
Journal of the Hong Kong Geriatrics Society • Vol. 8 No.1 Dec. 1997

52

tion Anticoagulation (CAFA) Study. J Am Coll Cardiol
1991;18:349-355.

12. Atrial Fibrillation Investigators. Risk factors for stroke and effi-
cacy of antithrombotic therapy in atrial fibrillation. Arch Intern Med
1994;154:1449-1457.

13. Blackshear JL, Kopecky SL, Litin SC, Safford RE, Hammill SC.
Management of Atrial Fibrillation in Adults: Prevention of
Thromboembolism and Symptomatic Treatment. Mayo Clin Proc
1996;71:150-160.

14. Gottlieb LK, Salem-Schatz S. Anticoagulation in Atrial fibrilla-
tion: Does efficacy in clinical trials translate into effectiveness in
Practice. Arch Intern Med 1994;154:1945-1953.

15. Anderson CS, Jamrozik KD, Broadhurst RJ, Stewart-Wynne EG.
Predicting survival for 1 year among different subtypes of stroke.
Results from the Perth Community Stroke Study. Stroke 1994;25
(10):1935-44.

16. Lai SM, Alter M, Friday G, Sobel E. Prognosis for survival after an
initial stroke. Stroke 1995;26 (11):2011-5.

17. Lawson F, McAlister F, Ackman M, Ikuta R, Montague T. The
utilization of antithrombotic prophylaxis for atrial fibrillation in a
geriatric rehabilitation hospital. J Am Geriatr Soc 1996;44:708-711.

18. Lip G, Tean K, Dunn F. Treatment of atrial fibrillation in a district
general hospital. Br Heart J 1994;71 (1):92-5.

19. McCrory DC, Matchar DB, Samsa G, Sanders LL, Pritchett EL.
Physician attitudes about anticoagulation for nonvalvular atrial fi-
brillation in the elderly. Arch Intern Med 1995; 155:277-281.

20. Stroke Prevention in Atrial Fibrillation Investigators. Warfarin ver-
sus aspirin for prevention of thromboembolism in atrial fibrilla-
tion: Stroke Prevention in Atrial Fibrillation II Study. Lancet
1994;343:687-691.

21. Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation: A major con-
tributor to stroke in the elderly. The Framingham Study. Arch In-
tern Med 1987;147:1561-4.

22. Prystowsky EN, Benson DW Jr, Fuster V, et al. Management of
Patients with Atrial Fibrillation. Circulation 1996;93:1262-1277.

23. Topol EJ, Califf RM. Thrombolytic Therapy for Elderly patients.
N Engl J Med 1992;327:45-47.

24 Anonymous. Immediate anticoagulation of embolic stroke:  brain
haemorrhage and management options. Cerebral embolism study
group. Stroke 1984;15 (5):779-789.

25. Hylek EM, Skates SJ, Sheehan MA, Singer DE. An analysis of the
lowest effective intensity of prophylactic anticoagulation for pa-
tients with nonrheumatic atrial fibrillation. N Engl J Med
1996;335:540-6.

26. The EAFT study group. Optimal oral anticoagulant therapy in pa-
tients with nonrheumatic atrial fibrillation and recent cerebral
ischaemia. N Engl J Med 1995;333:5-10.

27. SPAF investigators. Adjusted dose warfarin versus low intensity
fixed dose warfarin plus aspirin for high risk patients with atrial fi-
brillation: Stroke Prevention in Atrial Fibrillation III randomised
clinical trial. Lancet 1996;348:633-8.

Some time ago, a senior manager asked me
across the meeting table, “Why do you think is the
Geriatric Day Hospital (GDH) so expensive?” “Most
available evidence actually showed that GDH is
cost-effective,” I replied, “allowing of course for some
publication bias.” He seemed to accept the answer.

I had subconsciously called upon EBM (Evi-
dence-based medicine) to rescue. Strangely so, for
I do not consider myself fully converted to the doc-
trine of EMB, in vogue as it may be. In particular, I
am often puzzled by many meta-analyses.

I recently came across a meta-analysis of post-
stroke depression (PSD) in which 225 relevant pa-
pers from 1985 to 1995 were reviewed. The author
critically discussed the available information with
respect to subject selection, instrumentation, bio-
chemical markers, etc.. The scenario presented was
dismal: DSM-IV criteria are not helpful in diagnos-
ing PSD, somatic symptomatology is unreliable,
validity of depressive symptoms by patient report-
ing is doubtful, and neurobehavioral sequele of
stroke such as emotional lability confuse the clini-
cal picture. Since patient-reporting is not reliable,
the author justifiably called for future “systematic

multi-dimensional approach to collection of infor-
mation about the patient’s mood”. One hopeful
approach proposed was dexamethasone suppres-
sion test. The author’s affinity to neurochemistry
is also reflected in enthusiastic discussion of CSF
5-HIAA levels and SSRI antidepressants1.

Such nihilistic picture of PSD diagnosis by meta-
analysis is misleading. The difficulty of diagnosing
depression in stroke patients is real; nonetheless,
good bedside clinical diagnosis is possible: not by
cookbook criteria, not by hurried patient report-
ing, but by good all-rounded history taking and
assessment. Disciplined observation can distin-
guish frontal lobe emotionalism from sad tearful-
ness, facial weakness from “down” appearance,
aprosody (los of voice tone modulation from non-
dominant hemisphere lesion) from “depressed
voice”.

Alas, for the individual patient, clinical evidence
in assessment is not restricted to RCTs (random-
ized controlled trials) or meta-analyses. Neither is
clinical insight in management. Few Chinese eld-
erly people tolerate textbook dosage of colchicine
in treatment of gouty attack; they also seem to re-

META-ANALYSIS, CLINICAL INSIGHT,
AND A “KNOWN” CASE OF.....
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quire lower dose of heparin in anticoagulation.
Anxiety-depression in hip fracture patients has a
phasic character - anxiety in mobilization and
ambulation in early stage of rehabilitation and de-
pression later on for failing to resume all EADL (Ex-
tended ADL) activities. None of such - and many
other - observations were systematically proven, but
that did not stop clinicians from accumulating and
sharing clinical insights. Shared  “insights” may
occasionally be shared bias, yet pearls are still there
to be discovered.

The status and value of RCTs may be secure
only for the moment. An alternative approach to
more fruitful research - “reality based medicine” -
has been proposed2. Meta-analysis is even more
problematic. A summary review and discussion of
200 plus Medline search papers on any topic will
always be selective, and carries inevitable prefer-
ences and bias of the reviewer (e.g. neuro-endo-
crine markers preferred over patient reporting).
Statistics used in meta-analysis are more sophisti-
cated than what most clinicians can understand,
not to say challenge. Statisticians themselves do
not worship formulae and equations the way clini-
cians do. The meta-analysis methodology is not
bias-free when examined by folks in their own herd3.

Looking at the other side of the coin, clinical
practice that is not yet “evidence-based” may be
unwarranted practice, or may be simply good prac-
tice not yet getting the chance to be studied. Eld-
erly patients are systematically excluded from many
clinical trials4. Allocation of research funds is
skewed towards heroic medicine, profitable new
drugs, and diseases of the rich.

The whole approach of RCTs, meta-analyses etc.
is, in a sense, a “left-hemisphere” cognitive activ-
ity. It is focused on logical arguments, analytical
methodology, numbers and quantitations. “Insight”
as a cognitive function, on the other hand, is not
well localised. Experienced clinicians are often able
to integrate information (subjective and objective)
from different sources and somehow “read the
shape” of the patient’s illness (or recovery course).
Such ability is akin to visuo-spatial perception - a
bilateral cortical function and not at all logical or
explicitly evidence-based.

Sometimes clinical insights come from reading
into the fine prints of well written medical texts. In
my junior doctor days, Dr TK Kong (now editor-in-
chief of this Journal) brought to my attention that
some patients with palpitation might notice polyuria
after the palpitation episodes.  The discovery of ANP
(atrial natriuretic peptide) came long after the clini-
cal observation had been recorded in textbooks.

Until the evidence catches up, clinical insights are
not considered evidence-based. It would be foolish
to dismiss them while waiting for the ultimate proof.

One may argue that, sooner or later, any clini-
cal insights of value should (or could) ultimately be
proved by evidence. If everybody strives towards
EBM, empiricism will ultimately win over rational-
ism. Perhaps. Perhaps not. It would be a sad day
for medicine if we were to declare that we had proved
every clinical observation, and stopped making new
observations in patient care.

A granny in my family sustained a hip fracture
this summer. Thanks to orthopaedic colleagues,
therapists and nurses, she made an “uneventful
recovery”. In my clinical service we rehabilitate
many hip fracture patients. I manage them, read
about the fine details of the condition and the re-
habilitation, analyse their outcome, and organise
the service. Surprisingly, I still learned quite a few
things from this particular “known case” of hip frac-
ture. I do not mean the emotionally-involved or
humanistic part. Being in a position to watch the
case much more closely than usual both during
the hospital and post-discharge period, I gained
interesting “insights” into the recovery process, the
feasibility of  “early-discharge program”, post-frac-
ture depression, and home safety.  I doubt that such
kind of observations will ever be provided by any
RCTs.

A watershed area (“no-man’s land”) might well
exist between the Art and Science realms of Medi-
cine. It is looked down upon as “too soft” from the
hard evidence-based stance, and viewed as “too
technical” from people concerned with the holistic
vision of “Art of Medicine”. As we become more
knowledgeable about RCTs and meta-analyses, do
we get to know our patient better? How much bet-
ter? In clinical rounds a patient is presented as:
“Mrs XX is a known case of DM, old stroke........”
How well is the patient known to us?
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