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Summary



Background

Rise of evidence based medicine

— “conscientious, explicit and judicious use of
current best evidence in making decisions
about the care of individual ... *

BMJ 1996;312:71-72

David Sackett
Paul Glasziou
However, there are alternatives to EBM ...



 Eminence based medicine The more senior the
colleague, the less importance he or she placed
on the need for anything as mundane as
evidence.

* Vehemence based medicine The substitution of
volume for evidence ... brow beating your more
timorous colleagues and convincing relatives of
your ability.

* Eloquence based medicine ... Sartorial

elegance and verbal eloquence are powerful
substitutes for evidence.

Isaacs & Fitzgerald BMJ 1999;319:1618-1618



Providence based medicine If the caring
practitioner has no idea of what to do next, the
decision may be best left in the hands of the
Almighty.

Diffidence based medicine Some doctors see a
problem and look for an answer. Others merely
see a problem.

Nervousness based medicine Fear of litigation is
a powerful stimulus to overinvestigation and
overtreatment... the only bad test is the test you
didn't think of ordering.

Confidence based medicine This is restricted to
surgeons.

|Isaacs & Fitzgerald BMJ 1999;319:1618-1618



Basis of clinical practice

Basis for clinical Marker Measuring device Unit of
decisions measurement
Evidence Randomised controlled Meta-analysis Odds ratio
trial
Eminence Radiance of white hair Luminometer Optical density
Vehemence Level of stridency Audiometer Decibels
Eloquence (or Smoothness of tongue or Teflometer Adhesin score

elegance) nap of suit

Providence Level of religious fervour Sextant to measure angle of International units
genuflection of piety

Diffidence Level of gloom Nihilometer Sighs

Nervousness Litigation phobia level Every conceivable test Bank balance

Confidence*

Bravado

Sweat test

No sweat

) Applies only to surgeons.

|Isaacs & Fitzgerald BMJ 1999;319:1618-1618




The request for the medicolegal report

* The content of the report should depend on
— Request made
— Issues identified in the course of the assessment, to
some extent
* Types of issues
— Aetiology
— Diagnosis
— Prognosis
— Management / Treatment
— Care needs



Guidelines for identifying suitable
studies

 For many common issues, evidence
based clinical practice guidelines, or
systematic reviews and meta-analyses will
provide the best evidence

* For uncommon issues careful searching
for individual studies may be required



Aetiology

* “Was x a cause or contributing factor to ..”

« Contemporaneous information
— Ambulance report
— Incident report from workplace
— Emergency Department record
— Initial treating medical practitioner record



Aetiology

« Cohort study

 Clinical practice guidelines often provide a
summary, eg Evidence based management of
acute musculoskeletal pain, www.nhmrc.gov.au:

— Rotator cuff tears — “Tendon tears .... are so common
.... as to raise serious doubts about the clinical
significance of finding a cuff tear.” — not referenced

— Note: “The reliability and validity of individual features in
histories have low diagnostic significance; the history is
to be interpreted with caution when choosing a course
of action. (*Level IlI-2)”

Evidence based management of acute musculoskeletal pain,
www.nhmrc.gov.au/publications/ pp 127 -132




Aetiology (cont.)

« Systematic reviews also can provide the
information

— For example, search of PubMed for ‘Causes of carpal
tunnel syndrome’ finds ‘Associations between work-
related factors and the carpal tunnel syndrome--a
systematic review'. It reports

* “The occurrence of CTS was associated with high
levels of hand-arm vibration, prolonged work with a
flexed or extended wrist, high requirements for
hand force, high repetitiveness ....

* “No association was found between any
psychosocial risk factor and CTS

 “Contradictory findings were reported for
associations between computer work and CTS.”

van Rijn et al Scand J Work Environ Health. 2009 Jan;35(1):19-36



Diagnosis

Diagnostic test evaluation
Comparison with gold standard

Evidence based clinical practice guidelines

— Evidence based management of acute musculoskeletal
pain, www.nhmrc.gov.au/publications

Imaging Guidelines

— www.imagingpathways.health.wa.gov.au
Specific diagnostic assessment rules
— Canadian C spine rule



Example:

Key Message: Plain x-rays of the lumbar
spine are not routinely recommended in acute
non-specific low back pain as they are of
limited diagnostic value and no benefits in
physical function, pain or disability are
observed (*Level |I-2)

Evidence based management of acute musculoskeletal pain, page 38



DIAGHOSTIC IMAGING PATHWAYS
ww.imagingpathways.health.wa.gov.au
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The Canadian C-Spine Rule
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Prognosis

» Cohort study

* |deally an inception cohort of people with
the health condition / injury of interest with
similar contextual factors

« Key example is the impact of
compensation on outcome



e Compensable Injuries and Health
Outcomes: “"There is good evidence ....
that people with...[compensable injuries]
have poorer health outcomes than people
with similar injuries but are not involved in
the compensation process”.

e Available from www.racp.edu.au/afom



Executive Summary

The Commmittee of Presidents of Madical Calleges, through the participation of The Australasian Faculty of Cecupaticnal Medicine

ol The Royal Australasian Callege of Physicians, undertook a research project aimed at identifying whether people with compersable
injuries have poorsr health outcomes than those with similiar but nen-compensbe injuries should be expected, and if 50, why.

This included a literature review, interviess with stakeholders in the compensation process, and o multi-disciplinary seminar held on
&th October, 2004, in Sydney.

Main issue

There ia good evidence to suggest that peopls who are injured and claim compensation for that injury have poorer health outcomes than
people who suffer similar injuries but are not invelved in the compensation process,

Summary

Although mast people whe have compensable injuries recover well, a greater pereentage of these pecple have poorer health cutcomes
than da those with similar but pen-compensable injuries. There is sufficient good quality evidence o show this 1o ke true, and

significant agreement among practitioners in all relevant fields (medical, legal, insurance, government oversight bodies) to suppart the
evidencs and ko suggest that a complex interaction of {ackors is resporsible for this.

However, research into causes of poor health outcomes for these peaple is fngmentary and inconclusive.

However, the research does clearly indicate the importance of payoheaccial factors in long-term disability and recent evidence suggeats
that appropnate sarly medical inbsrvention that takes this inbo acoount can sigificantly reduce chronicity and long-term disability.
Such intervention should deally be a oo-ondinated interdisciplinary efort ffor example, medical, psvohological and phyvsiotherapy) ta

provide interventions that address s many levels of the cass as poasible,



Compensation and Health Outcomes

Salistaciony | Urealislaciony

Objective: To investigate the T—
association between —

compensation status and ey
outcome after surgery [
211 studies included T

Results: Odds ratio for e
unsatisfactory outcome in i
compensated cases 3.8 P

Harris et al. JAMA 2005;293:1644 —




Forest plot — acromioplasty

Study Compenzated Mot compenzated QR (random) Wigight DR (randatm)
nh nt Q5% % 95% Cl
Hawking 1958 8/3E 6473 — 9,84 3.31 [l.05, 10.441
Hawvkinz 1959 BES3E £flz —_— 7.7E 8.53 [2.07, 3E5.E1]
Gartaman 1930 17FEG 1E796 —a— 13.07 F.05 [1.33, 7.00]
Ogfilvie-Harriz 1990 15728 gizd & 9.E3 F.46 [1. 06, 11.33]
Paulas 1330 3718 7548 —_— 736 1.17 [o.27, 5.13]
Ellimizn 1991 as17 4,48 —_—) 6. L5 £.36 [0_47, 11.83]
Clzewski 1994 12724 1,37 i 4 32z F6.00 [4.23, 306.61]
Frieman 1995 12757 1,17 = 4_33 4. 27 [0.E51, 35_48]
Johannzen 1997 12724 2536 _— 543 17.00 [3.31, 37.E2]
Arcand 2000 17522 0s1z e Z.48 591 [4.326, le2z.759]
Cannar 2000 A7zZ0 E2ile —— £.92 .73 [l.0Z, 3E.101
Harvkins 2001 Egs47 ET/71 —— l4_02 Z.0Z [0.35, 4.Z28]
Spangehl 2002 13723 47528 —a— 2.28 T.80 [2.04, ES_84]
Tiotal (5% CN 409 EZ0 i 100,00 4_ 48 [Z.71, 7.40]
Taotal everts: 179 (Compensated), 77 (Mot compenzated)
Test for heteragenedty: Chi* = 2048, df =12(P =006) F=41 4%
Test for averall effect: £ =587 (P = 0.00001)
0.0 0 1 10 100
matisfactory  Unsatisfactory

Prof lan Harris — personal communication



Forest plot — lumbar discectomy

Stucly Campensatedd Mot compenssted OR (random] Wiighit OR (random)
i i 959% 95% I

Camphbell 1947 1278 ] —_— Z_64 12_E83 [4.30, 232.08]
Greemwood 1952 13723 B/43 _— 3.70 E.65% [l.&84, 17.EE]
Hudgins 1974 SESTZ 14772 L_0E 1l0.44 [4.82, 22.52]
Burke 1976 15721 17/7e7 .81 7.35 [E.46, E1.98]
Lawne 1975 ZESED 11723 — Z.80 245 [E.22, 40.24]
Wigir 1950 337162 [yaacicl:] —— 5. 34 1.7z [1.09, 2.70]
Rizh 1954 55,115 14720 L_4E 498 [E.53, 2.80]
Strefling 1954 4371085 7123 498 .78 [4.02, 13.71]
Silvers 1985 975133 G341 -—— 4_zE 1.37 [O.75, 5.E0O]
Hanley 1959 1 218 487 z2.91 0.75 [5.10, 84.38]
Daviz 1991 23,91 e az7 —a— E_9k& Z.24 [l.z53, 3.88]
Zchaffer 1991 218 2480 - zZ.79 .08 [0.43, 2.88]
Albert 1993 £/11 S8 —_— &9 T.80 [1.921, 30.13]
Silvers 1993 Eidd 1losz00 -+ 23.70 .44 [O.79, T.EZ]
Palk 1994 12,24 107339 — 4_1%8 2,67 [1.37, 9.86]
Silvers 1994 12529 TSER EIE] 1Z.4% [4.14, 37_66]
Mackay 1995 17/48 as108 4_48 £.45 [Z.&0, 1E.381]
Herran 1996 3789 1z/186 E_z3 10,38 [E .02, 2Z1_2Z2]
Klekamp 1993 12727 ErET 3.ER 1048 [E.9E, 37.39]
Slotman 1995 7417 g2/31 — 3.30 £.01 [o.E7, 7.07]
Atla= 2000 BES13E TO/151 —- &_ 30 2.13 [1.5%7, 4.96]
Marks 2000 23451 l&/752 T— 4_25 2.03 [D.20, 4.58]
Lewy 2001 3,10 4,37 —] 2.2 3.54 [D.5d, 13.45]
Azch 2002 234832 157111 — EidE 3.68 [l.74, 7.77]
Total (95% CI 1455 EIEE .00 .77 [3.581, 6.501

Total events: 568 (Compensated), 387 (Mot compensated)

Test for heterogeneity: Chi® = 63.90, df = 23 (P = 0.0001], F = 64 0%
Test for overall effect: £ =995 (P = 0.00001)

Prof lan Harris — personal communication

0.1 1

Satisfactory  Unsstizfactory



Forest plot — lumbar fusion

Study Compensated Mot compensated QR (random) Wieight 2R (randarm)
nitd nit 25% Cl % 9:5% Cl
Stauffer 1972 15725 EOs138 —_—— 7.20 Z.64 [1.10, &_3Z]
Branch 1987 AZ2/8E 10/20 —_— 7.60 E. 12 [2.32, 11_3Z]
Zucherman 1938 Z2ar38 /38 —. 6. 36 T.01 [2.47, 19.93]
Hanley 1989 16/26 4774 —_ E.1Z 2.00 [2.11, =20_.34]
Biondi 1990 20,320 4715 _ 4_397 E_EO [1.3%, Z1.71]
Lauerman 1332 13722 12721 —_ 5.5l 1.08 [0.32, 3.64]
Moz 1993 4,5 Tr1E = .29 Z.86 [0.F4, 23.90]
Greenough 1934 Lasakb 17740 —_— 7.69 Z2.91 [1.34, &_31]
Ricciardi 1995 nse 2711 & 1.51 0.3 [0.01, 7.14]
Parker 19395 as10 Ers13 = b Z.449 14 40 [1.37, 1E0_E21]
Penta 1997 43,51 ZLrdz —i— 743 1.62 [0.71, 3.71]
Schnee 1997 17720 Gf3E _—h 4_47 Zd4_ 55 [E.40, 111_g58]
Waccaro 1997 13713 2711 _—F 1_55 10Z.60 [4.41, Z388.93]
Greenough 1935 Lz fE7 46763 — G623 Z.84 [1.31, 11_Z4]
Agazzi 1994 18,34 637 —_— 609 E. 81 [1.93, 17.E8Z]
Kucharzyk 1999 12727 2/103 — 6.35 S_E0 [2.33, 27.07]
Albert 2000 1l0sz28 2711 _— 3_85 Z.E0 [O0.45, 13.91]
Slozar 2000 0,73 21760 —r— a._04 1.30 [0.g54, Z_.63]
hadan 2003 11721 4,53 — E.13 13.48 [3.55, L51.01]
Total (95% I 663 g1k e 3 100,00 4723 [E.77, 6.47]
Total events: 396 (Compenzated), 238 (Mot compenzated)
Test for heterogeneity, Chi* = 4247, df = 18 (P = 0.0009], * = 57 6%
Test for overall effect. £ =665 (P = 0.00001)
01 1 10 100
Sgtiztactary  Unsatisfactory

Prof lan Harris — personal communication



Forest plot — Australia

oy compenzated Mot compensated OR (random) Wigight R (random)
M nM 95% % 95%
raham 1976 12716 15724 —T— a.37 l.a0 [0.44, 7.31]
Greenough 1994 E&/8E 17740 —i— 27.33 2.91 [1.34, &.21]
Penta 1997 43761 2hrdz i £4.09 l.g& [0.71, 3.71]
Greenough 1993 BZfET d46/63 —a— 14,28 3.84 [1.31, 11.24]
Mobks 2004 14,84 las140 —i— £5.93 l.an [0.81, =2.9%9]
Tatal (95% CN) 303 309 £ 100.00 Z.23 [1.49, 3.35]
Total events: 179 (Compenzated), 117 (Mot compensated)
Test for heterogenety: Chif=237 di=4 (P=0E67), F=0%
Test for overall effect; £ =388 (P =0.0001)
0.0 01 1 10 100
satisfactory  Unzatizfactory

Prof lan Harris — personal communication



Prognosis (continued)

Life expectancy
Australian Bureau of Statistics Life Table

Years of expected life, by gender, for the
‘average’ person

Some data in specific groups eg spinal
cord injury



Life Tables Australia

Gender specific
‘Average’ life expectancy at each year of age

For example

— Age 0, male 79.0 yrs, female 83.7 yrs
— Age 50, male 31.4 yrs, female 35.2 yrs
— Age 70, male 14.7 yrs, female 17.4 yrs

Need to be interpreted with reference to the
patient involved

Australian Bureau of Statistics. 3302.0.55.001 - Life Tables,
Australia, 2005-2007. www.ausstats.abs.gov.au
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Australian Institute of Health and Welfare (AIHW) 2006. Life expectancy and
disability in Australia 1998 to 2003. Disability Series. Cat. no. DIS 47. Canberra:
AIHW. www.aihw.gov.au




Treatment

Generally aim for evidence based clinical
practice guidelines for common conditions

Systematic reviews for less common
conditions

Randomised trials for uncommon
conditions

Should now be rare not to have
randomised trial evidence available for
treatment



Treatment — clinical practice guidelines

* Mild traumatic brain injury

— Mild Traumatic Brain Injury (Mild TBI)

Guidelines,
www.maa.nsw.gov.au/default.aspx?MenulD=148

 Acute Musculoskeletal

— Evidence based management of acute

musculoskeletal pain,
www.nhmrc.gov.au/publications



Treatment — clinical practice guidelines

« Chronic back pain

— European Guidelines for the Management of Chronic
Non-specific Low Back Pain. November 2004.
Amended version June 14th 2005. Airaksinen et al
www.backpaineurope.org/web/files/WG2_Guidelines.

pdf
« Chronic whiplash

— TRACsa: Trauma and Injury Recovery. Clinical
guidelines for best practice management of acute and
chronic whiplash-associated disorders. TRACsa,
Adelaide: November 2008.
www.tracsa.org.au/resources-whiplashassociated
disorders information for health practitioners




Treatment — Clinical Practice
Guidelines

 National Institute of Clinical Excellence
(NICE)

— Prosthetic intervertebral disc replacement in
the lumbar spine “Current evidence on the
safety and efficacy of prosthetic intervertebral
disc replacement appears adequate to
support the use of this procedure. .... there is

little evidence on outcomes beyond 2—3 years
... (1994).”




Treatment — Clinical Practice
Guidelines

 National Institute of Clinical Excellence
(NICE)

— Prosthetic intervertebral disc replacement in
the cervical spine “Current evidence
suggests that there are no major safety
concerns ...., and there is evidence of short-
term efficacy (2005).”




Treatment — systematic reviews

Cochrane Collaboration
— Now have very wide range of topics
— Title format: treatment for health condition

— Eg Massage for low back pain ...” massage
might be beneficial for patients with subacute
(lasting four to 12 weeks) and chronic (lasting
longer than 12 weeks) non-specific low-back
pain, especially when combined with
exercises and education.”

— Generally high quality and carefully edited



Treatment — other evidence

 PubMed: search ‘treatment of post traumatic
diabetes insipidus’
— 21 references, no randomised trials

— several reviews (not systematic — care needed
with these)

» www.ncbi.nlm.nih.gov/pubmed




Care needs

Highly contentious, but important because
potentially is high cost

Some consensus guidelines available eg spinal
Injury care guidelines
Some validated tools available eg CANS

Can use ADL or IADL scales eg Barthel Index,
FIM and Lawton

Ask yourself ‘what would this person reasonably
be expected to obtain if not compensible?’



Care needs

* Guidelines for levels of attendant care for
people with spinal cord injury
— WwWw.maa.nsw.gov.au

 Example — L2 to S5 complete SCI:

— Per week: ADL O to 7 hrs; IADL domestic 3 to
10 hrs, gardening home maintenance 0.5 to 2
hrs, transport O hrs

— Pain not a factor considered explicitly




Care Needs

Care and Needs Scale (CANS)

Eight-category scale developed in order to
capture the range of support needs

Good sensitivity and validity (Tate. Brain In;.
2004;18(5):445-60)

Used by NSW Lifetime Care and Support
Authority

Excellent inter-rater and test-retest

reliability (Soo et al. J Head Trauma Rehabil.
2007:22(5):288-95)

Useful in severe disability



Interpretation

 Information derived from these sources
should be interpreted and explained

carefully
 Who is the audience?

— Solicitors
— Claims managers
— Generally not for the injured person / patient



Developing a library / database

 Library of materials can be readily
developed

— Almost all relevant resources are now
available as electronic publications

— Clinical practice guidelines are generally
published on the Internet

— Care needed as resources rapidly become
out of date (currency is noted on website)

— May be easier to maintain a database of Web
links, than each publication



Answering the questions /
addressing issues
Often same or similar format — easier to
address
Tend to be common issues — as discussed

Sometimes specific issues important —
more detailed searches necessary

Comment may be requested with
reference to other report(s) — play the
Issue not the man or woman



Conclusion

* The information required to produce an
evidence based medicolegal report is
readily available

* The additional time to produce such a
report is not large
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