
Throughout its history, medicine has abounded with
dogma, that is, “‘knowledge’ based on mere au-
thority, tradition, or pathophysiological theory …

which one is expected uncritically to take for granted.”1

The replacement of dogma with empirical observation has
been slow, although it began as far back as 1536, when Am-
broise Paré tested a variety of hypotheses through planned
clinical observations. Francis Bacon would have called
Paré’s approach “ordered experience,” since it is founded
on methodological investigation and aspires to be objective,
in contrast with “ordinary experience,” which is based on
chance observations, hence more likely to be subjective.
The British naval surgeon James Lind continued and ex-
tended these early efforts “to improve the evidence of med-
icine” with his epoch-making controlled (but not random-
ized) studies on the treatment of scurvy, which were begun
in 1747. Indeed, medical empiricism had become well es-
tablished in the United Kingdom,2 largely in the military,
well before Pierre Louis in Paris put together his well-
known 1836 treatise that challenged the efficacy of bleed-
ing as treatment for pneumonia.3

Publishing the results of empirical clinical studies was
soon recognized as crucial in moving medicine away from
dogma, since, as the biologist Edward Wilson put it, “One
of the strictures of the scientific ethos is that a discovery
does not exist until it is safely reviewed and in print.”4 But
medicine is an applied practice, not just an intellectual disci-
pline, and publishing reports of empirical clinical studies is
therefore just the first step. A medicine driven by empiri-
cism requires that practitioners actually read published re-
ports, believe at least the best of them and change their
practices accordingly. Unfortunately, for as long as primary
reports of empirical clinical studies have been published,
practising physicians have found it difficult to read them and
absorb their findings — the demands of practice leave little
time and energy for “keeping up,” and the work of selecting
and interpreting relevant primary reports is far from trivial.

One result of the long-standing gap between publication
of empirical knowledge and its application in clinical practice
has been the emergence of a so-called “secondary” or “synop-
tic” literature, that is, books and journals that select and sum-
marize the most important and strongest studies. These sum-
maries are published in the hope that, because someone else
has done the work of selecting and summarizing, clinicians
will read, absorb and use the information in their practices.
Secondary publications are not new; one of the earliest was
the Medical and Philosophical Commentaries, a quarterly review

of relevant articles that was launched in Edinburgh in 1773.5

But the exponential growth in volume and complexity of the
medical literature in recent years has increased the potential
importance of secondary publications, and many are now
produced. In this issue (page 1573), P.J. Devereaux and col-
leagues6 hold 3 of them up to critical scrutiny, a welcome
contribution to the process of self-improvement that charac-
terizes (or should characterize) all aspects of a profession.

Their principal finding was that, although the quality of
secondary reporting was generally good, all 3 publications
“often omitted important information.” Because the publi-
cations the authors studied are almost certainly more rigor-
ously edited than most others that now provide clinicians
with secondary reports — including tabloids, glossy con-
trolled-circulation “throw-aways” and medical Web sites,
many with large readerships — the results of the study by
Devereaux and colleagues are not easily generalizable; the
study might have been more relevant if the authors had
sampled a wider spectrum of publications (perhaps they
will choose to do so in their next study). At the same time,
if even “the best” of the secondary publications fall substan-
tially short in completeness and accuracy, the results of the
study by Devereaux and colleagues raise troubling ques-
tions about the quality of reporting in other, less carefully
produced secondary publications.

The study by Devereaux and colleagues rests on 2 main
premises: first, that certain elements of design and analysis
are key in understanding the validity of primary research re-
ports and, second, that it is possible to summarize all of the
important information about a primary study in a synoptic
report. Although there is considerable debate as to what ele-
ments of design and analysis are most critical in determining
the strength of the evidence, there is little doubt that some
elements are more important than others.7 In this context, it
is particularly distressing that the authors found not a single
mention in the secondary reports they studied of what is ar-
guably one of the most important elements of randomized
controlled trials, namely, concealment of the allocation of
study subjects to treatment groups. Unfortunately, the au-
thors do not tell us whether that problem, and others like it,
lay in the failure of the primary publications to include that
information or the failure of the secondary reports to pass
that information along, or both, although it is a problem ei-
ther way. And a study such as theirs cannot answer deeper
but more intriguing questions about the strength of evi-
dence, such as whether a clinical study is only as strong as its
weakest link or is stronger than the sum of its parts.
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There is also some doubt as to whether it is possible to re-
port everything that is important about a clinical trial in the
limited space of a secondary report. Devereaux and colleagues
suggest that it is, and give a convincing example of how that
might be done. If that were true, however, we would never
need the full (primary) report. In fact, some journals have al-
ready been criticized for publishing “short” reports of full-
scale clinical trials, on the grounds that it is impossible to
record all of the relevant detail in such a limited space. And
the CONSORT guidelines state that a proper report of a
randomized clinical trial should include no less than 22 items
of information, many of them rather complex, plus a flow dia-
gram8 — hard to shoe-horn into a few hundred words.

Reading the study by Devereaux and colleagues brings to
mind the old children’s game of telephone, in which one
person whispers a message to a second, who in turn passes it
along to a third, and so on around the circle. By the time it
has made the rounds, the message almost always becomes
garbled, wherein lies the fun. But medicine is not a game,
and it is a serious matter if the quality of evidence degrades
as it moves from the researchers’ notebooks to the minds of
practitioners and patients. In documenting the quality of re-
porting in secondary publications, Devereaux and colleagues
have therefore done us a service. At the same time, it seems
they have only scratched the surface of a very large, and very

old, challenge in medicine: the difficulty of getting the em-
pirical evidence out reliably to those who need it most.
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