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behavior,”  includes discussion of
exercise, nutrition, and compliance,
as well  as heal th education and
health promotion issues. The “coun-
seling”  DOC cluster involves the
physician discussing interpersonal
relations or the current emotional
state of the patient or patient’s fam-
ily. Neither of these two clusters of
physician practice behaviors were
signif icantly changed when the pa-
tient was in pain. Therefore, it can-
not be assumed that the resident
physicians in this study omitted
thorough psychosocial and func-
tional evaluations. It can only be
stated that these specific behaviors
were not predicted by the patient
being in pain. In other words, the
study physicians did not focus on
psychosocial or functional topics
any more or less when seeing pain
patients compared to patients with-
out pain.

Moreover, the present study did
not seek to evaluate the appropri-
ate management of pain by resident
physicians. The influence of pain on
the physician-patient encounter was
examined here. The effectiveness of
chronic pain management curricula
in changing resi dents’  practice
styles is indeed an area of research
that deserves attention.
Klea Ber takis, MD, MPH
University of Cali fornia, Davis

DynaMed Is
Evidence Based

To the Editor :
I  would like to thank Mark Ebell,

MD, MS, for l ist ing DynaMed
(www.dynami cmedi cal .com) as
one of the three efforts within the
specialty of family practice notable
for their work to create evidence-
based resources.1 I  would like to
argue, however, against the criti-
cism that it is not evidence based
because evidence is not clearly la-
beled.

Multiple methods for labeli ng
evidence have been proposed, and
there is no universally accepted
method. Easy-to-follow labels have

the potential to make evidence re-
ports easier to search and interpret
but also have the potential to be
confusing and lead to incorrect in-
terpretations for readers exposed to
many systems. Applying levels of
evidence can be further complicated
by distinguishing levels for indi-
vidual studies, levels for collections
of evidence, and levels for specif ic
recommendations.

The method proposed by the
Centre for Evidence-based Medi-
cine (CEBM) is the most exacting,
with f i ve main l evels (1–5) and
three sublevels (a–c) and f ive dif-
fering sets of criteria based on the
type of study conclusion (Therapy/
Causation, Diagnosis, Prognosis,
Differential Diagnosis, and Eco-
nomic Analysis).2 This method is
used i n modi f i ed form i n
InfoRetriever.

The journal with the largest cir-
culation among family physicians,
Amer ican Family Physician, re-
cently introduced evidence labeling
using three levels (A–C).3 “A”  level
evidence requires randomized trials
or systematic reviews, so does not
account for considerable level 1
evidence (based on CEBM) in ar-
eas other than Therapy/Causation.
Level “B”  roughly translates into
other types of studies, while level
“C”  covers consensus viewpoint or
expert guidelines but not individual
opinions or review articles.

The Third US Preventive Ser-
vices Task Force rates evidence as
good, fair, or poor and then provides
recommendations with A–D ratings
based on combinations of quality of
evi dence and net benefi t.4 The
Agency for Healthcare Research
and Quality has produced guide-
lines using A–C ratings for strength
of evidence, but the specif ic crite-
ria for these ratings vary with the
guideline.5,6

A systematic review of systems
to rate the strength of scientif i c
evidence identif ied 19 different sys-
tems that satisfactorily met criteria
for rating study quality and seven
systems for grading the strength of
a body of evidence.7

The important feature for report-
ing validity along with statements
of “ fact”  or recommendations is to
report in some way the methods and
quality of pertinent studies. For all
reports of scientif ic studies entered
in DynaMed, the underlying meth-
odology is explicitly stated, gener-
ally with study size and other key
quality features. The amount of de-
tail provided is guided by the rela-
tive validity and relative relevance
of each article summary within the
context of similar articles.8 The data
are organized such that the highest-
level evidence is presented f irst so
readers can “quickly f ind the best
evidence and know when the evi-
dence is weak,”  the reason Dr Ebell
provides for the use of labeling l ev-
els of evidence.

Many Web sites and products
currently use the descriptor “evi-
dence-based,” each with their own
definition of how they support the
use of that phrase. A number of
sources seem to use the “evidence-
based descriptor”  simply because
they cite scientif ic articles but do
not have a systematic process for
selecting the best available evidence
for inclusion and for evaluation of
that evidence. DynaMed includes
information from multiple sources
of systematic reviews and updates
this information through systematic
literature surveillance. DynaMed is
maintained via a systematic process
for article identif ication, selection,
evaluation, and summarization with
clear guidance based on issues of
relevance and validity.8 Despite my
obvious bias as the key stakeholder
and developer of DynaMed, I be-
lieve that it warrants the “evidence-
based” descriptor.
Br ian S. Alper, MD, MSPH
Dynamic Medical  Information Systems,
LLC
Columbia, Mo
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Author ’s Response:
Dr Al per makes an excellent

point: there are indeed too many
ways to label the “ level of evidence”
for an individual research study and
the strength of a recommendation
based on a body of evidence. That

is why the editors of the family
medicine literature are working to
develop a single, straightforward
taxonomy for this purpose. Family
physicians and fami ly medici ne
educators and researchers will be
reading more about it in the near
future.

Regarding DynaMed, I would
still argue that the sine qua non for
an evidence-based source of infor-
mation remains clear, explicit label-
ing of the strength of evidence.
While Dr Alper does address issues
of study design, so do many sources
of information. Only by standard-
izing the assessment of these issues
and using a reproducible taxonomy
can the author of a reference clearly
communicate the strength of evi-
dence to his or her readers. Failing
to explicitly label the level of evi-
dence is a way of telling the reader
to “ just trust us, we’ re the experts,”
which is inconsistent with an evi-
dence-based approach to care.

Another important issue is the
reproducibility of the search for in-
formati on. My col l eagues and

codevel opers of InfoRetri ever,
David Slawson, MD, and All en
Shaughnessy, PharmD, have pio-
neered the emphasis on patient-ori-
ented outcomes, which Dr Alper has
now begun to adopt in his work as
well.1 We have demonstrated a very
good interrater reliability in identi-
fying POEMs for our InfoRetriever
reference2 and also have an estab-
l i shed peer-revi ew process, i n
which Dr Alper participated for a
time.
Mark Ebel l, MD, MS
Michigan State University
Cofounder, InfoPOEMs Inc.

REFERENCES

1. DynaMed poli cy on information quality.
www.dynami cmedi cal.com/pol i cy. Ac-
cessed April 21, 2003

2. Ebell MH, Barry HC, Slawson DC, Shaugh-
nessy AF. Finding POEMs in the medical
literature. J Fam Pract 1999;48:350-5.

Editor’s Note:  The letters in this issue
of the journal were edited by outgoing
editor Victoria Neale, PhD, MPH.


