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Commentary
Healthcare practitioners have ethical and professional 

responsibilities to provide the best possible care for every patient 
[1,2]. To do this, they are required to select effective and safe 
therapy that addresses the patient’s goals of treatment [3]. To 
be able to select the best evidence for their practice, they need 
to interpret evidence based practice (EBP) correctly. When the 
research evidence is conclusive then evidence can be assimilated 
into patient care as long as the findings relate to that patient [3,4].

However, difficulty arises when research evidence is 
inconclusive, which is often the case [5]. A common error is to 
consider that insufficient or inconclusive evidence is evidence of no 
effect [6]. Interpreting differences that do not reach significance as 
a finding of no effect is erroneous, as studies may not have adequate 
sample sizes to determine an effect [7,8]. This was highlighted by 
Freedman et al. [9] who reviewed 33 randomized controlled trials 
(RCT) from three major orthopedic peer-reviewed publications. Of 
the 33 RCTs, 25 reported negative results. In all 25 of these studies, 
none had sample sizes sufficient to detect a small effect size (0.2 of 
standard deviation) while 12 studies lacked the power necessary to 
detect a large effect size (0.8 of standard deviation). Furthermore, 
in 25 studies, the average sample size used was only 10% of the 
required number [9]. 

Interpreting the results of these studies, in this instance, as 
evidence of no effect is misleading and will leave the impression 
that the intervention is not effective [8]. Based on such misleading 
information, an effective intervention may not be used in future 
[10]. Also, this misleading information might discourage further 
research on the intervention by giving the impression that the 
question has been answered [10]. In the case of inconclusive 
evidence, clinicians should use available research along with clinical 
experience to inform practice. According to Reinertsen [11]“Given 
the imperfections and uncertainties of the evidence base, it might 
be argued that, rather than waiting for perfect evidence, we should 
make good judgments using the evidence we have, implement 
those choices together, measure the results, and thereby use our 
practices to extend our knowledge base of what work and what 
does not” [11]. In summary, healthcare providers need to apply 
EBP as it was originally defined. That is, using the best available 
research evidence in conjunction with their clinical skills and the 
values of the patient.

However, if there is no conclusive evidence from RCTs, clinicians 
should use the next best available level of evidence in combination 
with their clinical experience and patient needs. In addition, 
healthcare professionals need to be careful that techniques or 
interventions are not discarded from practice based on a perceived 
lack of evidence or contradictory evidence. This would assure that 
patients are provided the best health service based on evidence 
while ensuring that techniques or modalities that may still be 
useful are not redundant from practice.
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