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Speaking for Ourselves
You are doomed because there is no evidence!
A. C. ANAND
The penalty for laughing in a courtroom is six months in
jail; if it were not for this penalty, the jury would never hear
the evidence.
—H. L. Mencken
I respect Pops not only as a surgeon but also as one who can
analyse situations with a clear head. In the initial days of our
friendship, we called him ‘PP’ because these were his initials.
Then a nephrologist with the same initials came along and ‘PP’
somehow seemed more appropriate for a nephrologist. So this
friend of mine became ‘Pops’. He was my first choice when it
came to referring my cases for surgical consultation. This was
partly because of his good communication skills, mature and
considered decision-making, and consistently good surgical results.
His flamboyant and humorous nature, as well as his love for
evidence-based medicine (EBM), were additional plus points.
Three separate incidents when Pops made some innocent
remarks led me to ponder on certain contemporary issues.
The first incident occurred on 16 April 2011, when we were
together in the audience at a continuing medical education (CME)
programme on ‘enteral nutrition’ and were catching up with
gossip about our colleagues. A foreign speaker was talking about
the ASPEN guidelines published recently.1 Pops suddenly deviated
from our gossip and pointed out to me, ‘AC! Look carefully. Of
the 16 statements made by this gentleman, only 3 are grade A.’
I enquired, ‘What does grade A mean?’
‘You missed that slide,’ he answered. ‘Grade A means a
statement based on at least 2 large randomized controlled trials
(RCTs) with clear-cut results and with low risk of false-positive
(alpha) and/or false-negative (beta) error.’2
‘So what?’ It was still not clear to me as to why he had
objections to guidelines.
‘AC, why have guidelines when you have no reliable evidence
to support over 80% of your statements or recommendations?’ He
seemed a bit agitated. ‘That, too, when you say upfront that there
is no evidence that these guidelines will improve survival of
patients?’
‘Relax, Pops! No one is forcing you to follow these guidelines.
They are just giving you the current state of information. And such
CMEs get good financial support because the firms that make
nutritional products have to sell their wares.’
The second incident occurred 2 days later. We were now
waiting in the conference hall of our hospital for a ‘statistical
meeting’ to start. He thrust before me a copy of our medical
journal,3 and said, ‘Is this really true?’
‘What is true?’ I was surprised at his intensity.
‘That Chronic Kidney Disease Guidelines were doctored to
favour drug companies and had harmed several patients?’
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‘Unfortunately, yes!’ I knew that because our nephrologist,
PP, had confirmed it to me. ‘It has been quoted as a proof that
clinical practice guidelines issued by professional bodies can be
doctored. It has long been suspected that up to 90% of practice
guideline developers have a financial relationship with companies
that make at least one product addressed by those guidelines’.4 In
this case, the National Kidney Foundation formulated guidelines
in 2006 for the management of anaemia in patients with chronic
kidney disease. Most leading experts of the initiative were
consultants to companies manufacturing erythropoietin. The
guidelines recommended the use of erythropoietin at levels higher
than that warranted by scientific evidence. It was found to
significantly increase the risk of death, myocardial infarction,
congestive heart failure and stroke among the patients so treated.5,6
Pops was agitated again. ‘You mean they harmed the patients
to gain monetarily?’
My response was formulated to avoid extreme reactions. I said,
‘That is a very strong statement implying immoral or wicked
intentions. I doubt they did it consciously. It is also possible that
robust evidence did not exist at that time and experts added their
opinion in the guidelines! Remember what you told me about the
enteral nutrition guidelines the other day?’
‘So patients are doomed if there is no evidence?’, he asked.
My response was more philosophical. ‘It has been said that half
of what we practise today will be proven wrong in a few years’
time. The sad part is that we do not know which half.’
The third incident was the case that was presented in the
statistical meeting soon thereafter.
It was a 42-year-old woman, a known case of systemic lupus
erythematosus (SLE) with nephritis, who had now presented with
pneumonia and a few other complications. She had earlier been
treated with methyl prednisolone and cyclophosphamide. During
the current hospitalization, the debate about disease activity or
infection as a cause of pneumonia was resolved by treating her for
both. For SLE, she was initially given IVIG (intravenous
immunoglobulin), then rituximab and finally, renal replacement
therapy and plasmapheresis before she died.
Her death was explained by the treating physician as being due
to the presence of several bad prognostic signs.7 However, some
doctors strongly objected to the use of IVIG and rituximab in SLE
due to the lack of definitive evidence of their benefit.
Rheumatologists accepted that there had been no large RCTs
examining the efficacy of IVIG in SLE, but reiterated that data did
exist from small studies and case reports. 8–10 Similarly,
rheumatologists also accepted that the use of rituximab was offlabel but there were some reports to show that it might be useful.11
There was an animated discussion. Some argued that clinicians
may resort to using innovative treatments when pushed to a
corner, even if adequate evidence of benefit does not exist.
Pops vehemently opposed the use of extremely expensive and
potentially harmful drugs for the treatment of serious diseases
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when there was no proven evidence of their benefit. ‘If adequate
evidence was lacking, it would have been much better to tell the
patient that nothing more was possible and they should prepare for
the final event.’ Pops said with great emphasis, ‘Don’t we do it all
the time with terminal cancer patients?’
After the statistical meet, there was tea to wash down the
differences of opinion. At this time, I walked up to him and said,
‘Very effective therapy is now available for terminal cancer
patients too. Examples are sorafenib for disseminated
hepatocellular carcinoma and sunitinib for disseminated renal
cell carcinoma. And let me quote from the first chapter of a
textbook of medicine: “One thing is certain; it is not for you to don
the black cap and, assuming the judicial function, take hope away
from any patient.” This quote was attributed to William Osler.’12
He was not pleased with my argument as his face still showed
contempt. ‘If you look up UK’s National Institute of Health and
Clinical Excellence (NICE) website, you will realize that sorafenib
is not being recommended by the NHS as it is too expensive for
the benefit it gives.’13
I knew that, but I added, ‘The NICE guidelines are based on UK
prices and on the results of detailed outcomes research done in
their situation. Such evidence does not exist for Indian prices and
conditions. However, there is evidence that sorafenib significantly
prolongs life in such patients.’14
He retorted, ‘There is no health technology outcome research
in India. What do you do when there is no evidence?’
I just shrugged and said, ‘I guess the same as we have been
doing so far. Use our best judgement.’ And that is how the
conversation ended that day.
But we met again the very next day. I was coming out of a ward
when I found Pops walking down the corridor on the opposite
side. He took out a folded paper from his pocket and handed it to
me. ‘You may like to read this about 7 alternatives to EBM,’ and
he walked on.
As soon as I reached my room, I unfolded the paper handed to
me by Pops. It was a photocopy of a paper published in the BMJ
which described 7 alternatives to evidence-based medicine.15 It
was amusing to see someone making light of a very serious
subject. A summary of these 7 alternatives is given below.
1. Eminence-based medicine: Senior doctors do not rely on
something as mundane as evidence. They have a touching
faith in clinical experience—defined as ‘making the same
mistakes with increasing confidence over an impressive
number of years’.
2. Vehemence-based medicine: The substitution of volume for
evidence is an effective technique for browbeating your more
timorous colleagues and for convincing relatives of your
ability.
3. Eloquence-based medicine: Sartorial elegance and verbal
eloquence are powerful substitutes for evidence.
4. Providence-based medicine: If the caring practitioner has no
idea of what to do next, the decision may be best left in the
hands of the Almighty.
5. Diffidence-based medicine: A diffident doctor may do nothing
from a sense of despair. This, of course, may be better than
doing something merely because it hurts the doctor’s pride to
do nothing.
6. Nervousness-based medicine: Fear of litigation is a powerful
stimulus to over-investigation and over-treatment.
7. Confidence-based medicine: This is restricted to surgeons
who like to play God.
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This was not the end. When I searched the net, I realized that
there were many others who had contributed equally effective
alternatives.16 The following are some examples.
1. Narrative-based medicine: Some rely on indigenous traditions.
Such medicine may be a combination of eminence-, eloquenceand confidence-based medicine.
2. Arrogance-based medicine: The unit of measurement here is
the phrase ‘because I said so’. It is often seen in teaching
hospitals where the fate of students is in the professor’s hands
and they have no alternative but to accept what the professor
says.
3. Propaganda-based medicine: Every day, busy practitioners
are falling prey to interested pharmaceutical representatives
who possess the best strategies for changing the physician’s
behaviour.
4. Annoyance-based medicine or avoidance-based medicine:
This occurs when a patient, family or practitioners (other than
the physician concerned) become so annoying in their demands
for a specific course of care that the physician gives in.
5. Rheumatism-based medicine: Rheumatologists have a constant
crib about this one. A patient with pain around the joints
always has ‘rheumatism’ or ‘arthritis’. There is no reason to
investigate further or to refer him to a rheumatologist. The
next step is treatment with corticosteroids and non-steroidal
anti-inflammatory drugs.
6. Profit- or opulence-based medicine: One alternative—which
may be especially prevalent in private practice and
remuneration systems based on fee-for-service—is profitbased medicine (also known as opulence-based medicine).
This is the conscientious, explicit and judicious use of the
most profitable and lucrative interventions when making
decisions about the care of individual patients.
7. Webidence-based medicine: Webidence is based on scientific
(type 1) and pseudo-scientific (type 2) medical advice and
opinion posted on a website.
8. Effervescence-based medicine: This is practised by physicians
who have taken too much bubbly at the hospital party, and is
marked by slurred speech and ataxia. The evidence yielded by
a breathalyser will result in the confiscation of their driving
licences.
Interestingly, someone also went on to mock the current view
on the type of evidence that one accepts in medicine.16
‘Evidence was classified into 7 levels:
Class 0: things I believe
Class 0a: things I believe despite the available data
Class 1: randomized, controlled clinical trials (RCCTs) that
agree with what I believe
Class 2: other prospectively collected data that support what I
believe
Class 3: expert opinion similar to mine
Class 4: RCCTs that don’t agree with what I believe
Class 5: what you believe that I don’t
Evidence with lesser class number indicates better evidence
and those with higher number indicate poorer evidence, hence
less reliable.’
The same evening, after finishing the day’s work, I walked up
to his room and said, ‘Pops, there are two more alternatives I can
suggest. One is brass (or rank)-based medicine for the services,
where the weight of the brass on the shoulder rather than clinical
evidence decides what treatment is given to the patient, and
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another is anecdote-based medicine, in which people base their
treatment decisions on what happened in the last case they saw or
heard about 2 decades back!’
Pops was not smiling. ‘AC, think carefully, is it not what you
see being practised all around you?’
‘I agree, we all may be guilty to some extent of being empirical
at some time or other. But it is mostly due to lack of credible
evidence. In a developing country like ours, where 80% of health
resources are in the private sector, doctors are forced to practise
economics-based medicine. The best treatment for a disease may
be so expensive that a patient may not be able to afford it. Then you
prescribe what is affordable, even if it is the fourth best or worst
treatment option.’
He said, ‘We in the services are lucky that we do not have to
deny the best treatment to our clientele for lack of funds. But I do
understand the predicament of doctors in private practice. I have
always tried to follow evidence-based practice, but now I am
confused.’
I, too, had several doubts about what I should do in certain
circumstances. ‘You see, the role of a doctor is rapidly changing.
But do you think that EBM is the most relevant method for us
today?’
His answer was more like thinking aloud. ‘The term EBM was
coined in 1988 and utilized research methods that were nearly
impossible without the use of electronic databases. The core idea
of EBM is very logical—that we should evaluate the benefits and
harms of different interventions before implementing them.17 In
the olden days, not everything was scientifically and statistically
proven and such proof was not even considered desirable.’
I interrupted him, ‘How come not desirable? I can’t imagine a
situation where scientific evidence will not be desirable.’
He looked at me and replied, ‘Okay! Tell me, has there been any
RCT to prove the efficacy of parachutes? RCTs are the backbone of
EBM, but in this case they are neither desirable, nor possible! Liver
transplantation has become a routine treatment without any RCTs!’
I suddenly remembered something. ‘A recent Cochrane
systematic review found no evidence to show that Alcoholics
Anonymous (AA) or other 12-step programmes are effective.18
It has been said that AA is faith-based medicine and not evidencebased.19 It is still popular the world over. Does that make it
scientific or not?’
‘I guess it will depend on your view on the role of faith in
medicine,’ he remarked.
‘You said EBM started in 1988. It was around the same time
that the practice of medicine also changed drastically.’ I changed
track to keep our discussion on course.
‘Changed—how?’
I replied, ‘A book published way back in 198420 criticized the
traditional autocratic decision-making by doctors and suggested
that the patient should be a party to all medical decisions made
about him/her. Due to repeated debates on this topic, the medical
profession started respecting the autonomy of patients with respect
to treatment decisions by the 1990s.’
‘Yes, it makes our task doubly difficult. We not only need to
comprehend the complex statistical evidence, but also need to
convince our patients about it, who may have no medical or
statistical knowledge to grasp the facts.’ His remarks reflected his
frustration and the difficulty he was facing in doing what was
being recommended.
I echoed his thoughts: ‘It also means that the doctor will have
a tougher time explaining to his/her patient why some of the “sales
pitches” given on the internet may be wrong.’

VOL. 24, NO. 5, 2011

Pops agreed with me, but raised another point, ‘In fact, perfect
evidence is not available for most situations. So, what does one do
when evidence is sketchy or incomplete?’
I had my own views on this. ‘EBM de-emphasizes intuition,
unsystematic clinical experience and pathophysiological basis as
sufficient grounds for clinical decision-making and instead, stresses
the examination of evidence directly from clinical research.’17
‘That’s what separates EBM from the alternatives described
above.’
I startled him with a remark he was not expecting. ‘EBM has
also been severely criticized. People have even called it absurd
and irrational.’21
‘Most people who criticize EBM forget that its primary goal is
to be aware of the evidence on which one’s practice is based, the
soundness of the evidence, and the strength of inference the
evidence permits. But evidence alone is never sufficient to make
a clinical decision.”22 Anyway, what is the criticism against it?’
He was unwilling to accept any criticism against it.
‘For example,’ I tried to remember the case23 I had read about
some time back, ‘Mr T has coronary artery disease, congestive
heart failure and chronic kidney disease. He was prescribed a
statin, a beta-blocker and an angiotensin-converting enzyme
(ACE) inhibitor to treat his heart failure and kidney disease. Mr T
had severe side-effects from all of these. Statins made his muscles
ache so much that he couldn’t walk; his beta-blocker lowered his
blood pressure so much that he couldn’t stand; and his ACE
inhibitor raised his potassium so much that he was in danger of a
deadly heart arrhythmia. So he stopped those drugs.’
‘That is natural.’
‘From time to time, Mr T needed to be hospitalized for an
exacerbation of his condition and every time, without fail, a
consultant prescribed the same 3 medications again with the same
deleterious results, despite diligent documentation of his prior
reactions in his papers.’
‘Why did they do that?’
‘Because evidence-based treatment recommendations have
become too deeply ingrained in their definition of good medical
care. Hospital accreditations may also depend on such protocols.
Consultants are now more concerned with meeting measurable
standards of quality than with providing individualized care. That
is why people call EBM “microfascist” medicine, or you may call
it “tyranny-based medicine”.’23
‘But EBM prescribes that our practice should be based on the
best available research evidence, taken in the context of a patient’s
clinical state and circumstances interpreted in the light of patient
preferences and values.24,25 It is a wrong interpretation by those
consultants. Is there any other criticism?’ He seemed to be making
up his mind.
‘There are more!’ I said, ‘The evidence is gathered from
groups of people, not individuals. And not all patients have the
same set of values. It is like determining the adult dose of a drug
by studying adults from 18 to 45 years of age and then prescribing
the same dose to 75-year-olds! People call it a streetlight effect.’26
‘Why streetlight effect?’
‘It has its origins in old folklore—an old lady was searching for
her needle under the streetlight, even when she had lost it inside
her hut.’
‘What has that story to do with EBM?’
‘Researchers tend to look for answers where the looking is
good, rather than where the answers are likely to be hiding. After
all, the discovery of new medications, devices and techniques is
funded primarily by “for-profit” companies.’27
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‘I see.’ He was still contemplating his response.
‘Then, EBM underpins guideline development. However, too
often, guidelines claim to have a basis in evidence when they
actually reflect major biases of the committee members who made
them.28 As a result, we may have several conflicting guidelines on
a subject that use the same data to reach different conclusions.’
‘You mentioned something earlier on this issue, too.’ He was
trying to remember our earlier discussion.
‘Exactly! Sometimes guideline developers ignore valuable
and life-saving research work for years (as they did in the case of
the papers from the University of Arizona) on the pretext that it
was “low-level evidence”.29,30 This parachute was finally accepted
several years later.’31
Pops was listening intently and commented, ‘That too is bad.’
‘Guidelines are useful, but in actual practice, vested interests
often hijack or manipulate the EBM process. As I said earlier,
pharmaceutical companies influence the writing of evidencebased guidelines to favour their products.32 Such guidelines are
written by doctors who have been paid by pharmaceutical
companies that stand to benefit from the guidelines’
recommendations.’33
‘EBM gets a bad name because of the bad behaviour of
doctors. Such doctors should be punished!’ Pops was upset again.
‘Pharmaceutical and biotechnology companies also manipulate
the design, implementation and analysis of research studies to
increase the likelihood that the results will be favourable to their
products.34 Doctors are surprisingly gullible and let commercial
sponsors control clinical research studies.35 Pharmaceutical
companies have, in the past, suppressed research whose outcomes
they find offensive to their interests.’36,37
‘You mean scientific publications are often manipulated to
mislead doctors?’ He looked surprised.
‘There have been a number of examples of such behaviour.
Pharmaceutical companies have refused to provide all study data
to the study team, reporting only 6 months of data in a trial
designed to have 12 months of data as the primary outcome;
engaging in incomplete reporting of serious adverse events; and
concealing clinical trial data showing harm to patients.’38
‘I think one should only read the best journals, which cannot
be influenced,’ he muttered.
‘Interestingly, a study about authors of scientific papers published
in 2 of the most prestigious journals—The New England Journal of
Medicine (NEJM) and The Journal of the American Medical
Association (JAMA)—showed that there was widespread conflict
of interest among the authors of published manuscripts and that
such authors were more likely to present positive findings.’39
‘But those could be honest findings!’ he exclaimed innocently.
‘I wish it were so. These “spin doctors” have a way of showing
that a treatment works, when in fact, it doesn’t.40 To get approval
from FDA, GlaxoSmithKline (GSK), the manufacturer of
rosiglitazone, may have suppressed early information that the
drug could cause congestive heart failure and myocardial
infarction.41 Similar is the story of a cox-2 inhibitor, vioxx
(Merck), and alosetron (again GSK).’42,43
‘If the basic evidence is crooked, how can you blame EBM?’
He turned around and threw me a questioning glance, and said,
‘But I am sure EBM is still helpful?’
I felt bad to burst his bubble of smugness. ‘Unfortunately,
there is no evidence that it works!’44
‘What? Has it never been shown to be useful?’
‘No, it is not that bad. When we were students, we were told
that ventricular premature beats (VPBs) were a harbinger of fatal
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ventricular fibrillation. Thus prophylaxis by antiarrhythmic agents
was indicated. A study later showed that mortality in patients
given antiarrhythmic agents was higher than in those not given
these drugs. This has led to the discontinuation of these
antiarrhythmic drugs.45 This showed the need to distinguish
evidence from propaganda (advertisement); data from assertions;
rational belief from superstition; and science from folklore.’46
Pops’ eyes suddenly twinkled, ‘What you have described is
very similar to the story of Archie Cochrane, who was EBM’s
initial promoter.47 This British physician was captured by Germans
during World War II and placed in charge of 20 000 prisoners of
war. Almost all of them were suffering from various communicable
diseases, such as dysentery, malaria and typhoid. He only had
aspirin and some other primitive methods of management at his
command. He, therefore, expected that a majority would die
before the war ended.’
‘And they didn’t die?’ I asked.
‘He was astonished that only 4 among them died, and that too,
due to gunshot wounds. Hence, he argued that they all survived
either because of their inherent immunity to fight the diseases or
aspirin, helped only by a “placebo effect”. He shot down the
practice of a pill for every ill prevalent in the NHS during those
days. But I think today’s evidence-based guidelines should be
helpful?’
‘There is very little evidence for that either.’ I added, ‘The
American Medical Association and the American Association of
Health Plans, along with the National Guideline Clearing House
(www.guideline.gov), list over 1500 guidelines dealing with various
areas of medicine. These guidelines remain untested. One recent
paper suggested that the recommendations issued in the current
ACC/AHA clinical practice guidelines are largely developed
from lower levels of evidence or expert opinion. The proportion
of recommendations for which there is no conclusive evidence is
also growing. These findings highlight the need to improve the
process of writing guidelines and to expand the evidence base
from which clinical practice guidelines are derived.’48
Pops was surprised: ‘You mean all these guidelines have
neither influenced practice, nor raised the standard of care?’
I knew my answer would disappoint him. ‘There is no evidence
to show any benefit, though there is some to show the opposite—
the harm caused by biased guidelines.’49
‘Are such guidelines not useful when doctors are dragged to
court on charges of negligence?’
‘You have a point there,’ I replied. ‘Medical negligence
comprises 3 essential points. A petitioner must show that (i) the
defendant doctor owed the petitioner a duty of care, (ii) the doctor
failed to provide the required standard of medical care, and (iii)
this failure actually caused the petitioner avoidable harm.’
‘Clinical guidelines can guide the courts to establish the
second point,’50 Pops was quick to infer.
‘Fortunately, so far courts have maintained that applying
guidelines to individual care is always likely to require treating
physician’s judgement, even when recommendations are
properly linked to evidence,’ I said.
Pops’ last question was about his surgical practice. ‘Don’t you
think there is a paucity of studies to show which surgical therapy
is superior to the other? We are usually left to make empirical or
common-sense decisions!’
I looked at him carefully to see if he was testing me. He
appeared sincere. So I said, ‘The problems are different while
interpreting surgical results. Very few RCTs are done because the
benefit of surgery may be obvious, or there may be difficulties in
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defining outcome measures or even greater difficulties in
standardizing surgical skill/preference of a surgeon. Moreover,
surgical techniques are continuously evolving.’
‘We often compare endoscopic treatments with surgical
treatments. Isn’t it?’ he asked.
‘You are right, but there are problems in planning RCTs for
several surgical treatments. Take, for example, incision and
drainage of an abscess. An EBM statement would be that “there
is no RCT evidence of its benefit”. This does not mean that the
treatment does not work! It may mean that there are no RCTs
because surgeons know what to do with an abscess. They have
known it for thousands of years. The benefit of the treatment is
obvious. After an abscess has been drained, there is no abscess.’51
‘True enough,’ he remarked.
I added, ‘And then even if RCTs are conducted, the results may
not be applicable to your patients. It is like the “across the water
shot” in golfing.’
‘What does that mean?’
‘The best shot for a green lying across a water-hazard would be
straight over the water-hazard, provided you have the equipment
and skill to do it. An RCT will show it to be superior to all other
shots.’
‘What are you trying to imply?’
‘Just that a top golfer may succeed in making it across the pond
in a single shot. But if your equipment is less than the best, and
your confidence is low, the safest method will be to take the dogleg and go around the hazard—it will require at least 2 strokes, but
should get you to the green safe and sound. An average surgeon
trying to follow RCT results with his average equipment and skill
is likely to sink his patient.’51
‘That means surgeons should stick to operations they are
confident of doing and not change their style every time a new
paper appears.’ Pops was thoughtful when he said this. ‘AC! You
have said so much against EBM today that I am losing faith in it.
What is the final verdict, the bottom line?’
‘You will find that the virtues of EBM are written about
everywhere because they are widely accepted. You asked for my
comments, so I expressed my concerns about it.’ I added, ‘Your
EBM has given ++ marks to homeopathy, saying that it works.’
‘What?’
‘Homeopathy uses drugs in which less than one molecule of an
active agent may be present. Benefit with dilution beyond the
Avogadro number contradicts pharmacological theory. But a
meta-analysis of 89 placebo-controlled trials revealed combined
odds of 2.45 in favour of homeopathy.’52
I added with a smile, ‘EBM has given a thumbs-down to
acupuncture. But researchers have been hesitant to reject it
outright.53 They always end up saying that more research work is
needed. So that someone else may deliver the bad news!’
I saw that Pops had by now made up his mind and had decided
to throw a challenge at me. ‘AC, let me see how you deal with this!
Suppose you have two patients with the same diagnosis. Let us
call them “A” and “B”. Both have a similar malignancy at the same
stage and performance status. RCTs have shown that palliative
treatment with radiotherapy is superior to chemotherapy for this
disease. Now “A” lives in Delhi and has a devoted wife who can
drive him to hospital every day, but “B” does not have a living wife
and has come with his young college-going son from Jharkhand.
How would your treatment approach to these two patients differ?’
I knew that now he was testing me. I had seen a similar
discussion elsewhere,54 but this scenario was novel. ‘I think, “A”
would be prescribed radiotherapy, to be given at this hospital for
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sure. And I would discuss both treatment options with “B” and
would highlight the marginal difference in their efficacy. Finally,
I would suggest that he should receive chemotherapy in the local
hospital in his hometown, if he so chooses.’
Pops seemed to agree with me. ‘So that he and his family do not
suffer?’
‘There are several intangibles that need to be considered in
clinical decision-making.’55 I looked and added, ‘I would also
need to convince his local doctor about this plan, otherwise he
would be referred right back to me for radiotherapy if his local
doctor was an EBM enthusiast!’
Pops laughed. ‘I will call that experience-based medicine!’
‘Pops, EBM is the surest and most objective way to determine
and maintain medical care and safety standards of a high quality.
It also has the potential to reduce healthcare costs significantly.56
But we must realize that EBM is not a paradigm shift.57 It is only
one step further in making medicine more scientific. I am sure
there will be others. And the art of medicine still needs to be
perfected and practised.’
‘And pray,’ Pops asked, ‘What is that?’
‘It is something you are already good at. Spend some time in
sincerely listening to your patient to get a real perception of his
feelings and fears. And in all your decision-making, factor that in.
It may be called empathy-based medicine, a soul-mate of EBM.’
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"Speaking for Ourselves is a true collaboration between Michael Bakan and his autistic interlocutors, who journey together into the heart
of what making and experiencing music feels like for people who are wired differently. Reading it will enhance your understanding of not
just autism, but creativity itself." â€œSpeaking for Ourselves: A Youth Assessment of Local News Coverageâ€ broke down the biased
and acontextual press coverage of young people, and included a nine-point set of â€œrecommendations to journalists for improved
coverage of youth.â€ Their most recent effort, â€œThe Bay Area Media Map,â€ is a step-by-step guide to youth for mapping local
media ownership, working with news reporters and building strong relationships to get their own voices heard. Speaking for ourselves.
'Youâ€™re on mute! ' was actually a perturbing reminder of the ways in which we have all been silenced. Leonie Rushforth.Â The
Mayor of Londonâ€™s surprise drone and firework display on New Yearâ€™s Eve featured the image of a muted microphone, familiar
to users of video conferencing services as a tiny icon at the bottom of a computer screen. Heard Saturdays from noon to 2 pm, Speaking
for Ourselves (1985-1987) was first hosted by Carrie Carmichael and then by Amy Goodman beginning in November 1986. The program
aimed "to help women learn more about themselves and to have men better understand the women in their lives." The show was
produced by Susan Denning and Dick Hinchliffe and aired with the support of the New York City Department of General Services.
Document Footer. About WNYC. speak for (oneself). 1. To express one's opinion as one's own, and not represent it as being indicative
of anyone else's. Used as an imperative when there is disagreement. A: "We just love traveling." B: "Speak for yourselfâ€”I think it's
exhausting." 2. To express one's own opinion or point of view, especially in contrast to those of others. She needs to speak for
herselfâ€”I'm not a mind-reader! Speaking for myself, I haven't noticed any of the problems that David is bringing up. See also: for,
speak. Farlex Dictionary of Idioms.

