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Chapter 1
Introduction

Konstantin Umanskiy

 Tell Me a Story. The Importance of an Anecdote

At the center of medical decision-making is always the patient; their story, their feel-
ings, their family support and their unique perception of the problem. At this intersec-
tion of medical art and science stands the surgeon who must combine the unique 
aspects of the ancient art of healing with modern medical science to provide the treat-
ment most likely to create a good outcome. Instinctively we as surgeons tend to rely on 
impressions from our clinical practice, experiences during surgical training, or maybe 
what we have just heard at the morbidity and mortality conference this week. This 
anecdotal decision making, while typically thought of as rudimentary and not “evi-
dence-based”, is in fact one of the most basic forms of evidence based medicine(EBM). 
This method of medical practice has been known since antiquity where early EBM was 
based on ancient historical or anecdotal accounts. Teaching during this time was mainly 
authoritative and passed on with stories. By the seventeenth century, a renaissance era 
of medical practice had ushered the earliest form of modern EBM. During this period, 
written journals were kept and textbooks began to become more prominent.

 Information Literacy. Learning the New Language

Fast forward to 1970–1990s, the era often called the transitional era of EBM. This 
time period was characterized by the rise of biomedical informatics, driven by the 
explosion of published information related to health care. At the same time came 
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the advent of the clinical trials and of clinical research, in general. An electronic 
version of Index Medicus which would ultimately become MEDLINE was expand-
ing rapidly. An early version of what would become a World Wide Web was in 
advanced phases of development. The stage was set for an entirely new relation-
ship between the world of medical practice, health care and the biomedical 
literature.

In 1991 the term ‘evidence-based medicine’ was declared to be both ‘a new 
approach to teaching the practice of medicine’ and ‘a new paradigm of medical 
practice’. In 1992, the Journal of the American Medical Association proposed a 
radical change in the hierarchy of knowledge in which clinical evidence, particu-
larly that stemming from randomized trials and meta-analyses, was placed above 
the pathophysiological understanding of disease process and ‘clinical experi-
ence.’[1] This concept, while controversial, took the medical community by storm, 
fueled by reports such as the one published by Antman et al. [2] that demonstrated 
that thousands of patients with myocardial infarction had died unnecessarily as a 
result of failure to adequately summarize the trial evidence on the efficacy of throm-
bolytic therapy.

With the advent of public access to the Internet via the World Wide Web in 1995, 
the door had swung open to the proliferation of electronic biomedical resources. But 
with the rapid explosion of medical information, came the necessity of equipping 
the practitioners and teachers of medicine with resources to acquire ‘information 
literacy’[3], a concept defined as an identification of the information needed and the 
process of performing a search, evaluating the quality of the evidence and, finally, 
integrating it with independent pre-existing information. This process that can be 
described as ‘ask’, ‘acquire’, ‘appraise’ and ‘apply’ became the instructional model 
for EBM [4].

Since the mid-1990’s medical journals have featured a number of well-designed 
analyses and clinical practice guidelines put together by well-respected groups of 
experts. The number of publications with the keyword ‘evidence-based medicine’ 
has risen dramatically from 1984 to 2015 (Fig. 1.1). While the emphasis on evidence- 
based practice has been robust and quite persistent over the past two decades, the 
evidence provided often conflicts with other evidence, may be overtly misleading or 
even just plain wrong. One such conspicuous example was the recent excitement 
about avoidance of mechanical bowel prep in colon surgery [5], only to later realize 
that mechanical bowel prep with oral antibiotics as originally proposed by Nichols 
and Condon decades ago is demonstrably superior [6].

Without a doubt evidence-based medicine provides surgeons with a rational 
basis to support guidelines for treatment modalities and contributes to standardiza-
tion of care, which in many instances results in improved quality of care and better 
patient outcomes. But with the guidelines may come an unwelcomed  restrictiveness; 
many surgeons are reluctant to alter their practice and may have very legitimate 
concerns whether the generalized evidence really provides the best solution for the 
individual patient. The interpretation of data as presented in medical literature may 
require the reader to become ‘information literate’ to appraise the quality of the 
evidence and its true applicability to the individual surgeon’s practice.
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Introduction of new technology into colon and rectal surgical practice is result-
ing in a rapidly expanding technical armamentarium. Some surgeons self-described 
as “early adaptors” are quick to jump on the bandwagon to embrace new and often 
unproven technology, driven by a general desire to advance the field and push the 
envelope. An unbiased and thoughtful review of data and careful reflection on the 
ethical considerations based on the surgical dictum of “do no harm” should be liber-
ally exercised.

 Bringing It Together

Initially, EBM focused primarily on determining the best evidence and applying 
that evidence to the clinical situation at hand. This early approach lacked emphasis 
on traditional aspects of clinical decision-making such as physiologic rationale and 
individual clinical experience. Fortunately, with evolution of EBM came the realiza-
tion that research-based evidence alone may not be an adequate guide to action. 
Instead, clinicians must combine their experience, the applicable scientific evidence 
and the patient’s wishes and values before making a treatment recommendation. 
Figure 1.2 depicts a model for evidence-based decisions, which emphasizes “clini-
cal expertise” as an overarching component in EBM decision-making. Clinical 
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expertise encompasses the patient’s clinical state and surrounding circumstances, 
combining it with relevant research evidence, and the patient’s preferences. Getting 
the diagnosis and prognosis right and knowing how to provide treatment demand 
more skill now than ever before because the options are many and patient expecta-
tions are high. Surgeons in the current clinical environment must be abreast of not 
only the scientific evidence; they must also acquire and hone skills needed to both 
interpret the evidence and apply it appropriately in clinical settings. Finally, and 
very importantly, the patients’ goals, values and wishes remain the cornerstone to 
the best and informed decisions [7].

 Why This Book?

How do we know that a parachute works? Well, one can say we don’t know. 
Apparently there has never been a randomized, double blind, prospective, placebo- 
controlled trial assessing the efficacy of the parachute [8].

Sometimes common sense is all that is needed, and medicine in this regard is no 
exception. This book was conceived as an opportunity to hear the voice of a no- 
nonsense, wise mentor, who can build on the available evidence, put it in  perspective 
and provide practical advice to tough clinical problems. While not all encompass-
ing, this book has been designed to help surgeons with their decision- making on a 
very practical level based on the best available evidence. We asked many of the most 
‘information literate’ experts in the field of colon and rectal surgery to comb through 
the evidence, evaluate and summarize it for our readers and provide their opinion 
and recommendation based on the years of experience caring for patients with com-

Clinical Expertise

Clinical state and
circumstances

Patient preferences
and actions

Research evidence

Fig. 1.2 Current model of 
evidence-based clinical 
decision making (Adapted 
from: Haynes et al. [9])
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plex colon and rectal disorders. We are sincerely grateful to a wonderful group of 
colleagues and friends, recognized experts in the field of colon and rectal surgery, 
for their contributions to this book.
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