of 
knowledge on patient care, in a format 

that stimulates its use in clinical 
practice. 
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Why we need guidelines 
1° Objective scientific reasons  

(because science is not always scientific) 
 

2° Asking the right question 
(WYSIATI effects and anchoring effects) 

 
3° Subjective reasons 

(because we take emotional decisions) 

 
4° Socio-economic 

(because we want to make people healthy, not ill) 
(because a Euro can only be spent once, even in Cyprus or Greece) 
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1.  too much information 
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Pubmed: Mesh term “acute kidney injury”: yield 30885 papers 

Of these: only 211 are randomised controlled trials 
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Impact of non-published evidence: the reboxetine case 

Eyding et al, BMJ, 2010 
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Study of Heart and Renal Protection 
Interpretation: Reduction of LDL cholesterol with simvastatin 20mg plus ezetimibe 10mg 
daily safely reduced the incidence of major atherosclerotic events in a wide range of 
patients with advanced kidney disease 
 
Relative risk reduction: 17% 
 
 
 

Baigent et al, Lancet 2011 
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Study of Heart and Renal Protection 
Interpretation: Reduction of LDL cholesterol with simvastatin 20mg plus ezetimibe 10mg 
daily safely reduced the incidence of major atherosclerotic events in a wide range of 
patients with advanced kidney disease 
 
Relative risk reduction: 17% 
 
Absolute risk reduction: from 619/4620 to 526/4650 so from 13.4% to 11.3% or 2.1% 
 
Number needed to treat: 50 
 
So: you need to treat 50 patients during 5 years to avoid one event 
 
No difference in mortality; 68 of 93 events were “revascularisation”  
 
“there was no good evidence that the treatment effect was different in any of the 
subgroups” 
 
HOWEVER: Palmer et al, Ann Int Medicine, 2012: SHARP data to assess interaction of 
subgroups on treatment effect were not available; conclusion of their meta-analysis: 
Moderate- to high-quality evidence indicated that statins had little or no effect on all-
cause mortality (RR, 0.96 [CI, 0.88 to 1.04]), cardiovascular mortality (RR, 0.94 [CI, 0.82 to 
1.07]), or cardiovascular events (RR, 0.95 [CI,0.87 to 1.03]) in persons receiving dialysis. 
 
 

Baigent et al, Lancet 2011 
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Impact of calcimimetics on outcome 
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Asking the right (clinical) question rigorously 



Asking the right (clinical) question 

Safer DJ. Design and reporting 
modifications in industry-sponsored 
comparative psychopharmacology trials. 
J Nerv Ment Dis 2002;190:583- 
92. 
Johansen HK, Gotzsche PC. Problems in 
the design and reporting of 
trials of antifungal agents encountered 
during meta-analysis. JAMA 
1999;282:1752-9. 
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3° Subjective reasons  
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(because we take emotional decisions) 
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Question 1 
• A 85 year old women with long standing diabetes and 

amputations, dialysis dependence, bilateral diabetic retinopathy, 
is hospitalised because of diarrhea.  

• A last Chest X ray before dismission shows an enlarged hilus, 
suspicious for a malignancy.  What do you do? 
– A: you plan a CT thorax and a bronchoscopy to establish the diagnosis 

more certain. 
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– E: You ask the opinion of the family, but do not speak with the patient 
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Thinking errors  





Anchoring (Halo effect) 
Attribution 
Availability 



Scheen AJ. Metformin and lactate acidosis. Acta Clin Belg 2011, 66 (5): 329-331 

METFORMIN  
in advanced CKD:  
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LACTIC ACIDOSIS 



Herrington WG, Levy JB. Metformin: effective and safe in renal disease. Int Urol Nephrol 
2008; 40: 411-417 
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Impact of “evidence based medicine” 
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1° Physicians 
2° Patients 

• Buridan’s donkey 
• Immediate vs anticipated emotions 
• Hyperbolic distorsion 
• Harm vs benefit 
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7. Recommendations/GRADE 
 

 

 

 

Recommendation 

Strength of  

Recommendation  

 

1  

  

“Strong” 

 

2  

 

“Weak” 

Quality of 

evidence 

A  High 

B  Moderate 

C  Low 

D Very low 

Strong  
• most patients would want the treatment, most clinicians would want to provide it: “We 

recommend...” 
• most patients would not want the treatment, most clinicians would not want to provide 

it:”We do not recommend...” 

  
Weak  
• Some patients would want the treatment, some clinicians would want to provide it, but 

others might not, dependent on their values and preferences: “We suggest...” 
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RRT at ICU: a cost utility analysis 

Laukkanen et al, Intensive Care Medicine, 2012 
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? 

What to do when there is no evidence? 

How far and how should health economics be involved? 

This is an easy job 

How do we get everybody on board 
If we have guidelines,  

how will we measure/monitor the adherence to 
them? 
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Do we need guidelines 
If we have guidelines,  

how will we measure the adherence to them? 
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* Measures vs indicators 

Direct measuring of a physical concept eg body weight 

Some representation that reflects 
another entity  

* Structures vs procedures vs outcomes 

How many nurses, is there a CT 
scan etc 

Hepatitis B vaccination 
Hand washing etc 
% of patients having a bone densitometry 
How many patients receive a statin 

Number of bacteraemias in the HD unit 
Cardiovascular deaths/year 

Type of outcomes: 
• clinical outcomes 
• Clinical correlates 
• surrogate markers 
 

Measuring quality 
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* Aim of the quality measurement 

Measuring quality 

•  Performance monitoring (eg registries; cave confounding, cave cherry     
 picking) 
•  Formative monitoring: to improve quality 
• Summative monitoring 
 evidence based 
 measurable in a reliable way 
 direct relation with hard outcome 
 no negative/undesired influence on behavior (eg the fistula first debacle) 

 



Quis custodiet 
ipsos custodies? 


