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Evidence vs experience 
Concerning the role of “evidence” in psychiatric 

practice (“Are psychiatrists more evidence-based 

than psychologists?” From the Editor, Current Psy-

chiatry, December 2009, p. 16-18), my question is 

whether psychiatrists who consider themselves evi-

dence-based achieve better clinical results than those 

who do not. I suspect there is no signifi cant differ-

ence. Of course, this question will never be answered 

to Dr. Nasrallah’s standards. No pharmaceutical or 

insurance companies are interested enough because, 

with the mediation of psychiatric thought leaders, 

they have succeeded in redefi ning the nature of and 

criteria for evidence. They now own it. To what de-

gree it strongly pertains to the real world is an open 

question. 

 As a psychiatrist with several decades of ex-

perience who works on the front lines, I am leery 

of the growing biomedical depersonalization and 

algorithmic regimentation of treatment. I am less 

optimistic about the kind of progress implied in Dr. 

Nasrallah’s editorial. I do not believe it is his place 

to tell colleagues how they should practice. Psychi-

atric treatment mostly occurs in the context of a one-

to-one relationship, and evidence generated by the 

research industry must be scrutinized according to 

the individual patient’s exigencies and factors affect-

ing the patient’s life and clinical condition. This is 

a process of clinical judgment, which integrates not 

only the narrowly defi ned, research-based evidence 

Dr. Nasrallah mentioned but also a psychiatrist’s ex-

perience, which there appears to be little place for in 

psychiatry’s brave new world. It may be that psy-

chologists maintain a certain clinical advantage over 

psychiatrists in this regard.

Edmond Zeldin, MD
Pawtucket, RI

 Dr. Nasrallah responds
I welcome Dr. Zeldin’s critical remarks. As a clinician, I too 
value my more than 3 decades of clinical experience, but 
as a researcher I also recognize that it is insuffi  cient to pro-
vide optimal care. On the fi rst page of Dr. Gregory Gray’s 
book Evidence-based psychiatry,1 the fi rst heading 
states “Clinical practice is not always evidence-based.” Dr. 
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Gray says that evidence-based medicine 
(EBM) is “the application of a knowledge 
of medical informatics and clinical epi-
demiology to the treatment of individual 
patients and involves the integration of 
the best research evidence with clinical 
expertise and patient values.”
 The EBM concept was initiated 
by D.L. Sackett et al in 1996,2 not by 
pharmaceutical companies. Howev-
er, all drug companies must conduct 
strictly evidence-based clinical trials 
(double-blind, placebo-controlled, and 
suffi  ciently powered sample size) on ex-
perimental drugs before these agents 
can be approved by the FDA. The large 
FDA studies conducted by industry are 
part of EBM that are adopted in clinical 
practice. However, some non-FDA drug 

company studies are self-serving and 
not evidence-based.3

 I recently reviewed 237 meta- analytic 
studies in schizophrenia,4 and only 30 
of those studies address pharmacology. 
Other meta-analyses included: genetics 
(58 studies), cognition (38), neuroimag-
ing (23), psychopathology (22), psychoso-
cial therapies (19), neurophysiology (13), 
epidemiology (12), neurochemistry (8), 
development (7), and post-mortem (3). 
Those meta-analytic studies sift through 
thousands of published papers and help 
provide part of the “evidence” in schizo-
phrenia. Similar meta-analyses are con-
ducted for all psychiatric disorders.
 Finally, I did not instruct readers 
that they must practice in an evidence-
based manner. However, I implied that 

many patients are not receiving ef-
fective evidence-based care in both 
psychotherapy (by psychologists) and 
psychopharmacology (by psychiatrists). 
Many clinicians practice “experience-
based medicine” or “eminence-based 
medicine,” but I believe EBM should be 
the basic framework into which we in-
tegrate our clinical experience or expert 
opinions to provide optimal care for our 
patients.

Henry A. Nasrallah, MD
Editor-in-Chief
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