


Using Evidence-Based Resources in Clinical Practice—Facilitator’s Guide
Time: About 60 minutes

Learning Objectives:
By the end of this session, active participants will be able to:
· Identify at least three key characteristics of high-quality foraging tools.
· Apply clinical information from one decision aid to a patient case.
· Choose at least one foraging tool or decision aid to add to your tool belt.

Key Learning Points:
· Continued growth as a practitioner of evidence-based medicine requires the establishment of a system that allows one to keep up to date with current best evidence and apply current best evidence to the care of individual patients.
· An effective foraging tool system will efficiently keep practitioners aware of relevant high-quality evidence that might require them to change their practice when caring for patients in the future. Common problems with foraging tool systems include interesting news impersonating foraging tools, oversubscribing, fear of unsubscribing, and lack of POEM prioritization.
· Decision aids can be used as either a starting point for shared decision making or the focal point of the conversation. Decision aids should enhance the patient-provider conversation, allowing the patient to actively participate and share what is important for them. Decision aids use various ways to display difficult risk/benefit concepts into more digestible content for patients.

Step-by-Step Instructions for Teaching the Curriculum:
Please see notes under each slide for instructions on teaching the curriculum. The notes for each slide also include content that may be delivered and other active learning strategies.

Preparation:
· Print or electronically disseminate foraging tool worksheets. Access here.
· It is strongly advised that you review the slide set in PowerPoint’s presenter view as many slides use animations.
· Activity—Review Your Inbox: Consider identifying a recent foraging tool example from your inbox to provide to any audience members who cannot find an example. See slide 21 for example foraging tools.


	Slide #
	Instructions

	1
	Please feel free to adapt this presentation as needed to make it work for your setting.
This is set up to last ~60 minutes. You may need to adjust the pacing and content to fit your circumstances.

	2
	Learning Objectives

	3
	Slides 4-13 review topics from the PGY1 curriculum that will be relevant to discussing foraging tools and decisions aids.

	4
	Review “Background” and “Foreground” questions.
Background questions can be answered with tertiary resources like review articles, textbooks, and basic drug information resources. Foreground questions require well-designed studies to answer (frequently found through high-quality hunting tools).
This table illustrates the differences between the types of questions asked by novices and experts.
Novices typically must ask and answer many more background questions before arriving at a foreground question. This explains why novices may need to utilize more review articles, textbooks, and basic drug info when caring for patients.
Experts typically have acquired much of the background information needed to ask strong PICO formatted Foreground questions. PICO questions are discussed on the next slide.

	5
	The PICO format provides a structure for asking foreground questions. The PICO format is not needed for background questions. 

Problem, Population, or Patient Type
 What is the disease or medical condition?
 What are the important characteristics of my patient?
 * It is best to start with broad population descriptions and narrow later in the process if needed. *
Intervention
 What is the intervention I am looking for?
 Is it realistic (availability, cost, convenience)? 
 Is this different from how I currently practice? -> Is it a POEM? See slide 11.
Comparison
 What is the alternative to the intervention?
 Was it tested against gold standard or placebo?
Outcome
 Is it something patients care about? 
 Patient Oriented Evidence (POE) -> See slide 6.

Active learning: Collect a complex question from the audience and practice formatting it as a PICO.

	6
	Patient Oriented Evidence (POE): The gold standard of outcomes! Directly measures outcomes that patients and providers care about without requiring extrapolation. 

Disease Oriented Evidence (DOE): The IOU of outcomes. Require extrapolation to patient-oriented outcomes. AKA: surrogate outcomes.

Goal: Use POE whenever possible to target pain, symptoms, quality of life improvement. 

	7
	Active learning slides 7-10: Have audience vote if the outcomes described are POE or DOE. These three questions are intended to increase in difficulty and provide opportunities for discussion.

	8
	LDL is clearly a disease-oriented outcome that serves as a surrogate for outcomes we care about like heart attacks, strokes, hospitalizations, mortality, or quality of life.
Audience Question: What patient-oriented outcomes could be used to evaluate this new statin? 

	9
	Potassium elevations represent DOE. Although extrapolation from this DOE is required, this example illustrates that DOE can still be important and potentially require action until POE becomes available.
Audience Question: Is it acceptable to act on DOE evidence like this?

	10
	Symptom improvement is a patient-oriented outcome. Despite being POE, other considerations like cost, clinical importance, and adverse effects might impact the ultimate decision to use this medication.

Audience Question: What other considerations would influence your decision to this antiviral?

	11
	POE matters when it requires you to change practice. POEMs are rare and require practice to identify.

Example: Pain was significantly reduced on a 10-point pain scale by 0.2.

Justification: While no one can argue that pain is a POE, the reduction of pain score in a clinically irrelevant way makes this not a POE that matters. 

	12
	The Usefulness Equation represents a framework for identifying the usefulness of a given medical information source. Factors on the top of the equation can add to a resource’s usefulness, factors on the bottom detract from the usefulness. This equation is frequently used when evaluating hunting and foraging tools (see next slide).

Relevance: Is this information relevant to my personal practice? Is it a POEM, feasible, requires change?

Validity: Has the methodology/quality of the information been rigorously and systematically assessed in a transparent way? Assessment of validity would ideally involve a critical appraisal expert doing the work for you in a reproducible way.

Work: Anything that detracts from the usefulness of information is considered work. Does it require mental energy, money, effort, or time?

	13
	Setting up a real-world EBM system involves two important types of tools. The usefulness equation can be helpful for evaluating these two types of tools.

Hunting tools: Tools used to answer a clinical question at the point of care. 
Examples include DynaMed, UpToDate, and even Google.

Foraging tools: Tools that provide you with high-quality practice changing information before you need it for a specific patient. This information could require you to change how you care for future patients. Ideally this information could later be found with a hunting tool when needed for a patient.

Frequently practitioners confuse “interesting news” with an effective foraging system.

	14
	Outline and transition slide.
Slides 15-22 will focus on evaluating foraging tools.

	15
	Audience Questions: What resources do you use to stay up-to-date medically?
Are you able to keep up with the amount of information you have subscribed to?
How do you make time for keeping up to date?

	16
	The usefulness equation applied to foraging tools specifically.

	17
	Relevance is one of the most important factors to consider when building a foraging tool system.

POE for frequently seen problems should be the priority of a foraging tool system.
POE for rarely seen problems should be added to your system only if time.
DOE for common problems can be used cautiously when there is a lack of POE.
DOE for rare problems can all too easily crowd out the POEMs and should be avoided.

POEMs represent the highest quality POE for common and rare problems that might require you to change your practice.

Common pitfall: Subscribing to everything can leave you with too much to read. Frequently an abundance of interesting news stories or DOE about rare problems can keep you from acting on the rare POEMs in your system.

	18
	Answering no to any of these four key questions for evaluating foraging tools should make you consider unsubscribing from that tool. If a tool passes these four tests it warrants evaluation with the full foraging tool evaluation worksheet (there is link on this slide, “Full Worksheet Here”). It may be useful to revisit this slide when discussing the foraging tools identified during the activity on slides 19+20.

	19
	Activity: Review your inbox! Introduction slide.
Animation: A definition of inbox for the purposes of this activity will appear to clarify that the term is being used loosely to include any medical info source that is pushed to you (electronic or paper).

	20
	Activity: Review your inbox! 15 minutes (Worksheet-> Foraging Worksheet)
· Divide audience into three to four small groups.
· Consider counting off by numbers to mix up your audience.
· Have each group identify a reporter.
· Find a foraging tool in your inbox.
· Each small-group member is tasked with finding one foraging tool example in their inbox.
· Discuss strengths/weaknesses as a group using the foraging tool worksheet.
· Consider providing examples if audience members are unable to find examples or do not have access to their inbox. See slide 21 for examples.
· Facilitate small groups answering the four key questions about the resources identified first.
· Identify your groups “best” foraging tool example and prepared to report findings.
· After answering the four key questions, the remaining questions on the full foraging tool evaluation worksheet should be used to identify the small groups “best” resource.
· Have each small group’s reporter share their groups’ findings. 
Use slide 18 to ensure each resource truly passes the four key questions.

	21
	Several high-quality foraging tools. 

	22
	Activity: Subscribe or Unsubscribe! 3 minutes
Allow audience time to subscribe to a new resource that was identified or to unsubscribe from a low-quality resource that is crowding their inbox. Consider recommending one resource based on the discussion from the previous activity.

	23
	Outline and transition slide.

	24
	Recall this from PGY1 education. Emphasis that deciding involved the patient. Ultimately the patient is the one that decides if he/she will take mediation or have work-up.

	25
	Populations in trials do not equal individuals. Trials give us the best idea of what to do for each patient but do not provide a definitive answer for every individual.

	26
	Each patient will have unique baggage to make each decision.

	27
	Have the audience share. See notes for slide.

	28
	

	29
	This list is not all-inclusive but will get the audience started with using these tools. For the group activity, participants will be directed to specific aids.

	30
	

	31
	Shared decision-making is where the evidence meets the patients. Please see slide notes for definition and elements of SDM. SDM is not for everyone or every situation. A good example may be our older adult patients. Their previous experience is that a doctor would tell them what to do and they did it. Trying to involve these patients in SDM may be more difficult. What are other examples?

	32
	When is SDM useful? It can be used if risks/benefit scale unknown or difficult to apply to a specific patient. May also be useful to help start a motivational interviewing session to get patient on board with a decision.

	33
	A more detailed list is provided in the handout. SDM requires a strong patient-provider relationship. SDM will be different for each patient. Physicians should know how patients prefer to receive info and how likely the patient is to successfully engage in SDM.

	34
	Physicians will need to collect patient ideas about the subject and provide information that each patient can respond to.

	35
	Once a decision is made, physicians should help the patient be successful. This includes (as an example) assisting in any scheduling or making sure medications are covered by insurance/affordable. 

	36
	Have the group role play a scenario or two (time allowing) to practice using a decision aid in a SDM context.

	37
	Outline and transition slide.

	38
	Ask audience to share their overall experiences and learning points. Remind audience that setting up an effective hunting/foraging tool system or using new decision aids can require an initial time investment for time savings later. Identifying and evaluating these tools should be an ongoing process.





Using Evidence Based Resources in Clinical Practice—Questions with Answers:

1. Which of the following is an example of a FOREGROUND question?
a. What is first line treatment of diabetes?
b. What are the diagnostic criteria for type 2 diabetes?
c. What is the starting dose of metformin?
d. In a 48 yo T2DM who is obese, would adding a GLP agonist compared to a SGLT2 inhibitor decrease mortality?

2. In the usefulness of medical information equation, which of the following would be considered as a key component of validity?
a. Time
b. Problem applicable to practice
c. Problem one a patient cares about
d. Level of evidence 

3. Which type of tool would help you find an answer to apply at the point of care?
a. Hunting tool
b. Foraging tool

4. Which of the following may influence a patient’s decision?
a. Previous family experience
b. Media
c. Fear
d. All of the above

5. A decision aid:
a. Tells physicians how to treat patients.
b. Should be used for every decision.
c. Is a tool that uses the best evidence and engages the patient.
d. Does not take into account patient values.



Using Evidence-Based Resources in Clinical Practice—Patient Cases
Using Evidence-Based Resources in Clinical Practice—Patient Cases
Case 1: Statins
MM is a 46-year-old Black male with diabetes. He is a nonsmoker. His BP today is 126/80. Lipid panel: HDL 39, LDL 136, TC 224. His BMI is 27.6 and eGFR is 97. He does not have any CV disease. Family history is not significant. He is reluctant to start a statin, even though another doctor told him to take one.
· Should he have a statin?

· Utilize at least two decision tools.

· Compare the tools.

· Were the tools at an appropriate patient level?

· How did the tools display the information?

· Were risks and benefits displayed?

· What if HDL was 79 and TC 164?

Tools (Choose any 2)
· https://professional.heart.org/en/guidelines-and-statements/prevent-calculator
· http://statindecisionaid.mayoclinic.org/
· https://tools.acc.org/ascvd-risk-estimator-plus/#!/calculate/estimate/
· https://www.nice.org.uk/guidance/ng238
· https://www.qrisk.org/



Patient Case 2: Mammography
SM is a 40-year-old woman who has questions about mammograms. She was told she could defer them for now. She is healthy otherwise. She does not have any family history of breast cancer. Menarche 12, premenopausal. She is not a smoker. She does not use hormones.
· Should she have mammography? How often?

· Utilize at least two decision tools.

· Compare the tools.

· Were the tools at an appropriate patient level?

· How did the tools display the information?

· Were risks and benefits displayed?

Tools 
· https://hipxchange.org/toolkit/screeningmammo/
· More info at https://www.fammed.wisc.edu/files/webfm-uploads/documents/research/sdm-training-handouts-all.pdf
· https://www.uspreventiveservicestaskforce.org/uspstf/lets-talk-about-it-screening-breast-cancer
· https://tools.bcsc-scc.ucdavis.edu/BC5yearRisk/#calculator
· https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1419
· Requires login and account.
· https://bcrisktool.cancer.gov/calculator.html








Competencies for physicians for informed shared decision-making
Towle A, BMJ 2009.
1. Develop a partnership with the patient.
2. Establish or review the patient’s preferences for information (such as amount or format).
3. Establish or review the patient’s preferences for role in decision making (such as risk taking and degree of involvement of self and others) and the existence and nature of any uncertainty about the course of action to take.
4. Ascertain and respond to patient’s ideas, concerns, and expectations (such as about disease management options).
5. Identify choices (including ideas and information that the patient may have) and evaluate the research evidence in relation to the individual patient.
6. Present (or direct patient to) evidence, taking into account competencies 2 and 3, framing effects (how presentation of the information may influence decision making), etc. Help patient to reflect on and assess the impact of alternative decisions with regard to his or her values and lifestyle.
7. Make or negotiate a decision in partnership with the patient and resolve conflict.
8. Agree on action plan and complete arrangements for follow up.
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