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ABSTRACT 

OBJECTIVE Many factors are at play in the process of clinical decision making, but to date, the interaction of these 
factors has not been well understood. Such information could have important implications for teaching and 
promoting evidence-based medicine (EBM) in primary care. This study was designed to explore the relationship 
between physician-related variables and management of patient-related contextual factors in clinical decision 
making. A secondary objective was to examine the extent to which this relationship varies by type of clinical decision.
DESIGN Cross-sectional randomized postal survey of 1134 Canadian primary care physicians stratifi ed by age, sex, and 
practice location. Nonrespondents were sent reminders at 4 weeks and again at 8 weeks; at 12 weeks, all remaining 
nonrespondents were mailed replacement copies of the questionnaire.
SETTING Family practices in Canada.
PARTICIPANTS Of the fi nal sample of 431 family physicians, 52% were men, 63% practised in urban locations, and 
71% were in group practice.
MAIN OUTCOME MEASURES Self-reported likelihood of considering various contextual factors during the course of 
clinical decision making.
RESULTS Despite the three follow-up mailings, the fi nal response rate was 42%; however, nonrespondents did not 
diff er signifi cantly from respondents on three important demographic factors: age, sex, and practice location. Using 
multinomial logistic regression analysis, the data showed that female family physicians and practitioners less strongly 
identifi ed with EBM were more likely to consider contextual factors in clinical decision making. The eff ect was more 
obvious for ordering tests than for decisions about treatment.
CONCLUSION The evolving model of EBM should consider important physician-related variables in clinical decision making. 
Our data indicate that physicians’ sex and identifi cation with the tenets of EBM infl uence management of contextual 
factors. These results have important implications because they indicate that clinicians strongly identifi ed with the EBM 
model of clinical practice are less sensitive to context, which 
might be an obstacle to eff orts to integrate patient values and 
clinical circumstances into patient-centred care. We believe 
these fi ndings support continued development of the model 
of “context-sensitive medicine” previously proposed as an 
alternative to EBM.
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EDITOR’S KEY POINTS

• Critics of evidence-based medicine (EBM) argue that professional 
experience, intuition, and context have been devalued. In response, 
EBM now attempts to integrate context and patient preferences 
with best evidence for making clinical decisions.

• This study found that women physicians and family physicians 
who were less identifi ed with EBM were more likely to be infl u-
enced by contextual variables than physicians strongly identifi ed 
with EBM were.

• Ironically, family physicians who were less identified with EBM 
might, in fact, be practising closer to the revised model of EBM that 
takes clinical context and patient preferences into account.
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ollowing publication of the seminal paper in 
1992,1 the eff ect of evidence-based medicine 
(EBM) on delivery of health care has been vast, 

yet not without controversy. Proponents of EBM 
stress the need to consider research evidence in the 
delivery of patient care.2 As a result, other means 
of justifying decisions, such as professional expe-
rience, clinical intuition, and physiologic rationale, 
have been relegated to subordinate roles.3-6

Some commentators have been critical of the 
EBM model. Greenhalgh and Worrall, for exam-
ple, have argued that “medical practice simply does 
not fi t the model in which clinical encounters are 
reduced to unidimensional problems and neatly 
solved by recourse to research trials and the hier-
archy of evidence.”7 Others have expressed con-
cern that little consideration is accorded patient 
values and preferences8,9 and that there is a gap 
between empirical evidence and clinical practice.5

The important role that context plays in clinical 
decision making is now being explored.10,11 Th ere 
is growing acknowledgment (both tacit and overt) 
that just as critical as identifying the best available 
evidence is understanding how to apply that evi-
dence in the specifi c context of care informed by 
clinical experience and expertise.12,13

Currently, our understanding of how evidence is 
applied in family practice is extremely limited. For 
instance, the association between physician-related 
factors and practising EBM has remained largely 
unexplored, despite substantial evidence that these 
factors can infl uence clinical practice. Studies have 
indicated that female practitioners tend to spend 

more time with patients,14 engage in more patient-
centred communication,15 employ more preventive 
strategies,16 and exhibit a more egalitarian style that 
is refl ected in increased levels of patient participa-
tion.17 It remains unclear, however, whether the sex 
of a physician is related to his or her propensity to 
practise EBM.

A multitude of contextual factors and forces are 
at play in primary care.10,12 In response to critics, 
the proponents of EBM now place considerably 
greater emphasis on the need to consider these 
factors and forces along with the fi ndings of scien-
tifi c research.18,19 In the most recent conceptualiza-
tion, “clinical state and circumstances” and “patient 
preferences and actions” are integrated with the 
best available research evidence. According to the 
model, “clinical expertise is needed to bring these 
considerations together and recommend the treat-
ment that the patient is agreeable to accepting.”18

While a great advance over previous versions, 
the revised model fails to incorporate numerous 
physician-related variables that have been shown 
to infl uence clinical decision making.

Given this limitation of the EBM model, this 
study investigates the infl uence of two major sets 
of contextual factors on clinical decision making. 
Patient-related contextual factors include the typical 
demographic variables (eg, age, sex, ethnicity, and 
religion) and medical and psychosocial variables, 
such as comorbidity, trust in the physician, and pref-
erences and expectations regarding treatment. Th is 
fi rst set of contexual factors encompasses “patient 
preferences and actions” and “clinical state and cir-
cumstances” as described in the revised model of 
evidence-based decision making.

Physician-related contextual factors include typ-
ical demographic variables, such as physicians’ age, 
sex, and years in practice, and a variety of salient 
practice-related variables (eg, number of patients 
seen each week, practice location). To date, the 
interaction of these factors in the clinical context 
has not been investigated; this type of informa-
tion could have important implications for teach-
ing and promoting EBM in primary care. Th e main 
objective of this study was to explore the rela-
tionship between physician-related variables and 
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management of patient-related contextual factors 
in clinical decision making. A secondary objective 
was to examine the extent to which this relation-
ship varies by type of clinical decision (ie, ordering 
tests, prescribing).

METHODS

Participants and setting
This paper reports on the quantitative component 
of a larger multimethod research project based in 
the Primary Care Research Unit at Sunnybrook and 
Women’s College Health Sciences Centre in Toronto, 
Ont. In spring 2002, we conducted a mailed survey 
of a cross section of primary care physicians across 
Canada. The sampling frame, which was provided 
by the College of Family Physicians of Canada 
(CFPC), comprised a computer-generated random 
list of 1134 family physicians. Inclusion criteria 
were that physicians be Certificants of the CFPC 
and in active practice at the time of study. The 
sample was stratified by age, sex, and urban-rural 
composition of the CFPC membership (approx-
imately 16 000 members nationwide). The study 
was approved by the Research Ethics Board of the 
University of Toronto.

Survey instrument
The survey instrument was a four-page question-
naire with four main sections. Content and design 
of the survey were refined on the basis of pilot-
testing with a small group of primary care phy-
sicians and health services researchers. The first 
section comprised 10 Likert-type items measuring 
physicians’ attitudes toward the practice of EBM in 
primary care. These 10 items were adapted from a 
British survey of general practitioners20; we devel-
oped the remainder of the questionnaire for the 
purposes of this study.

The second section listed 12 distinct contextual 
factors. Respondents were asked to indicate the 
likelihood that each would influence their deci-
sions to order diagnostic tests and prescribe clinical 

treatments. Items in the list of contextual factors 
corresponded to key components of the recently 
revised model of evidence-based clinical decision 
making.18 For instance, items such as patients’ age, 
ethnicity, and comorbidity represented the “clinical 
state and circumstances” component of the model; 
an item worded “an expectation to receive test/
treatment” was included to elicit patient prefer-
ences and actions.

In the third section of the questionnaire, respon-
dents were presented with a forced-choice option in 
four simulated clinical scenarios or case vignettes 
(results reported separately21). The final section 
asked respondents to supply typical demographic 
information.

Data collection and analysis
To ensure stable estimates in logistic regression 
analysis, a minimum of 15 data points per predictor 
is preferred.22 Assuming a response rate of approxi-
mately 50%, we estimated that no fewer than 400 
completed questionnaires would be required; on 
this basis, the survey package was initially mailed 
to 1134 family physicians. Along with the ques-
tionnaire, the package contained a personalized 
cover letter, a stamped return envelope, and a reply 
postcard. Inclusion of the latter was necessitated 
by the fact that no identifying marks appeared on 
the questionnaire itself; reply postcards were to 
be returned separately from the questionnaire in 
order to indicate intentions regarding participation 
in the study. Nonrespondents were sent remind-
ers at 4 weeks and again at 8 weeks. At 12 weeks, 
remaining nonrespondents received a second letter 
accompanied by a replacement copy of the ques-
tionnaire.

Data were entered into a spreadsheet for sta-
tistical analysis using SAS 8.2. Descriptive data 
are reported as percentages of the overall total. 
Fisher exact test was used to compare respon-
dents with nonrespondents. For the variable 

“self-identification with EBM,” we categorized 
respondents as “Strongly Self-identified with 
EBM” (SS-EBM practitioner: 80% or greater 
clinical practice self-defined as evidence based 
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[99 physicians, 24%]), “Weakly Self-identified 
with EBM” (WS-EBM practitioner: 40% or less 
clinical practice self-defined as evidence based 
[136 physicians, 33%]), or “Neutral” (60% of clin-
ical practice self-defined as evidence based [177 
physicians, 43%]).

Both bivariate and multivariate techniques were 
used. Before proceeding with the regression anal-
ysis, bivariate analyses were performed to identify 
potential explanatory variables for the two out-
comes of interest: infl uence on ordering tests and 
infl uence on treatment decisions. From a large 
number of variables, two potential predictors 
emerged: physicians’ sex and self-identifi cation 
with EBM. Multinomial logistic regression analy-
sis was then used to assess the strength of associ-
ation between these potential predictors and the 
outcome variables, while adjusting for all remain-
ing variables. Main eff ects are reported as odds 
ratios with 95% confi dence intervals and P values. 
Odds ratios reported are the odds of Likely/Very 
Likely versus Unlikely/Very Unlikely (we do not 
report the odds of Neutral versus Unlikely/Very 
Unlikely). Finally, paired-sample t tests were used 
to identify significant differences in the influ-
ence of contextual factors on ordering tests ver-
sus treatment decisions. Statistical signifi cance 
was set at P < .05 and 95% confi dence intervals 
excluding the null value (1.00).

RESULTS

Of the 1134 family physicians in the original target 
sample, 97 were excluded: 63 were no longer practis-
ing family medicine, 23 had moved (incorrect mail-
ing address), and 11 were either retired or on leave 
of absence. Of the remaining 1037, 431 (42%) com-
pleted and returned questionnaires. Table 1 com-
pares respondents with nonrespondents. Results 
of Fisher exact test indicate that nonrespondents 
did not diff er signifi cantly from respondents with 
respect to the important variables of age, sex, and 
practice location (thereby minimizing the problem 
of nonresponse bias). Table 2 presents the demo-
graphic characteristics of the fi nal sample.

Table 2. Demographic profi le of survey respondents

CHARACTERISTIC
FEMALE PHYSICIANS
N (%)

MALE PHYSICIANS
N (%)

TOTAL
N (%)

Age

   • 25-39   94 (60)   63 (40) 157 (37)

   • 40-54 102 (55)   83 (45) 185 (43)

   • ≥55   10 (11)   78 (89)   88 (20)

   • Total 206 (48) 224 (52) 430 (100)

Years in practice

   • <5   56 (64)   32 (36)   88 (21)

   • 5-14   72 (57)   55 (43) 127 (30)

   • 15-24   58 (53)   52 (47) 110 (26)

   • ≥25   18 (17)   85 (83) 103 (24)

   • Total 204 (48) 224 (52) 428 (100)

Hours per week seeing patients

   • <20   19 (54)   16 (46)   35 (8)

   • 20-34   72 (64)   41 (36) 113 (26)

   • 35-49   82 (45) 100 (55) 182 (43)

   • ≥50   33 (34)   65 (66)   98 (23)

   • Total 206 (48) 222 (52) 428 (100)

Practice location

   • Urban 110 (41) 160 (59) 270 (63)

   • Rural   95 (60)   62 (40) 157 (37)

   • Total 205 (48) 222 (52) 427 (100)

Type of practice

   • Solo   60 (49)   63 (51) 123 (29)

   • Group 142 (47) 159 (53) 301 (71)

   • Total 202 (48) 222 (52) 424 (100)

Internet access at offi  ce

   • Yes 116 (47) 130 (53) 246 (58)

   • No   88 (49)   92 (51) 180 (42)

   • Total 204 (48) 222 (52) 426 (100)

Percentages might not add to 100 due to rounding.

Table 1. Comparison of respondents and nonrespondents

CHARACTERISTICS

RESPONDENTS
N = 431
N (%)

NONRESPONDENTS
N = 606
N (%) P VALUE*

Age (y) .0911

   • 25-39 157 (36) 260 (43)

   • 40-54 186 (43) 243 (40)

   • ≥55   88 (20) 103 (17)

Sex .0506

   • Male 224 (52) 279 (46)

   • Female 207 (48) 327 (54)

Practice location .6932

   • Urban 272 (63) 394 (65)

   • Rural 159 (37) 212 (35)

Percentages might not add to 100 due to rounding.
*Using Fisher exact test.
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Contextual factors 
infl uencing ordering of tests
Multinomial logistic regression analysis indicated 
that, with respect to test ordering, WS-EBM prac-
titioners were more likely to report being influ-
enced by patients’ expectations, age, career, level of 
trust, and comorbidity than SS-EBM practitioners 
were (Table 3). Also, female physicians were more 

likely than male physicians to report considering 
patients’ age and religion when deciding whether 
to order tests (Table 4).

Contextual factors infl uencing 
treatment decisions
Regarding treatment decisions ,  WS -EBM 

Table 3. Contextual factors that could infl uence the decision to order a particular diagnostic test by 
physicians’ self-identifi cation with EBM practice: Some surveys were missing data.

FACTOR THAT COULD INFLUENCE 
DECISION

WEAKLY SELF-IDENTIFIED WITH EBM
N (%)

STRONGLY SELF-IDENTIFIED WITH 
EBM*
N (%)

ADJUSTED ODDS RATIO†
(95% CONFIDENCE INTERVAL) P VALUE

Patients’ expectations  37 (28.68) 16 (17.58) 1.65 (1.08 to 2.52) .0237

Sex  39 (29.55) 23 (24.21) 1.31 (0.88 to 1.94) .1791

Age  80 (60.61) 37 (39.36) 1.85 (1.26 to 2.73) .0019

Education  22 (16.67) 15 (15.63) 0.97 (0.61 to 1.53) .8934

Career  23 (17.42)   7 (7.45) 1.98 (1.11 to 3.52) .0208

Prestige  20 (15.15)   7 (7.29) 1.68 (0.93 to 3.02) .0833

Income    8 (6.06)   6 (6.32) 1.01 (0.51 to 1.98) .9821

Ethnicity  31 (23.48) 16 (16.67) 1.23 (0.80 to 1.91) .3475

Religion    2 (1.52)   3 (3.13) 0.50 (0.16 to 1.52) .2212

Character or personality  49 (37.12) 22 (22.92) 1.39 (0.92 to 2.09) .1193

Level of trust in family 
physician

 56 (42.42) 28 (29.79) 1.82 (1.22 to 2.71) .0032

Comorbidity 113 (86.26) 71 (75.53) 2.07 (1.01 to 4.25) .0479

EBM—evidence-based medicine.
*Used as baseline comparison.
†Adjusted for physicians’ age, sex, years in practice, hours per week seeing patients, practice location, and Internet access.

Table 4. Contextual factors that could infl uence the decision to order a particular diagnostic test by whether a physician was male or 
female: Some surveys were missing data.
FACTOR THAT COULD
INFLUENCE DECISION

FEMALE PHYSICIANS
N (%)

MALE PHYSICIANS*
N (%)

ADJUSTED ODDS RATIO†
(95% CONFIDENCE INTERVAL) P VALUE

Patients’ expectations 52 (26.13) 52 (25.12) 1.08 (0.91 to 1.42) .5680

Sex 63 (31.19) 52 (23.96) 1.30 (0.98 to 1.71) .0652

Age 119 (59.20) 96 (44.44) 1.39 (1.04 to 1.85) .0245

Education 35 (17.50) 32 (14.61) 1.06 (0.77 to 1.47) .7161

Career 36 (18.09) 31 (14.29) 1.14 (0.83 to 1.58) .4181

Prestige 23 (11.44) 30 (13.76) 0.99 (0.70 to 1.41) .9695

Income 14 (6.97) 14 (6.45) 1.55 (0.92 to 2.60) .0992

Ethnicity 47 (23.38) 42 (19.27) 1.31 (0.98 to 1.77) .0725

Religion 7 (3.8) 2 (0.91) 3.84 (1.19 to 12.34) .0241

Character or personality 70 (34.83) 62 (28.44) 1.18 (0.89 to 1.55) .2422

Level of trust in family 
physician

79 (39.70) 83 (37.90) 1.11 (0.84 to 1.47) .4613

Comorbidity 173 (87.37) 165 (76.39) 1.65 (0.95 to 2.86) .0754

*Used as baseline comparison.
†Adjusted for physicians’ age, sex, years in practice, hours per week seeing patients, practice location, and Internet access.
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practitioners were more likely to report being 
influenced by patient expectations and level of 
trust than SS-EBM practitioners were (Table 5). 
Also, male physicians were more likely than 
female physicians to report that they consider 
patients’ expectations when making decisions 
about treatment; female physicians were more 
likely to report considering a patient’s religion 
(Table 6).

Ordering tests compared  
with prescribing
A comparison of means indicated significant 
differences in the influence of contextual fac-
tors on ordering tests and on treatment deci-
sions. As shown in Table 7, contextual factors 
were more likely to be considered in decisions 
regarding diagnostic tests than in decisions 
about treatment. The two exceptions to this 
pattern were patients’ income and religion, 
both of which exerted a greater influence on 
treatment decisions.

DISCUSSION

Research evidence, clinical context, and patients’ 
values and preferences interact in the daily course 
of clinical decision making. Results of this study 
suggest that female family physicians and practi-
tioners less strongly identified with EBM are more 
likely to consider contextual factors when making 
clinical decisions. The effect is more obvious on 
ordering tests than on treatment decisions. These 
results are important for the changing nature of 
EBM becauses they indicate that clinicians strongly 
identified with EBM are less sensitive to context, 
which might hinder efforts to integrate patients’ 
values and circumstances into a model of evi-
dence-based care. Ironically, those less identified 
with EBM in our study might, in fact, be practising 
closer to the revised model of evidence-based prac-
tice currently being promoted.18

Physician-related factors
To our knowledge, no study has examined the 

Table 5. Contextual factors that could influence the decision to prescribe a particular treatment by physicians’ self-identification with 
EBM: Some surveys were missing data.

FACTOR THAT COULD INFLUENCE 
DECISION

WEAKLY  
SELF-IDENTIFIED WITH EBM

N (%)

STRONGLY  
SELF-IDENTIFIED WITH EBM*

N (%)
ADJUSTED ODDS RATIO†

(95% CI) P VALUE

Patients’ expectations 25 (19.38) 6 (6.38) 2.35 (1.28 to 4.32) .0059

Sex 28 (21.21) 16 (16.67) 1.28 (0.83 to 1.98) .2654

Age 55 (41.67) 35 (36.46) 1.26 (0.84 to 1.87) .2225

Education 17 (12.88) 10 (10.42) 1.09 (0.65 to 1.84) .7437

Career 16 (12.12) 9 (9.47) 1.18 (0.68 to 2.02) .5559

Prestige 11 (8.33) 4 (4.17) 1.64 (0.78 to 3.46) .1951

Income 19 (14.39) 14 (14.58) 0.99 (0.62 to 1.59) .9805

Ethnicity 21 (15.91) 8 (8.33) 1.62 (0.93 to 2.82) .0864

Religion 7 (5.30) 7 (7.29) 0.64 (0.33 to 1.27) .2043

Character or personality 37 (28.24) 17 (17.71) 1.38 (0.90 to 2.11) .1426

Level of trust in family 
physician

45 (34.35) 20 (21.05) 1.56 (1.03 to 2.36) .0338

Comorbidity 99 (75.57) 70 (73.68) 0.98 (0.57 to 1.67) .9319

EBM—evidence-based medicine. 
*Used as baseline comparison.
†Adjusted for physicians’ age, sex, years in practice, hours per week seeing patients, practice location, and Internet access.
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influence of context on clinical decision making 
using a measure of physicians’ self-reported identi-
fication with EBM. Our findings suggest that family 
physicians who are less identified with EBM tend 
to be more influenced by contextual variables relat-
ing to patient factors, such as comorbidity and age. 

Our data also show that female family physicians 
are more likely to consider contextual factors than 
male physicians are, which is in accordance with 
previous studies demonstrating that female phy-
sicians tend to respond more to contextual clues, 
spend more time with patients, and engage in more 

Table 6. Contextual factors that could influence the decision to prescribe a particular treatment by whether a physician was male or 
female: Some surveys were missing data.
FACTOR THAT COULD INFLUENCE 
DECISION

FEMALE PHYSICIANS
N (%)

MALE PHYSICIANS*
N (%)

ADJUSTED ODDS RATIO†
(95% CONFIDENCE INTERVAL) P VALUE

Patients’ expectations 23 (11.86) 40 (18.60) 0.67 (0.48 to 0.94) .020

Sex 47 (23.50) 44 (20.28) 1.04 (0.78 to 1.40) .7754

Age 92 (46.00) 78 (36.11) 1.26 (0.97 to 1.65) .087

Education 23 (11.50) 24 (10.96) 1.10 (0.77 to 1.58) .605

Career 25 (12.56) 24 (11.06) 0.98 (0.69 to 1.40) .9243

Prestige 10 (5.00) 21 (9.59) 0.72 (0.47 to 1.12) .1441

Income 38 (19.00) 25 (11.52) 1.31 (0.94 to 1.84) .1132

Ethnicity 26 (13.00) 31 (14.22) 1.19 (0.84 to 1.69) .3180

Religion 16 (8.00) 6 (2.75) 2.34 (1.29 to 4.24) .0050

Character or personality 61 (30.50) 46 (21.10) 1.24 (0.93 to 1.64) .1378

Level of trust in family 
physician

65 (32.99) 60 (27.65) 1.13 (0.86 to 1.49) .3943

Comorbidity 156 (78.39) 152 (70.70) 1.30 (0.88 to 1.92) .1853

*Used as baseline comparison. 
†Adjusted for physicians’ age, sex, years in practice, hours per week seeing patients, practice location, and Internet access.

Table 7. Comparison of means for ordering tests versus treatment decisions: Likelihood of influence was rated on a 5-point Likert-type scale where 
1—very unlikely and 5—very likely to influence decision making.

FACTORS THAT COULD 
INFLUENCE DECISION

LIKELIHOOD OF INFLUENCING 
THE DECISION TO ORDER 

A TEST

LIKELIHOOD OF INFLUENCING 
THE DECISION TO PRESCRIBE 

TREATMENT T VALUE* DF P VALUE

Patients’ expectations 2.64 2.45 4.269 397 .001

Sex 2.75 2.56 4.268 414 .001

Age 3.25 2.98 5.914 414 .001

Education 2.45 2.35 2.487 419 .01

Career 2.45 2.31 4.184 414 .001

Prestige 2.33 2.20 4.191 418 .001

Income 2.18 2.38 -4.631 415 .01

Ethnicity 2.54 2.32 5.701 418 .001

Religion 2.04 2.12 -2.892 418 .05

Character or personality 2.82 2.66 4.164 417 .001

Level of trust in family 
physician

3.05 2.86 4.808 413 .001

Comorbidity 3.95 3.73 5.884 409 .001

*Using paired-samples t test.
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communication that could be considered patient 
centred than their male colleagues.14,15 The results 
add to our current understanding and interpreta-
tion of EBM in primary care. Those who advocate 
for and promote practising EBM in primary care 
might need to be more sensitive to differences in 
the way male and female physicians practise.

Ordering tests compared with 
prescribing
Another observation in this study is the difference 
in influence of contextual factors on ordering tests 
and prescribing. With the exception of religion 
and income, physicians in this sample were more 
likely to consider contextual factors when ordering 
diagnostic tests than when prescribing treatments. 
While the differences are statistically significant, 
the meaning is unclear because absolute differ-
ences are small (no difference exceeding 1 on our 
Likert scale). The pattern of results suggests subtle 
differences in how contextual factors are managed 
in clinical practice. The results are consistent with a 
recent study demonstrating the strong influence of 
patients’ requests for clinical services on physicians’ 
behaviour. In a study where patients’ requests were 
recorded, the authors concluded that such requests 
are extremely frequent and substantially alter phy-
sicians’ behaviour, which results in increased use of 
diagnostic tests and prescriptions.23

Implications
By showing how physician-related factors influ-
ence clinical decision making, our findings make an 
important contribution to the continuing evolution 
of EBM. Given the widespread adoption and pro-
motion of the EBM approach to teaching and prac-
tice of clinical medicine, we believe these results 
lend support to continued development of the 
model of “context-sensitive medicine” previously 
proposed as an alternative to EBM.7 Recent revi-
sions to the original model of EBM have indicated 
the pressing need to account for patient prefer-
ences and values as legitimate influences in clinical 
decision making and in how systems are designed.

This is especially intriguing for primary care, in 
view of the criticism of EBM as unsuitable for the 
diversity, ambiguity, and uncertainty inherent in fam-
ily medicine.10,12 The results are also consistent with a 
recent empirical study of Canadian family physicians’ 
perspectives on evidence-based cardiac care. That 
study demonstrated how contextual factors, such as 
trust between physician and patient, between phy-
sician and evidence source, and physicians’ trust in 
institutions, mediate whether physicians take up 
evidence-based practice. The authors recommend 
further empirical work examining the influence of 
relational issues on evidence-based practice.24

Limitations
This study is based on a stratified random sample 
of Canadian family physicians, all of whom are 
CFPC Certificants. Because our sample was com-
posed exclusively of College members, our data 
might not reflect the practices of general prac-
titioners who are not certified by the CFPC and 
who are, therefore, not obligated to participate in 
the continuing medical education mandatory for 
CFPC members.

Second, despite three mailings, the final response 
rate was only 42%. As reported above, however, 
nonrespondents did not differ significantly from 
respondents in three important factors: age, sex, 
and practice location. While low response rate is 
an important potential source of bias in survey 
research, a low response rate does not necessar-
ily degrade the validity of the data25: sampling bias 
can be predicted, tested for, and corrected.26 Also, 
it is worth noting that high response rates are less 
important for homogeneous samples responding 
as members of a professional group on matters of 
concern to them (such as with physicians surveyed 
on medical care issues) than for heterogeneous 
samples responding as individuals.27 We acknowl-
edge the possibility that nonrespondents could dif-
fer from respondents with respect to, for instance, 
degree of reflexivity in clinical practice or model of 
medical training program. A final limitation is that 
our results rely on self-reports without confirma-
tion from actual practice.
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Conclusion
The findings of this cross-sectional study of a ran-
dom sample of Canadian family physicians suggest 
variability in the influence of contextual factors on 
clinical decision making. Physicians weakly self-
identified with EBM were more likely to consider 
contextual factors when making decisions than 
those strongly identified with EBM. Also, female 
physicians were more likely to be influenced by 
context than male physicians were. Further studies 
exploring differences between women and men in 
perception of the use and importance of EBM, as 
well as differences between effects on diagnosis and 
treatment, are needed. 
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