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A UK report in 2005 suggested that over the next 
10-15 years the number of people with community 
treatment orders in England and Wales may rise to 
between 7800 and 13 000.6 However, this increase 
would be countered by fewer people being detained 
as inpatients. The predicted costs of implementing 
supervised community treatment in England and Wales 
will be £3.4m (€4.3m; $6.7m) in the first year, increas-
ing to £21.2m in 2014-5.7 This should be considered 
against savings related to a reduction in the use of hos-
pital beds, which could be £8.7m in the first year and 
increase to £47.7m by 2014-5.7

A large independent review of community treatment 
orders, which included 72 international studies conducted 
over the past 30 years, found little evidence of a positive 
effect on outcomes, such as hospital readmission rates, 
length of stay, or compliance with drugs. Furthermore, 
these orders cannot work without adequate resources or 
the general support of providers of mental health care.8 A 
Cochrane review, which included two randomised trials, 
concluded that community treatment orders may not be 
an effective alternative to standard care.9

The provision of community treatment orders within 
the Mental Health Act 2007 may benefit some patients; 

however, these orders have been introduced without 
evidence to support them. It remains to be seen how 
clinicians will make use of the legislation and whether it 
provides patients, carers, and their families with positive 
experiences.
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What we know about diseases, diagnosis, and effective 
treatments is growing rapidly. Today health profession-
als cannot solely rely on what they were first taught if 
they want to do the best for their patients. It has repeat-
edly been shown that clinical performance deteriorates 
over time.1 A commitment to lifelong learning must 
be integral to ethical professional practice. However, 
the speed of the increase in knowledge—more than 
2000 new research papers are added to Medline each 
day—represents a challenge.2 The skills needed to find 
potentially relevant studies quickly and reliably, to 
separate the wheat from the chaff, and to apply sound 
research findings to patient care have today become 
as essential as skills with a stethoscope.

The advent of “evidence based medicine” saw an 
explosion of systematic reviews and guidelines but 
much less change in the medical curriculum.3 4 Although 
 evidence based guidelines may help clinicians in selected 
areas, they cannot cover the range of questions or have 
the timeliness that clinical practice needs. Individual 
practitioners therefore need to be able to find and use 
evidence themselves—a 21st century clinician who can-
not critically read a study is as unprepared as one who 
cannot take a blood pressure or examine the cardiovas-
cular system. The medical curriculum should reflect this 
importance of changing information for today’s practi-
tioner—the necessary skills must be taught and assessed 
with the same rigour as the physical examination.

How and when should these skills be taught? Just as 
we teach undergraduate students the basics of cardiac 

anatomy and using a stethoscope, we should also teach 
them the anatomy of research and the basic knowledge 
and skills for evidence based practice (as set out in the 
Sicily statement5). These basic skills of using (not doing) 
research—searching, appraising, and applying research 
evidence to individual patients—should be taught early 
and applied as an integral part of learning in all years 
of the curriculum. But to be integrated with clinical 
skills they must also be regularly applied in the clinical 
setting.6 Graduation should be conditional on students 
showing that they have the skills to do this; for exam-
ple, by producing a portfolio of critically appraised 
topics. The pedagogic approaches used should foster 
a commitment to lifelong learning.6

Postgraduate training and practice should build 
on this grounding through repeated application in 
 everyday clinical work and the development of more 
advanced knowledge and skills. Doctors—whether at 
foundation level or in specialist training—should regu-
larly log and discuss clinical questions, produce criti-
cally appraised topics, lead evidence based “journal 
clubs,” and participate in the audit of practice change.7 
Such training has been shown to increase appropriate 
treatment.8 However this evidence is from a before-
after study not a randomised trial, and further devel-
opment of, and research on, workplace learning is 
urgently needed if we are to make best use of the bil-
lions of pounds spent annually in medical research.

Several elements are needed to achieve these changes. 
Firstly, both undergraduate and postgraduate healthcare 
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courses should explicitly require the development and 
demonstration of these skills. Embedding the evalua-
tion of these skills into  professional examinations and 
competencies will encourage their uptake and ensure 
that they have been learnt appropriately.  Secondly, we 
need sufficient numbers of teachers and role models. 
This requires training and  developing a cadre of leaders 
in clinical  epidemiology; this should include people who 
are already senior to act as role models and those who 
are training to  provide  leadership in the future. Ring 
fenced funding should be provided to support people 
in training and course development. Thirdly, a catch-up 
programme of  training in evidence based skills should be 
provided for those who qualified without the opportunity 
to develop these skills, through, say, a series of short 
workshops or courses in evidence based practice. Finally, 
we need further development of the  infrastructure, in 
addition to systems to support evidence based practice 
and to increase awareness of its importance in manag-
ers and others as a way to facilitate responsive change (a 
prerequisite for responding to evidence).

The proposals above are timely given the changes 
to postgraduate training9; the investment in informa-
tion technology infrastructure10; and the Department 
of Health’s massive investment in the National Library 
for Health, processes to produce evidenced based 
national guidance (such as the National Institute for 
Health and Clinical Excellence), and ways of synthe-
sising evidence (such as the National Coordinating 
Centre for Health Technology Assessment and the 
Cochrane  Collaboration). The investment has been 

truly  enormous—literally billions of pounds. We believe 
that a relatively small expenditure on developing the 
skills of the users of these resources will help translate 
the resultant evidence based guidance, research find-
ings, and knowledge into changes in practice, thereby 
improving the quality of health care.

If today’s practitioners are to retain their profession-
alism, clinicians’ information and research appraisal 
skills need to be improved urgently. Otherwise they risk 
being rapidly overtaken by administrators and patients 
who may not be able to use a stethoscope but are com-
fortable using Google, Wikipedia, and the internet.
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Translational research
From evidence based medicine to sustainable solutions for public health problems
Enormous efforts have been made to establish evidence 
based medicine, to protect patients from ineffective or 
harmful treatments and unjustified claims while ensur-
ing that appropriate treatments are offered. A simplistic 
view presupposes that after treatments are rigorously 
evaluated, results are incorporated into clinical guide-
lines within best practice criteria, which, in turn, inform 
policies. However, the process that leads to effective sus-
tainable solutions to health problems is in fact non-linear, 
with different forms of evidence needed at different stages 
by different parties.

Even the concept of scientific evidence is fairly new. 
Randomised controlled trials only came to the fore after 
the discovery of antibiotics in the 1940s.1 For some people, 
the rightful dominance of such trials in evidence hierar-
chies2 has meant that they form the only acceptable evi-
dence of treatment efficacy and safety in health research. 
Although it is agreed that treatments based on anecdotal 
evidence should be rejected, some vital evidence from 
non-randomised controlled trials has  previously been 
devalued or dismissed. Such research suffers from lack 
of funding and a lower priority for  publication.3 4

Diseases such as cancer, diabetes, and heart disease 

are seldom cured but may be modified, even prevented, 
by improving diet and lifestyle. Controlled experimen-
tal approaches are sometimes possible but are slow and 
expensive, and they are often not best suited to test-
ing multiple interventions alongside complex lifestyle 
changes over long time periods. Well conducted cohort 
studies, non-randomised clinical trials, and preinterven-
tion or postintervention prevalence studies are now 
beginning to be accepted as providing strong enough 
evidence to justify recommendations for action.4-7

The research process that explores needs, develops 
potential treatments in basic laboratory research, and 
tests safety and efficacy in randomised clinical trials—
“bench to bedside”—is phase 1 translational research.8 9 
However, although treatments may prove safe and effi-
cacious for selected volunteers in randomised clinical 
trials, further research is always necessary on treatment 
needs in routine practice settings, and this is another form 
of translational research.9 10 Signs, symptoms, causes of 
disease, and the outcome if left untreated all influence 
the need and type of treatment. Demographic factors 
modify patients’ needs, clinical decisions, and treatment 
responses, highlighting the need for careful observational 

M e J Lean professor of human 
nutrition, Division of Developmental 
medicine, human Nutrition section, 
University of glasgow, Royal 
Infirmary, glasgow g31 2ER 
mej.lean@clinmed.gla.ac.uk 
J I Mann director, centre for 
translational Research in chronic 
Disease, University of otago, 
Dunedin, New Zealand (www.otago.
ac.nz/ctrcd) 
J A hoek professor of marketing, 
massey University, palmerston 
North, New Zealand 
R M elliot enterprise manager, 
life sciences, University of otago, 
Dunedin, New Zealand 
G schofield professor of public 
health, centre for physical Activity 
and Nutrition Research, Auckland 
University of technology, Auckland, 
New Zealand
Competing interests: None 
declared.
provenance and peer review: Not 
commissioned; externally peer 
reviewed. 

Cite this as: BMJ 2008;337:a863
doi:10.1136/bmj.a863


