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The extraordinary revolution in health care infor-
matics that occurred in the final decade of the 20th
century was fuelled by two things: first, the sheer

volume of information, both scientific and nonscientific,
that had been produced; second, the development of tools
that allowed the more rapid, more effective and wider dis-
semination and exchange of that information.1 The main
link between these two phenomena is the Internet. For the
first time in history, information can be exchanged simulta-
neously and interactively all around the world, with the po-
tential to be available equally to health care professionals,
decision-makers and consumers.

A remarkably similar double revolution occurred during
the 16th century. Moveable type was the Internet of its day,
the informatics tool that replaced laboriously transcribed
manuscripts with rapidly reproducible printed books. New
information was produced as the alchemist–physician began
to reject the orthodox magic of Galen’s medicine and to
base treatments on empirical results. Paracelsus
(1493–1541) largely rejected the humoral etiology of illness,
which was the basis of medieval medicine. He considered
most diseases to be external agents within patients, recog-
nized many of the clinical manifestations of syphilis and
linked the development of goitres with the mineral content
of water.2 He was responsible for the first systematic de-
scription of an occupational illness (miners’ diseases)2 and
the first physician to notice the anesthetic qualities of ether.3

Before the invention of movable type, experiential or
anecdotal information traveled by word of mouth, while
the small amount of scientific information available was ex-
changed within a tiny literate elite. With the advent of
printing, new teachings began to be imparted in the ver-
nacular rather than in scholarly Latin, and thus became ac-
cessible to nonacademics. Formal knowledge was no longer
the exclusive purview of clerics and scholars, but became
available to a growing literate public. 

These advances in the generation and dissemination of
information 4 centuries ago marked the transition from the
so-called Dark Ages to the Renaissance. They radically
changed our ways of thinking, reasoning and learning, and
signaled the beginning of a scientific approach to knowl-
edge. The metamorphosis of magic into science, of oral
into written communication and of manuscripts into books
was neither easy nor rapid. Like all innovations,4 these tran-
sitions were actively resisted by some, ignored by most and
gradually accepted by a slowly growing group of disciples. 

The present electronic revolution may prove to be even
more dramatic and disruptive. Massive amounts of infor-
mation, both scientific and experiential, can now be ex-
changed in all directions: from professional to professional,
professional to consumer, consumer to professional, and
consumer to consumer. And this revolution is progressing
much more rapidly than did its predecessor — over a pe-
riod of years rather than centuries. The exponential growth
of formal research studies is generating new scientific infor-
mation, while experiential information is shared and ex-
changed at an unprecedented rate. The result, not surpris-
ingly, is a disturbing and even frightening overload of
information that is easy to access but difficult to evaluate. 

As must have been the case with our 16th-century prede-
cessors, we are uncomfortable with the gaps between what
we could know and what we do know, between what we
think we should do and what we really do. Perhaps the prob-
lem is not that we are too slow to embrace evidence from
formal research studies, or to jump on the electronic band-
wagon, but that we are too fast. Are we forgetting the limita-
tions of scientific evidence and the important roles that are
played by our more primal sources of understanding? Over
thousands of years of evolution, human beings have devel-
oped powerful but nonscientific ways of knowing. These
“hard-wired” tools still have a profound effect on the deci-
sions we make in our everyday lives as well as in the health
care we advocate, practise or receive. They include anecdotal
information, rules of thumb and tacit knowledge.5,6

Anecdote (by which we mean information that is not
generated by formal research efforts)5 provides a conve-
nient, compelling and efficient vehicle for exchanging in-
formation and modifying behaviour. A large body of exper-
imental research7,8 has highlighted the importance of the
social and emotional as opposed to bare informational as-
pects of a message. Events that happen to us personally in-
terest us more than those that happen to others; those that
happen to people we know or care about are more persua-
sive than those that occur to strangers or people about
whom we have neutral feelings. Phenomena we witness
with our own eyes make a greater impression than second-
hand data. Face-to-face recommendations are more influ-
ential than hard data presented impersonally.9,10 Recom-
mendations by a respected colleague are a more powerful
force for change in clinical practice than evidence-based
guidelines published nationally.11 Clearly, anecdotal and
research evidence should play complementary rather
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than competitive roles in health care decision-making.
Rules of thumb are a powerful knowledge management

tool that allow us to define and interpret the data of physi-
cal and social life and to simplify complex tasks.7 For the
most part, they allow us to categorize data accurately and
lead to sensible conclusions and reasonable decisions.12 We
should not discard rules of thumb in the vain pursuit of a
perfectly ordered universe, but learn to incorporate them in
a symbiotic relationship with formal evidence, anecdotal in-
formation and modern technology.

In addition to the facts that we can specify, replicate and
articulate, there is a tacit dimension of knowledge. These
are the observations we make subliminally and know to be
valid, even though we cannot express them in words or dia-
grams. This is what we do when, for example, we instantly
recognize a patient’s or a colleague’s face, even though we
cannot describe it. In other words, we know more than we
can articulate.13 Tacit understanding is not scientific, but it
is an indispensable part of all knowledge. It is the most elu-
sive way of knowing, but perhaps it is the most important.
Although information from formal research provides im-
portant probabilistic guides to clinical decision-making,
what is on average most effective for a group may not be
the best option for each member of that group. Researchers
might regard decisions that are not purely “evidence based”
as irrational or biased when in fact they represent appropri-
ate adjustments based on unexpressed and inexpressible
clues about individual patients. The tacit, unarticulated,
nonscientific knowledge of the decision-maker may be de-
cisive in finding the most appropriate answer. 

Knowledge, however gained, and information, from
whatever source and of whatever type, represent only one
aspect of health care decision-making. Planners, politicians,
administrators, physicians, nurses, patients and the public
also base decisions on external circumstances (such as set-
ting, financial and other resources available, political cli-
mate and community priorities) and on internal factors (in-
dividual priorities and values and potential personal gains
and losses).14 An overemphasis on any one of these compo-
nents, including scientific evidence, will inevitably distort
the decision-making process. Being aware of the noninfor-
mational components of each decision is an important first
step toward achieving the necessary balance. 

Although information alone is not sufficient for clinical
decision-making, it is nevertheless critical. Physicians and
patients can make informed decisions, given a particular set
of circumstances, only when they have timely access to in-
formation that they can understand. Presently available
technology provides an entrée both to scientific knowledge
via peer-reviewed and critically evaluated literature, and to
anecdotal information through discussion lists, opinion
pieces and chat rooms. Emerging technology will allow
even more rapid, selective and convenient two-way access
to repositories of knowledge. It will also influence the way
in which data about individual patients, communities or in-
stitutions are stored, retrieved and transferred. 

These changes have just begun. Most scientific informa-
tion is still presented in the linear fashion dictated by print
technology, much as early motor cars were styled like horse-
drawn carriages. Original data from a research study are dis-
tilled into a paper published in a scientific journal.15 They
may then be further abstracted, often with a commentary, in
secondary journals,16 or synthesized into systematic re-
views.17 The lay press increasingly reports research findings.
Whether presented in print or translated into electronic
media the format is similarly formalized and linear. 

These restricted formats may well be sufficient for many
readers. Some people need access to the original data, oth-
ers are satisfied with the full published paper, and many
find that an abstract meets all their needs. But modern in-
formation technology can provide us with wonderful new
ways of packaging and presenting information, a veritable
smorgasbord from which users can feast to their heart’s
content. A growing number of clinicians, consumers, gov-
ernments, educators, journalists, researchers, lawyers and
other members of society — the potential users of research
information — expect and demand more. They do not
want lengthy documents, impenetrable jargon, statistical
manipulations, obscure methodologies, search strategies,
critical appraisal, confusion, conflict and uncertainty, or ab-
stract messages distant from their real concerns.18 The
modern decision-maker is more likely to prefer bottom
lines: clear, short, unequivocal, personal, vivid, engaging,
meaningful and relevant messages — the kind of messages
provided by marketers and sensationalist reporters who
know how to deliver an effective message to a carefully tar-
geted audience. 

We do not aim to emulate these purveyors of targeted
information, but rather to learn from them. We would like
to contribute to the valuable efforts that others are making
by drawing on an ancient tradition, almost forgotten in our
scientific age: the telling of tales. Stories can convey a mes-
sage, a truth beyond factual truth. Vivid stories and anec-
dotes are among the most powerful tools that humans use
to make decisions. Although there has been some recogni-
tion of their importance in health care and some limited
use, they tend to be misused, undervalued and relegated to
the bottom of the “evidence hierarchy.” We believe that
they should be used more often to deliver, complement,
amplify and reify other types of information.

In this issue of CMAJ, we present the first of a series of
stories that try to blend consideration of a clinical problem
with modern methods of access to information to support
health care decisions (page 1839).19 Eventually, we would
like to look at the information needs of all concerned with
health care decisions, including policy makers, hospital ad-
ministrators, media, educators, patients and the general
public, as well as those of clinicians. We would also like to
explore other formats, other media, and different evalua-
tion strategies. But, for now, our goal is more limited: to
produce a short, readable piece that we hope will provide a
little information that may be useful to some, and act as a
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window to more detailed information for those who need
or wish to pursue it. We have enjoyed crafting this story,
and hope that some who see it will also enjoy reading it,
playing with it, and — who knows — perhaps learn a little
from it too. 

But this is meant to be an interactive feature. With si-
multaneous Internet publication we hope to offer our read-
ers an enhanced opportunity for response and participa-
tion. We need help. We need your opinions as to what you
think of this approach, whether it would be worthwhile to
pursue it, or amplify it. Should we use a different format?
Should we bring in professional storytellers, masters of the
art, to assist us? 

The new media and tools to which we are being exposed
will undoubtedly change the way in which we communi-
cate, learn and think.20 We can no more foresee the shape
or extent of their effects on health care than our 16th cen-
tury ancestors could have predicted the blossoming of sci-
ence that followed the Gutenberg revolution. What we can
see now is that we are going through a period of rapid tran-
sition. We have hardly begun to scratch the surface of the
possibilities open to us. Can we emulate our Renaissance
ancestors and take advantage of new technology to radically
revise our modes of communication? Can we harness the
power of the anecdote to bring fact to fiction, to tell vivid
stories that convey valid messages to the modern profes-
sional and public in the language of today? Can we, in the
process, explain the process of finding the information, to
those who want it, in the way that is best for them? Can we
take the opportunity to learn from the past and, rather than
try to predict the future, create it?
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