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Preface

Some books provide comprehensive recommendations
without giving the evidence. Some books provide com-
prehensive evidence without giving any recommenda-
tions.

There is a tension between providing useful man-
agement recommendations and between providing de-
tailed evidence that allows clinicians to make their own
decisions. Books on managing infections, like the ex-
cellent Antibiotic Guidelines1 and the Red Book,2 give
recommendations about which antibiotics to use and
the doses, but not the evidence supporting the recom-
mendations. This is deliberate, to keep the books to
a manageable length. In contrast, books such as that
edited by Virginia Moyer3 attempt to analyze the evi-
dence for clinical decisions in depth. Sources of sum-
marized evidence, such as the BMJ’s important Clini-
cal Evidence series, provide detailed evidence without
recommendations and leave it to the busy clinician to
weigh the evidence presented and decide about treat-
ment. While helpful, the depth of the analysis of the
evidence means that these sources can deal only with a
limited number of clinical situations.

The fundamental principle of the current book is
to combine the strengths of both approaches, by an-
alyzing the evidence on management (treatment and,
where relevant, diagnosis and prevention) if this is con-
troversial or uncertain, presenting the evidence briefly
and then our recommendations about management.
The busy clinician can then weigh up the strength of the
evidence for our recommendations, and decide how to
act. Clinicians can also review the literature themselves,
if they have time.

Evidence-based medicine (EBM) has great strengths.
For years, many of us thought we were practising EBM,
but the best evidence was not easily accessible. That has

changed with increasing emphasis on randomized con-
trolled trials, meta-analyses of randomized controlled
trials, systematic reviews of the evidence and the rig-
orous approach to assessing the quality of randomized
controlled trials included in the Cochrane reviews, and
with the availability of electronic search engines to find
the evidence.

Some have espoused EBM wholeheartedly and even,
dare one say it, some have advocated it uncritically. It
has been fun to satirize this overemphasis on EBM.4,5 In
reality, EBM has strengths and weaknesses. We should
use its strengths while acknowledging its weaknesses.

When evidence is lacking, we still need to decide
what to do with our patient. In infectious diseases,
do we give antibiotics now or watch carefully? What
about adjunctive therapy, steroids, or intravenous im-
munoglobulin, which might help in critical situations?
Reading any of the spate of Practice Guidelines pub-
lished recently is sobering, because so many of the rec-
ommendations are based on “consensus expert opin-
ion” in the absence of good trial data.

In this book we present the evidence for management
of many pediatric infectious diseases affecting children
in industrialized and developing countries, travelers,
and refugees. Our recommendations are based on cur-
rent evidence about efficacy and safety, but also the
likely effects on antibiotic resistance, the costs, adverse
effects, ethical and any other relevant considerations.

David Isaacs
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Abbreviations

These abbreviations are used frequently in this book.
CI = Confidence Interval: a way of expressing uncer-

tainty in measurements; the 95% CI tells you that
95% of the time the true value will lie within this
range. For example, if you are told that a treat-
ment compared with placebo has a relative risk
of 0.50 (95% CI 0.31–0.72) that means the treat-
ment reduces the risk by 50%, and 95% of the time
it will reduce the risk by somewhere between 31
and 72%.

NNT = Number Needed to Treat: the number of pa-
tients you need to treat in order to achieve one extra
favorable outcome. For example, if 9 of 10 patients
treated with antibiotics for an infection get better
compared with 7 of 10 treated with placebo, 2 extra
patients get better for every 10 treated and so the
NNT is 10/2 or 5.

OR = Odds Ratio: the ratio of the odds of having the
outcome in the treated group compared to the odds
of having it in the control group. For example:
� If 10 of 100 treated patients have persistent symp-
toms, the odds of persistent symptoms are 10/90 or
0.11 (11%).

� If 30 of 100 untreated/placebo patients in the same
study have persistent symptoms, the odds are 30/70
or 0.43 (43%).
� The odds ratio is 0.11/0.43, which is 0.26.

RR = Relative Risk or Risk Ratio: the ratio of the risk
in the treated group to the risk in the control group.
For example:
� If 10 of 100 treated patients have persistent symp-
toms, the risk of persistent symptoms is 10/100 or
0.1 (10%).
� If 30 of 100 untreated/placebo patients in the same
study have persistent symptoms, the risk is 30/100
or 0.3 (30%).
� The relative risk or risk ratio is 0.1/0.3, which is
0.33.
[When the event rate is 10% or lower, the OR and RR
are similar. For more common events, the difference
between OR and RR becomes wider, with the RR
always closer to 1. In general, it is preferable to use
RR.]

RCT = Randomized controlled trial: participants are
randomly allocated to an experimental or control
group and the outcome measured.
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CHAPTER 1

Evidence-based practice

1.1 Why evidence-based
practice?

We all like to think we are practicing medicine based
on the best evidence available. However, we sometimes
do things in medicine for one or more of the following
reasons:
� “It has always been done that way”
� “Everyone does it that way”
� “The consultant says so”
� “The protocol says so”

We tend not to challenge the dogma because we are
too busy or because we do not know how to find the
evidence or because we think we know the evidence. If
doctors are asked what are the main obstacles to them in
trying to review the literature, the commonest answers
are lack of time,1−5 followed by lack of knowledge.4,5

However, innovations have made it much easier and
quicker to search the literature.

Sometimes the best evidence available for a clinical
decision will be a high-quality systematic review of sev-
eral good RCTs on patients like yours (see Section 1.5,
p. 2). At other times, there may be no trials and the
only evidence will be from observational studies, such
as case series or even case reports. A clinician making
the clinical decision will find it helpful to know the
strength of the evidence and the degree of uncertainty
in making that decision.

Young doctors should be encouraged to challenge
dogma and to ask for the evidence supporting man-
agement whenever possible. Senior doctors should be
quick to ask the young doctors to look it up themselves
and return with the evidence. We should all be open-
minded enough to accept that our current practices
may be wrong and not supported by the evidence.

In the past our attempts to practice in an evidence-
based way were hampered by difficulty in getting easy
access to the evidence. Literature searches were cum-
bersome and evidence was rarely presented to us in a

convenient or easily digestible way. That is no longer
an excuse. Anyone with Internet access has immediate
access to the best evidence and can review the recent
literature in a few minutes.

The concept of evidence-based medicine (EBM) was
developed by Sackett and colleagues at McMaster Uni-
versity in Canada during the 1980s and 1990s. They
defined EBM as the integration of the best research ev-
idence with clinical expertise and patient values.6 Our
ability to practice EBM has been enhanced by the de-
velopment of systematic ways of reviewing the litera-
ture and the availability of search engines to find the
evidence.

1.2 The Cochrane Library

The Cochrane Collaboration has revolutionized the
way we look at evidence. The Cochrane Collabora-
tion was founded in 1993 and named for the British
epidemiologist Archie Cochrane. It is an international
non-profit-making organization that produces system-
atic reviews (see Section 1.5, p. 2) of health-care in-
terventions and makes sure they are updated regu-
larly. We consider that a good Cochrane systematic
review provides the best available evidence on inter-
ventions. This is because a Cochrane review involves
a formalized process of finding all published and un-
published studies, assessing their quality, selecting only
those studies that meet predetermined criteria, and
performing a meta-analysis when possible. A meta-
analysis is a way of combining the results from several
studies to get an overall mathematical summary of the
data.

Cochrane reviews are only about interventions,
which often but not always involve treatment. Coch-
rane reviews on treatment usually include only RCTs
because an RCT is the best study design for avoiding
bias when assessing treatment. When considering the
evidence for any intervention, it is almost always worth

1


