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Why do people not always do the right thing, when it is quite 
clear what it is? This fundamental question (as every parent 
asks when their children cross the road without looking) is 
approached by Menon et al. (1). Similar thoughts enter the 
mind of the physician when the patient with an ischaemic 
stroke continues to smoke after discharge with full knowl-
edge of the harm it causes. Since the Cochrane era began it 
has become even more obvious to the healthcare worker that 
what we assume is correct is not always the case. We have 
now entered the era of evidence-based medicine (EBM, a 
term first coined in 1992), which aims to apply the best avail-
able evidence gained from the scientific method to medical 
decision-making. This means that all of us who graduated 
before the millennium, have not received education on EBM 
as part of our training. EBM is, according to Sackett et al. 
(2), the conscientious, explicit and judicious use of current 
best evidence in making decisions about the care of indi-
vidual patients. One part of EBM deals with the practice of 
evidence-based medicine at the organizational or institutional 
level, which includes the production of guidelines, policy, and 
regulations leading to evidence-based healthcare. The other 
part of EBM deals with evidence-based individual decision-
making (EBID), which is EBM as practiced by the individual 
healthcare professional. 

A good deal of knowledge is available in Cochrane reports 
and guidelines. But do people actually practice evidence 
medicine? Ten years ago, approximately 50% of Canadian 
physicians used EBM often (3), and the most important barri-
ers to increased use of EBM by practising clinicians appeared 
to be lack of knowledge and familiarity with the basic skills. 
An Italian study from this year (4) showed a lack of skills in 
EBM, rather than a lack of interest in the matter. So how do we 
teach EBM, and does knowledge of EBM have an impact on 
everyday practice? There have been some studies that examine 
knowledge transfer interventions for improving knowledge, 
attitudes, and practice behaviours of occupational therapists 
and physical therapists. The present paper (p. 1024–1032) is 
a systematic review of these efforts. The findings were that 
although knowledge transfer might increase knowledge of 
EBM, altering clinical practice is less easy. In the studies, 
physical therapists who had been the subject of different types 
of knowledge transfer of EBM were more likely to alter their 
practice. Occupational therapists who had received one type 
of knowledge transfer also increased their knowledge, but the 
physical therapists did not. Do the different professions inter-
pret knowledge differently and should knowledge transfer be 
tailored differently? Is there a difference depending on what 

type of knowledge is transferred (i.e. “professional knowledge” 
or “team-based knowledge”)? A recent qualitative study of 
physicians (4) identified that in making clinical decisions 
they more often rely on clinical experience, the opinions of 
colleagues and EBM summarizing electronic clinical resources 
than on referring directly to EBM literature. However, even if 
confidence in making decisions based on clinical experience 
increases over time, few physicians reported having systems 
for tracking their clinical experience in designing treatment 
plans and patient outcomes (5). Whether the use of databases 
in medicine in general, and in rehabilitation in particular, will 
yield a higher quality of care is not yet clear, even if this is 
advocated by health authorities as well as by accreditation 
organizations. Since EBM was coined at McGill, it seems 
appropriate that the developers (6) of the StrokEngine (http://
www.med.mcgill.ca/strokengine/) from McGill, which aims 
to help healthcare professionals to find evidence, now try to 
understand how to make us do the right thing.
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