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In Defense of Patients
I recently gave a talk on evidence-based holistic care at the Yale School of Medicine’s inaugural conference dedicated to ‘integrative medicine,’ generally defined as the blend of conventional and alternative medical practices.  This is the model we use at the Integrative Medicine Center I run in Derby, CT (www.imc-griffin.org).   I was subsequently branded a quack in certain quadrants of the blogosphere.  So I am writing a defense.  But not of myself, nor of my talk, nor of Yale, nor the conference.  But of patients.

Because the only good argument for any particular way of practicing medicine is that it’s better for patients.


The view I expressed, and that guides our practice, is that human need goes on long after the results of randomized clinical trials start to run thin.  I do not think doctor and patient should part company there.  I believe that responsible use of the science we have should not preclude responsiveness to the needs of patients that fail to respond as textbooks say they should to that all-too-limited science.  I believe, in other words, that patient need, not trial results, should be the ultimate master medical care must serve.  
I learned devotion to evidence-based practice from my teachers and professional colleagues; I was pushed toward integrative medicine by the needs of my patients.

In my clinic, we rely on a construct we call an ‘evidence hierarchy’ to help guide the recommendations we offer our patients.  This construct is based on five considerations: the safety of a treatment; its effectiveness; the quality of the scientific evidence supporting it; the lack or availability of other treatment options; and patient preference for the treatment.


How the hierarchy works is made clear by considering the two extremes.  If a treatment is likely to be unsafe and ineffective; if the science supporting it is weak to absent; if there are other treatment options that are apt to work better; and if the patient does not prefer it, then using it would make no sense at all.  If, at the other extreme, a treatment were highly effective, very safe, and strongly supported by science; if there were no other treatments that could do the same thing; and if the patient wanted the therapy, failure to use it would make no sense at all.


It is the middle of this range, however, where most medical decisions play out, and where the case for evidence-based holistic care, or integrative medicine, is made.  Consider the circumstance, seen weekly in our clinic, where the patient has tried all of the best-studied remedies, but failed to respond- and is still suffering.  If a treatment appears to be safe, might work, is based on uncertain science, lacks competing options with more promise,  and the patient wants it badly- our approach would suggest trying it.  As a result, we often help patients who thought they were out of options.
Some, apparently, see quackery in a willingness to try to help a patient feel better past the point where scientific evidence is decisively clear.  But does it actually make sense to subordinate patient need to the limits of what we know with certainty, when what we strive to know through biomedical research is all in an effort to satisfy patient need?  If so, I suppose I would rather be a duck than a doctor, so claims of quackery are just so much water off my back.
As a researcher myself, I respect that anecdotes are not science.  Science is vital for defining what will work for most of the people most of the time.  But what about the rest of the people the rest of the time?  If an individual patient who has felt poorly for years suddenly feels better, they don’t need statistical analyses for confirmation.  Feeling better is a fact just because they say so.

Often overlooked by those who express devotion to evidence with almost religious fervor is that we never actually have scientific evidence at the level of the individual patient.  If, for example, a large clinical trial shows that a drug lowers blood pressure 10 points on average, the participants in that trial mostly diverged around the average.  Some did better than average- their blood pressure fell even more, and they felt great.  But some did far worse- perhaps their blood pressure actually rose paradoxically, or they dropped out due to side effects.  As clinicians, when we prescribe this drug which evidence shows works on average, we generally don’t know if our patient is more like the person who responded well, or the person who responded poorly.
Anecdotes are the stories of individual patients.  They are often derided as being far less reliable than the results of clinical trials, and in many ways they are.  But ultimately, it is the stories of patients- doing well or doing poorly- that is what matters most in medical practice.  And in the aggregate, anecdotes can actually trump clinical trials.  On the basis of clinical trials, the FDA approved such drugs as Rezulin, Baycol, and Vioxx.  On the basis of toxicity reporting that was, in essence, cumulative anecdote, these treatments and many others like them have disappeared.

There is genuine quackery in medicine: fatuous convictions where there should be open-minded skepticism.  As a patient, beware of any provider who makes promises or guarantees, or speaks of miracles.  Miracles are not the purview of medicine.

But if dedicated use of the scientific evidence we have, combined with dedicated responsiveness to the needs of patients that evidence is gathered to serve, is quackery- then the best doctors I know are all ducks.  I will proudly stand with them in defense of patients, feathers unruffled by a bit of name-calling through cyber-space.
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