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Entire salary comes through the 
UBC Faculty of Pharmaceutical 
Sciences  - also some legal/
educational work

I have received no honorarium or 
research money from the drug 
industry in the last 25 or so years

Premium podcast subscription Best 
Science (BS) Medicine podcast - 
therapeuticseducation.org



BS without the BS

Mike Allan

~10 years 
~400 episodes 

Up to 24/7days of content 

ME 
(a few years ago)



“I’ve Gotta Get a Message to You”Bee Gees 
~ 800,000 views

www.youtube.com/user/jmccorma1234

Parody of  
Happy 

Parody of  
Take it Easy 

Parody of  
Bridge Over Troubled Water 

Parody of  
Bohemian Rhapsody 

Parody of  
Viva La Vida 

Parody of  
Day Tripper 

Parody of  
Somebody That I Used to Know 

Parody of  
Hotel California 

Parody of  
End of the Line 

CHOOSING WISELY

POLYPHARMACY

SHARED-DECISIONS

SIMPLIFYING MEDICINE

EVIDENCE-BASED PRACTICE

NUTRITION

OVER-DIAGNOSIS

STOPPING MEDICATIONS

GUIDELINES

Parody of  
Don’t Fear the Reaper

ANTI-AGING CREAMS

Parody of  
Treat You Better

PAY 4 PERFORMANCE

Parody of  
Money for Nothing

RIGHT CARE



What Will You Do?
You are approximately 45 y/o
You have been diagnosed “properly” with elevated blood pressure
You have tried non-drug measures for 6 months and still your blood 
pressure remains elevated
QUESTION
ABOVE What Blood Pressure Would YOU Take A Drug Every Day 
For The Next 5 Years?
What drug and dose would you start with?



What Will You Do?
You are approximately how old you are

You have been diagnosed “properly” with community 
acquired pneumonia

QUESTION
What drug, dose and duration would you take?



Guidelines would be 
awesome if they…

Were developed primarily by, and definitely for, the people 
that ultimately end up using them 

Were a credible synopsis of the best available evidence 
presented in a way that clinicians could easily access and 
interpret 

Allowed patient values and preferences to be taken into 
account



“Unfortunately, depending on how their reliability is 
measured, up to 50% of guidelines can be 
considered untrustworthy. This carries serious 
consequences for patients’ safety, resource use 
and health economics burden.”

EBM 2017;22:1-3



Can Fam Phy 2018;64:111-120

Can Fam Phy 2015;61:857-67



“in the vast majority of circumstances, the only outcome of relevance 
for EBP is to measure whether a shared decision was made”

doi:10.1136/ bmjebm-2018-110922





They can only really do 5 things - and only 2 of these are good

1. Help with symptoms 
2. Reduce risk of future health issues  
3. Cause side effects 
4. Cost money 
5. Be inconvenient 



Oscar Wilde

“The answers are all out 
there, we just need to ask 

the right questions.”



Have A Purpose
You are looking for numbers (%s)


In general who is it for - young/older, primary/secondary


TIME FRAME - 1 dose, 1 day, 1 week, 1 month, 1 year, 1 decade?


Is it for symptoms?


Clinically relevant endpoints


Is it for prevention?


CVD, fractures, exacerbations, infections

- anything as long as it isn’t a surrogate marker (BP, cholesterol, glucose, FEV1, bone density)



Here is how I look if time is limited 
(which it almost always is)

If no meta-analysis/systematic review - suggests not a lot of published studies

ertugliflozin meta-analysis



“Few clinicians would ever have the skill - or time - to conduct 
sophisticated assessment of the evidentiary basis for their practice” 

Now - “directing clinicians to processed sources of evidence, and 
aiding decision making by advancing the science of trustworthy 

clinical practice guidelines that would be available to clinicians at the 
point of care delivery”

Lancet 2017;390:415–23



Key steps to 
communicating evidence 

1. Understand the patient’s (and family members’) experiences and 
expectations.  

2. Build partnerships.  

3. Discuss the evidence, including a balanced discussion about 
uncertainties.  

4. Present recommendations.  

5. Check for understanding and agreement. 



Risky Relative Adjectives

HOW 

low is low  

moderate is moderate 

high is high



Evidence-based risk communication

“There is likely no single best method of 
communicating probabilities to patients but rather 
several good options with some better suited to 

certain risk scenarios.”

Ann Intern Med 2014;161:270-80 



Recommended approaches

GENERAL SUGGESTIONS - these are “relative” 
• use percentages (5%) or natural frequencies (5 out of 100) - BOTH? 
• use absolute terms 
• add bar graphs or icon arrays 
• use incremental risk format with icon arrays in the same array 
• avoid use of NNTs 
• if use relative risks add baseline risks

Ann Intern Med 2014;161:270-80 

Need a time frame, main endpoints, ask what they know 



The Chance of “X”

WITH NO 

TREATMENT/TEST

The Chance “X”


WITH 

TREATMENT/TEST

It’s all about figuring out



Tools For Practice



https://www.bmj.com/rapid-recommendations



http://pain-calculator.com



mystudies.org ~300 studies



mystudies.org



Three “sobering” but very 
empowering concepts

SYMPTOMS

If a patient seems to be getting a benefit from a medication for symptoms they likely aren't 

PREVENTION

If a patient is on a medication for risk reduction (BP, chol, glucose BMD) the benefit they 
are receiving is likely not large enough for them to make up for the cost, inconvenience 
and adverse effects 

DOSE

If a patient is on a medication they are likely on too high a dose



Symptom 
Pearls



Symptoms
Scales - VAS, QOL, SGRQ - then what is the MICD  


% of people who benefit in the treatment arm - that will be 
what you see in practice over placebo


 % of people who benefit in the placebo arm - subtract that 
from the treatment to see how many actually benefit from 
the medication


Head-to-head studies are relatively uncommon

6-8 weeks No longer depressed

Medication 50%
Placebo 40%

Medication 
benefit 50-40 = 10%

If person 
responds, 
the chance 

it is the 
medication

10/50 = 20%



But you need to know what 
goes on in the placebo group

If person “responds”, what is the 
% chance it was the medication

Response in the 
placebo group

If Benefit 
10% - NNT 10

If Benefit 
20% - NNT 5

0% ~100% ~100%

20% ~33% ~50%

40% ~20% ~33%



The Placebo Group Effect
not the placebo effect and these are ballpark numbers

~0% - general anesthesia
~5% - psychosis
~10% - sildenafil, OCD
~20% - Alzheimer’s meds, acetaminophen for headaches, side effects
~25% - menopausal symptoms, migraine (frequency/severity) 
~30% - blood pressure goal, depression, anxiety, PTSD, PPIs/H2RA, 
sore throat, NSAIDs for OA, inhalers for COPD
~40% - panic disorders



BALLPARK ABSOLUTE % BENEFITS FOR SYMPTOMATIC TREATMENTS 



Prevention  
Pearls



Math 101- actually grade 5

Relative benefit (%)
BASELINE

RISK (%) 10 15 20 25 30

10
15
20
30

Absolute

benefit 0.5% 1% 2% 3% 4% 5% 6% 7% 8% 9% 10%

NNT

WHAT IS THE 

ABSOLUTE 


BENEFIT %?

WHAT IS

THE NNT?

REMEMBER - X% of Y - “OF” means multiply 



cvdcalculator.com sparctool.com

https://therapeuticseducation.org/tools

https://sanjaybasu.shinyapps.io/recodesi/

Ballpark Risks (CVD, fractures etc)



Lifestyle Cholesterol Blood pressure Glucose A fib Heart failure

RRR% Cardiovascular events Stroke Mortality
100

Stopping smoking

(obviously no RCTs)

CVD but also cancer 

and lung issues

95
90
85
80
75
70
65 Warfarin/NOACS

60
55
50 Blood pressure diabetes

45
40
35

Statins
Metformin?

30 Mediterranean diet Blood pressure
25 Physical Activity plus QOL

Aspirin
ACEI, BB, Aldo antag

20
15 PCSK9 Monoclonal antibodies SGLT2, GLP
10 Aspirin 
5 Ezetimibe
0 Fibrate, niacin DPP4, SU, insulin, glitazone

BALLPARK RELATIVE % BENEFITS FOR CARDIOVASCULAR PREVENTATIVE TREATMENTS 



BALLPARK ABSOLUTE % BENEFITS FOR PREVENTATIVE TREATMENTS 

START

FINISH



Stop	smoking	
Move		

(30	min	on	4	days/week)	

Eat	Mediterranean

So	you	have	diabetes	
	(High	Glucose)

Is	blood	pressure	
≥140/90	mmHg?

Consider	
blood	pressure	
treatment

Consider	SGLT2		
(Empagliflozin)

Consider	GLP1	
(Liraglutide)

Estimate	10	year		
CVD	risk	%

Consider	
a	statin If history of CVD - or 

metformin not “enough” 

Glucose	still	“high”

Consider	insulin	
(NPH	HS)

Consider	metformin

YES

NO 
or treated

Regardless	
of	risk

≥ 10%

Stolen with permission - begrudgingly 😂 - from Mike Allan and Tina Korownyk

Develop a 
thought 
process



 A Reasonable Side Effect List 
An unsolvable problem?

They are not captured well/completely/understandably in 
studies - but likely the best we have


Rarely can we figure out rare side effects


Many monographs, books, studies, websites just list a 
variety of symptoms, often with no numbers, no context, 
no idea of the duration, severity, frequency, statistical 
significance?



This is a !@#$%  
5.3 year study

How are these not 100%





Costs



https://www.acfp.ca/wp-content/uploads/2018/03/ACFPPricingDoc2018.pdf



Inconvenience
Get the prescription


Fill the prescription


Pay for the prescription


Take the prescription


Labelling/worry 



“There is insufficient evidence to determine 
whether or not shared decision-making and 

the use of decision support interventions 
can reduce medical malpractice litigation. 

Further investigation is required.”



Two or more reasonable treatment or screening options

Shared decision-making model Defensive medicine model

Choice made does NOT 
MEET the “standard of care”

Choice made MEETS 
the “standard of care”

Choice made MEETS the 
“standard of care”

Choice made does NOT 
MEET the “standard of care”

Discussion  
NOT 

documented 

Discussion  
documented  

in notes

Decision 
aid used

No medico 
legal 

protection

Plaintiffs lawyer argues risks and 
benefits should have been discussed

Medium 
risk

Low 
risk

Discussion  
NOT 

documented 

Discussion  
documented  

in notes

Decision 
aid used

Low to 
medium

risk

Low to 
medium

risk

Low 
risk

Low 
risk

No medico 
legal 

protection

ADVERSE OUTCOME OCCURS

BMC Health  
Services Research  

2015;15:167



Reducing litigation risk 
2 THINGS to DO

Shared decision-making model

1) Use a decision aid 

2) Document decision
Low 
risk

Low to 
medium

risk

Defensive model (guidelines/standard of care)  

NEVER get to a low litigation risk


