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A group of blind men heard that a strange animal, called an elephant, had
been brought to the town, but none of them were aware of its shape and form. 
Out of curiosity, they said: "We must inspect and know it by touch, of which we
are capable"



Introducción

• Se estima que mensualmente se publican más 
de 7000 artículos en revistas médicas.

• Encontrarse actualizado en un área podría 
significar más de 600 horas al mes.

• Bases de datos como PubMed, por ejemplo,  
alojan cerca de 27 millones de artículos.



Introducción

“La Medicina Basada en Evidencia intenta 
entregar a los clínicos y pacientes opciones de 
tratamientos que han mostrado ser efectivas 

según la evidencia disponible” 

“Mientras que para los pacientes esto parece 
natural para los clínicos es (en muchos casos) 

cercano a un sueño”.

GlasziouP,	Haynes B.	The paths from research to improved health outcomes.	Evidence-BasedMedicine.	1	de	febrero	de	2005;10(1):4-7.	
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¿Qué es la MBE?
• Uso consciente explícito y juicioso de la mejor evidencia 

disponible para la toma de decisiones sobre el cuidado 
de los pacientes.

– Sackett, D. L., Rosenberg, W. M. C., Gray, J. A. M., Haynes, R. B., & Richardson, W. S. (1996). Evidence based 
medicine: what it is and what it isn’t. BMJ, 312(7023), 71–72. https://doi.org/10.1136/bmj.312.7023.71

• Uso (…) de la mejor evidencia en la toma de decisiones 
para el cuidado de las comunidades y poblaciones.

– Jenicek, M. (1997). Epidemiology, evidenced-based medicine, and evidence-based public health. 
Journal of Epidemiology / Japan Epidemiological Association, 7(4), 187–197.

• Debe considerar la perspectiva de los pacientes y la 
experiencia de los profesionales de salud.
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Brownson,	R.	C.,	Fielding,	J.	E.,	&	Maylahn,	C.	M.	(2009).	Evidence-basedpublic health:	a	fundamental	concept	 for public health
practice.	Annual Review of	Public Health,	30,	175–201.	https://doi.org/10.1146/annurev.pu.30.031709.100001



Principios

Algo central en la epistemología de EBM es 
que aquello que es justificable o razonable 

creer, depende de la confiabilidad de la 
evidencia disponible.

Djulbegovic,	 B.,	&	Guyatt,	G.	H.	(2017).	Progress in	evidence-based medicine:	a	quarter century on.	Lancet (London,	 England),	390(10092),	 415–423.	
https://doi.org/10.1016/S0140-6736(16)31592-6



Principios

• No toda la evidencia es igual y la práctica debe estar 
basada en la mejor evidencia disponible.

• Es necesario evaluar toda evidencia disponible y no solo 
aquella que favorece una mirada particular.

• La decisión clínica requiere consideración de los valores 
y preferencias del paciente.

Djulbegovic,	 B.,	&	Guyatt,	G.	H.	(2017).	Progress in	evidence-based medicine:	a	quarter century on.	Lancet (London,	 England),	390(10092),	 415–423.	
https://doi.org/10.1016/S0140-6736(16)31592-6



Los ingredientes
Inductivismo (J. Stuart Mill)

Generalización Inductiva
–Fisiología

Falsificacionsimo (KR.Popper)

Solo las teorías falseables son 
buenas teorías
–RCT

Holismo (Quine)

La evidencia debe ser 
integrada y contrastada 
con la totalidad de lo 
existente
–Revisiones sistemáticas

Djulbegovic,	B.,	Guyatt,	G.	H.,	&	Ashcroft,	R.	E.	(2009).	Epistemologic inquiries in	evidence-based medicine.	Cancer Control:	 Journal of	the
Moffitt Cancer Center,	16(2),	158–168.



Un nuevo paradigma?

In this wider sense of the term paradigm, 
there is some merit to the claim that EBM is

a new paradigm in medicine. 

En el sentido de Kuhn, un paradigma está compuesto por 
una teoría y estrategias científicas pragmáticas que 
permiten responder a las  preguntas que surgen ene le 
contexto de la teoría.

Djulbegovic,	 B.,	&	Guyatt,	G.	H.	(2017).	Progress in	evidence-based medicine:	a	quarter century on.	Lancet (London,	 England),	390(10092),	 415–423.	
https://doi.org/10.1016/S0140-6736(16)31592-6



¿Qué es la evidencia?

• Datos–epidemiológicos, resultados de programas o 
evaluaciones de políticas y datos cualitativos–utilizados 
en la toma de decisiones.

• El sentido de los datos. 

• Es lo que justifica aquello que creemos.

Djulbegovic,	 B.,	Guyatt,	G.	H.,	&	Ashcroft,	R.	E.	(2009).	Epistemologic inquiries in	evidence-based medicine.	Cancer
Control:	Journal of	the Moffitt Cancer Center,	16(2),	 158–168.

Brownson,	R.	C.,	Fielding,	J.	E.,	&	Maylahn,	C.	M.	(2009).	Evidence-basedpublic health:	a	fundamental	concept	 for public health
practice.	Annual Review of	Public Health,	30,	175–201.	https://doi.org/10.1146/annurev.pu.30.031709.100001



¿Qué es la evidencia?

• Un conjunto de principios y métodos para asegurar que, 
tanto como sea posible, las políticas poblacionales y las 
decisiones individuales son consistentes con la 
evidencia de la eficacia y beneficios.

• Un árbitro entre visiones contrapuestas.

Djulbegovic,	 B.,	Guyatt,	G.	H.,	&	Ashcroft,	R.	E.	(2009).	Epistemologic inquiries in	evidence-based medicine.	Cancer
Control:	Journal of	the Moffitt Cancer Center,	16(2),	 158–168.



¿Cuál es la buena evidencia?

• Debe ser útil en la práctica clínica y los 
resultados deben ser relevantes para el 
paciente.

• Los beneficios deben ser superiores a los daños.

• Los resultados del estudio deben ser aplicables 
a los pacientes vistos en práctica rutinaria.

• El tratamiento debe ser una opción disponible

Howick, J. (2011). The philosophy of evidence-based medicine. Chichester, West Sussex, UK: Wiley-Blackwell, BMJ Books.
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Se puede realizar esta tarea 
mejor de lo que se realiza?

+ ++ + +++

Cómo Funciona? ++ + + +++

Podríamos obtener más 
beneficios 

+ + + ++ + + +++

Los usuarios desean el 
servicio que ofrecemos?

++ + + + + +++

Es el servicio correcto para 
esta población?

++ ++ ++

Están los usuarios 
satisfechos?

++ ++ + + +
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¿Dónde	comenzarías?

Figure:	Si	tuvieses	poco	tiempo,	dónde	comenzarías	a	buscar	evidencia



La clasificación de la evidencia

La MBE acepta una noción de graduación de la evidencia, lo cual 
implica que un aspecto particular puede ser confirmado por la 
evidencia en diferentes grados y que la evidencia puede ser engañosa

EBM accepts a notion of gradation of evidence, 
implying that particular claims can be confirmed
by given evidence to various degrees and that
evidence can be misleading. 

Djulbegovic,	B.,	Guyatt,	G.	H.,	&	Ashcroft,	R.	E.	(2009).	Epistemologic inquiries in	evidence-based medicine.	Cancer Control:	 Journal of	the
Moffitt Cancer Center,	16(2),	158–168.



La clasificación de la evidencia

• Los niveles de evidencia corresponden a una jerarquía 
de la mejor evidencia.

• De acuerdo al nivel de sesgo de los estudios.

• Diseñadas para optimizar la elección de la mejor 
evidencia.

• No proveen un juicio sobre la calidad de la evidencia.

• No entregan una recomendación
Howik, J., Chalmers, I., Glasziou, P., Greenhalgh, T., Heneghan, C., Liberati, A., . . . Thornton, H. (n.d.). The 2011 Oxford CEBM Evidence Levels of Evidence

(Introductory Document). Oxford Centre for Evidence-Based Medicine. Retrieved from http://www.cebm.net/index.aspx?o=5653
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Howick, J. (2011). The philosophy of evidence-based medicine. Chichester, West Sussex, UK: Wiley-Blackwell, BMJ Books.
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Howick, J. (2011). The philosophy of evidence-based medicine. Chichester, West Sussex, UK: Wiley-Blackwell, BMJ Books.
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Análisis Crítico
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Revisiones Sistemáticas
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Revisiones Sistemáticas



main predictors of the attempt to answer a question are the
belief that an answer exists and the urgency of the patient’s
problem.16

This lack of bedside use of evidence inspired the 4 step
model of bedside EBM:8 17 (i) ask an answerable question; (ii)
track down the best evidence; (iii) critically appraise the
evidence for validity, impact, and applicability; and (iv)
integrate the results with the patient’s unique biology,
circumstances, and values. In teaching EBM, integration of
the steps into the clinical setting and for real patient
problems is crucial for changing attitudes and behaviour.18

Following these steps in clinical practice is challenging,
especially given time constraints and the skills needed to
complete these steps.

THE EVIDENCE PIPELINE
What underlies substantial gaps between the best evidence
and the management patients receive? Pathman et al19

described 4 stages from evidence to action: the clinician
needs to be aware, then agree, then adopt, and then adhere.
Their survey of physicians’ use of vaccine guidelines showed
a steady decline at each stage—for example, the rates for
acellular pertussis were 90% aware, 67% agree, 46% adopt,
and 35% adhere. This is consistent with findings from

research on the diffusion of innovations,20 which generally
suggest a 5 stage model of knowing, accepting, deciding,
implementing, and continuing. A subsequent systematic
review of barriers to the use of evidence9 suggested that
several further stages might be added. The figure extends the
awareness-to-adherence model to include these newer
elements—in particular, patient involvement.
The model illustrates that, even with high rates of transfer

between stages, there may be little impact on patient
outcomes. Thus, even 80% transfer at each of 7 stages would
result in only a 21% patient usage (0.87 = 0.21).
Using this model, we shall look, firstly, at the initial

problem of getting the valid and relevant evidence into the
clinical ‘‘pipelines,’’ and how this can be improved, and
secondly, at methods for reducing blockages at each stage.

1. Awareness
Given our information glut, it is not surprising that
individual clinicians find it difficult to be aware of all the
relevant, valid evidence. Profitable new interventions are
likely to have a substantial marketing campaign. However,
for many important practice changes, such as low cost
pharmaceuticals or non-pharmaceuticals, awareness is more
problematic. To ease the burden, several scanning and alert

Aware       Accepted  Applicable  Able       Acted on     Agreed Adhered to

 

Studies
(primary research studies: sound & unsound)

Systems
(bottomline +/- ref)

Synopses
(user summary of research)

Systematic Reviews & CATs
(search; appraise; synthesis)

3 .Clinical Quality Improvement

2. Bedside EBM

4. Decision Aids, Patient Education,

Compliance aids

1. Research Synthesis,

Guidelines, Evidence

Journals,... 

Myth, opinion,

poor research

The research-to-practice pipeline. New research, of varying soundness, is added to the expanding pool and enters practice both directly or is reviewed,
summarised, and systematised (delay) before entering practice, with leakage occurring at each of several stages between awareness and patient
outcome. Different knowledge translation disciplines focus on different parts of the pipeline (1–4).

5

____________________________________________________________________________________________________________________________

EBM Volume 10 February 2005 ebm.bmjjournals.com

group.bmj.com on November 9, 2017 - Published by http://ebm.bmj.com/Downloaded from 

Glasziou P,	Haynes B.	The paths from research to improved health outcomes.	Evidence-Based Medicine.	1	de	febrero	 de	2005;10(1):4-7.	

La Transferencia



Entonces…

• Cuando una intervención, como la 
implementación de una guía clínica falla, por qué 
falla? (solo algunas alternativas)

① Las recomendaciones son de mala calidad
② Existen barreras organizacionales
③ Los clínicos no confían en las recomendaciones.
④ El impacto no fue medido apropiadamente
⑤ El costo de las recomendaciones es demasiado 

alto



La pregunta clave

¿Una intervención en salud falla por que no sirve o 
solo por que fue mal implementada o transferida?

¿Cómo implementar/transferir lo que la evidencia 
ha demostrado ser efectivo?



Investigación traslacional

La investigación traslacional es el proceso a través del cual el 
conocimiento (investigación) es creado, difundido y adaptado 

en práctica clínica 

Curtis	K,	FryM,	Shaban RZ,	Considine J.	Translating research findings to clinical nursing practice.	Journal of	ClinicalNursing.	marzo	de	2017;26(5-6):862-72.	

Diferentes nombres

Traslacional
De Innovación
De implementación
De utilización
De intercambio
De difusión
De trasferencia
De impacto



DIFERENTES ENFOQUES PARA LA 
INVESTIGACIÓN TRASLACIONAL



Desde la PBE

Safety and 
absolute efficacy

Relative efficacy

Relative effectiveness

Cost-Effectiveness

Does it work?

Does it work better than standard?

Does it work in real life?

Should we pay for it?

Implementation

Budget impact

Most	common	evolution	of	health	care	research	in	the	world	à

Equity assessment

How to adapt it?

How to make it 
sustainable?

Who is receiving the
benefit?
Is that distribution of 
health fair?

Control over 
variables

Real life 
complexity
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Enfoque (antiguo) unidireccional

Cabieses & Espinoza, 2011
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Enfoque (antiguo) Multidireccional
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Enfoque (antiguo) Multidireccional

Graham et al. Lost in Knowledge 
Translation: Time for a Map? 
2006, The Journal of Continuing 
Education in the Health Professions, 
26, 13–24.



Ejemplo 1…

Implementation of collaborative goal
setting for diabetes in community
primary care

Andrea S. Wallace, PhD, RN , Yelena Perkhounkova, PhD, Andrew L. 
Sussman, PhD, MCRP, Maria Hein, MSW, Sophia Jihey Chung, PhD, 
RN, Toni Tripp-Reimer, PhD, RN, FAAN 

Wallace AS, Perkhounkova Y, Sussman AL, Hein M, Chung SJ, Tripp-Reimer T. Implementation of 
collaborative goal setting for diabetes in community primary care. Translational Behavioral Medicine. junio 
de 2016;6(2):202-11. 



• Contexto: El planteamiento de objetivos de tratamiento 
colaborativo ha sido descrito como una estrategia para el apoyo en 
el automanejo de enfermedades crónicas.

• La intervención propuesta para lograr el planteamiento de objetivo 
de tratamiento conjunto  (LWD). Esta considera un paquete de 
intervenciones educativas y de seguimiento para el paciente y un 
manual para el prestado de salud

• Objetivo: El valuar el proceso de implementación de LWD en el 
contexto real
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in the RE-AIM model: adoption (the intervention
agents willing to initiate a program), implementation
(adherence to the various elements of an intervention’s
protocol), reach (number, proportion, and representa-
tiveness of participants), efficacy/effectiveness (impact
of an intervention on important outcomes), and main-
tenance (institutionalization of program or intervention)
[27, 28]. See Fig. 1 for the overview of the study using
the expanded CONSORT model linking the RE-AIM
framework, data sources, and measures used [21, 29].
The University of Iowa Institutional Review Board
approved all aspects of the study.

Implementation resources
In a preliminary study with participating CHCs, de-
scribed elsewhere [30], we applied a participatory pro-
cess to identify resources to support integration of the
LWD intervention into the workflow of primary care
settings. The resultingWeb-basedmaterials include (a)
the background and purpose of the LWD intervention;
(b) clear instruction in how the LWD intervention was
designed to be introduced during an initial in-clinic
goal setting session with follow-up via telephone at 2
and 4 weeks; (c) interactive, time-limited trainingmod-
ules for health-care providers (e.g., physicians, nurses,
medical assistants) giving specific strategies for goal
setting using the Diabetes Guide; (d) instruction in basic
principles for practice change for those responsible for
planning and carrying out the goal setting interven-
tion; and (e) information on how to use and trouble-
shoot the interactive trainings.

Procedures, sources, and measures
Data were collected through (a) structured surveys
with clinicians, (b) open-ended surveys of program

champions, (c) focus group interviews with clinical
staff and program champions, (d) disease registries,
(e) clinical encounter records, and (f) electronic health
records. To aid interpretation, procedures, sources,
and measures are presented sequentially and linked
to RE-AIM criteria (see Table 1).
Clinician surveys (February 2012)—Six months before
intervention use, an e-mail was distributed to pro-
viders and staff involved in diabetes care asking them
to complete the well-validated and widely usedAssess-
ment of Chronic Illness Care (ACIC), a 28-item sur-
vey that evaluates clinical structures and processes
supporting effective chronic illness care [8, 31]. A total
of 23 providers and staff from the four sites completed
baseline ACIC surveys, representing a 50–72 % re-
sponse rate among targeted providers and staff in each
site (Table 1). Related to the RE-AIMmodel, clinician
surveys provided evidence of adoption.
Longitudinal patient sample (RE-AIM reach and effective-

ness, March–May 2012)—Patients across the four sites
meeting eligibility criteria for inclusion (type 2 diabe-
tes, English or Spanish speaking, seen for at least 1 year
in the practice, ability to be reached by telephone)
were approached and recruited during routine clinical
visits (n=99). All participants consented to (a) contacts
at 3, 6, and 9 months after intervention implementa-
tion and (b) medical record review.
The reason for this longitudinal sample was to un-

derstand the effect of the intervention under real-world
conditions, so no attempt at randomization was made
[29]. Rather, recruiting a sample of patients and fol-
lowing them during the implementation period was
meant to provide additional estimates of reach, and
access to a comparison group exposed to similar clin-
ical conditions (i.e., practice context and medical man-
agement), but not necessarily to the intervention over
the 9-month study period. In other words, related to

Fig. 1 | Expanded CONSORT model RE-AIM issue content data source

ORIGINAL RESEARCH

TBMpage 204 of 211

Medición de factores 
institucionales (ACIC)
Lideres clínicos en los equipos
Medición inicial de barreras y 
facilitadores

8 meses luego de partir: Focus
gorups con pacientes y clínicos.

Análisis de registro de pacientes 
atendidos 

Análisis de encuentros clínicos

Evaluación de parámetros de 
laboratorio

Contacto con los lideres de 
equipo

CUALITATIVO

CUANTITATIVO

CUALITATIVO
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• Conclusiones: La intervención puede ser llevada a cabo 
exitosamente por los trabajadores de salud y beneficia a los 
pacientes con un control subóptimo de glicemia.

• La decisión de adoptar la intervención fue influenciada por las 
prácticas particulares

• La estructura organización de los diferentes centros explica 
diferencias en los resultados.

• Aspectos como el trabajo en equipo fue diferente entre los centros 



Fonis SA15I20246. Barreras y/o facilitadores 
del equipo de salud neonatal sobre la 
implementación de un método de 
screening para detectar cardiopatías 
congénitas, desde una mirada traslacional. 

Ejemplo 2…

Lindemann,	Birte	Christina	MD,	Bernales	M	PhD,	Méndez,	Carolina	MD,	McIntyre,	
Ana	María	MSc,	Arrau,	Carolina


