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CHAPTER 1

BACKGROUND AND RATIONALE

Throughout the world, particularly since the mid 1980s, the “winds of change”
have been blowing in medical education. Changes in society, demography, health care
organization, patients’ expectations and developments in medical technology demand re-
orientation of medical education and training to meet the health needs of the population
and to prepare medical students for the twenty-first century.

Brief History of Medical Education in Bangladesh :

The history of medical education in Bangladesh is similar to any other developing
country of the world. The medical education system inherited the typical features of
colonial education and is still practicing these with little modifications.

Reorientation of Medical Education in Bangladesh :

To make the medical education need-based and community-oriented, a re-
orientation of medical education movement started in Bangladesh in the early 1980s
(Mollah & Thwe, 1996). To promote this concept, the Centre for Medical Education
(CME) was set up in Dhaka in 1983 by an UNDP-funded Project. A community-oriented
and competency-based curriculum was developed for undergraduates in 1988 and is
being implemented in all medical colleges, both government and private, of the country.
This is the first scientifically developed curriculum in the country with the active
involvement of the medical teachers.

In 1992, the Further Improvement of Medical College (FIMC) Project was set up
under the Fourth Health and Population Project in order to re-orient and strengthen
medical education in the country. Under this project more than 100 teachers of different
medical colleges of Bangladesh completed their post graduate Diploma, Masters & PhD

on Medical Education from Dundee university



of England and New South Wales University of Australia. But evaluations of the present
training programme show that problems exist (Anwar et. al., 1995; Bhuyia, 1995;
Rahman, 1996; Raushan et. al., 1996; Hug & Mashreky, 1997)".

“Recently, a survey conducted by ‘Democracy Watch’ doctors has been found to
be deficient in many important qualities. They have been given a low rating in- sincerity,
friendliness and service- orientation. The worst trait of the doctors according to the
survey is, by the way, arrogance.” (Editorial, The Bangladesh Observer, May, 1998)

“I have virtually learnt nothing doing my six years graduation at Dhaka Medical
College” — Ex-student of Dhaka Medical College in the conference of (Career
Opportunities and Challenges in the Medical Profession: Young Doctors Speak Out *,
1999)

“Healthcare in a shambles: In a country where public sector healthcare services
are in a shambles, private clinics have been the last bastion of hope of Medical seekers.
Unfortunately, they are in no better condition either. The Directorate of Health and the
BMDC must recognize the grim reality” (The Daily Star, Sept 23, 1999)

These phrases speak for themselves of the desperate need of improvement in
quality of medical education and health care service delivery in Bangladesh. Recently,
public expectations of medicine have increased, the quality of medical care itself is under
scrutiny, and there is a general perception that competence and compassion of average
doctors is on the decline. Medical education should provide: relevant core knowledge,
clinical skills, problem solving skills, ethical commitment, understanding of the value of
self regulation, communication abilities, the skills to evaluate innovations and a grasp of
management. - Medical  education, training and ‘continuing professional “development
should be viewed as a continuum and ongoing professional obligation. Continuing
professional development should be an integral part of a doctor’s career to keep him up to
date”. For this evidence based medical education ( EBME ) is the best way to prepare the
‘ tomorrow’s doctors’ to be competent, confident, knowledgeable with problem solving
ability with corporate responsibility and good communication skill for the utmost

satisfaction of the consumers. Considering the importance, utility and time demand of



evidence based medical education (EBME), World Health Organisation ( WHO ) of The
South East Asia Regional ( SEAR ) meeting on Medical Education was held on 21 and
22" February, 2000 at Dhaka Bangladesh, organised by Centre for Medical

Education(CME ), Dhaka in collaboration with World Health Organisation
(WHO ) , Bangladesh as a component of ICP3 activity within the biennial plan of action
with the theme - * Health Science Education and Training Practice in SEAR Needs

to be Evidence Based™®

So as a signatory of the decision of that meeting of WHO SEAR , Bangladesh is
thinking for re-designing it's medical education to make it evidence based. So before final
planning to implement it, it is very essential to see the level of perception of the teachers
of different medical colleges, opinion of the policy makers and stakeholders. As to re-
design the medical education in Bangladesh multi-factors are related. For this at the
beginning it is very important firstly to see the level of perception of the teachers of
different medical colleges about evidence based medical education (EBME) , as the
teachers of different medical colleges are the first line executive personnel for
implementing any program. So from the finding of this present study we will get the
guidelines, ways and means in Bangladesh context, how we can go forward as a
signatory of WHO, SEAR meetings on evidence based medical education to implement it
in Bangladesh. It is also necessary to see the perception of the stakeholders about it and
lastly the findings can be discussed with the policy makers with the facts and findings of
reality to think for evidence based medical education (EBME) to make the plan more
appropriate, justifiable and realistic. ‘It will facilitate the practice of evidence based
medical education (EBME) in Bangladesh at reality to produce confident and competent
doctor for better medical care and service with-a attitude ~or -urge for icontinuing
professional development. It is the first step to see the teacher’s perception on evidence
based medical education (EBME) of different medical colleges for planing, policy
making, developing training program and creating scope to facilitate the practice of

evidence based medical education (EBME) in Bangladesh at reality.



CHAPTER 2

LITERATURE REVIEW

Basic Information on EBME:
History of EBM:

“The term evidence based medicine” was coined at McMaster Medical School in
Canada in the 1980s to label the clinical learning strategy, which people at the school had

been developing for over a decade’

What is Evidence Based Medical Education ?

Evidence based medicine is the process of systematically finding, appraising, and
using contemporaneous research findings as the basis for clinical decision®.
Evidence based medical education is all about appropriate curricula, teaching methods,
learning techniques, learning environments, the students and the teachers themselves. It is
also about quality. The essential evidence is obtained from talking to both patients and
professionals, inquiring about satisfaction and expectations, observing the outcomes and
not just the outputs®.
Best evidence medical education (BEME) is an attempt to examine systematically the
quality of the evidence available to address educational issues, using six dimensions:

quality, utility, extent, strength, largest and setting®.

Four Steps of Evidence Based Medicine:

1. Setting the question — Formulate a clear clinical question from a patient’s
problem.

2. Finding the evidence — Search the literature for relevant clinical articles.

3. Appraising the evidence — Evaluate ( critically appraise ) the evidence for

its validity and usefulness

4, Acting on the evidence — Implement useful findings in clinical practice



Other Requirements for Practicing EBME:

Following the above four steps other requirements for practicing evidence based

medicine are —

Clear data presentation: The ability to present published evidence quickly and clearly is

crucial for clinical teams with little time and much information to absorb.

Senior support: Support from senior clinicians is critical to the success of introducing

evidence-based medicine®.

Why EBME? :

a.

New types of evidence are now being generated which, when we know and
understand them, create frequent, major changes in the way that we care for our
patients.

It is increasingly clear that, although we need (and our patients would benefit from)
this new evidence daily, we usually fail to get it.

And as a result of the foregoing, both our up-to-date knowledge and our clinical
performance deteriorate with time.

Trying to overcome this clinical entropy through traditional continuing medical
education programs doesn’t improve our clinical performance.

A different approach to clinical learning has been shown to keep its practitioners up
to date’

Advantage of Evidence based Medicine:

a.

An immediate attraction of evidence based,; medicine-is that it integrates medical
education with clinical practice.

Evidence based medicine can be learnt by people from different backgrounds and at
any stage in their careers. Medical students carrying out critical appraisals not only
learn evidence-based medicine for themselves but also contribute their appraisals to
their teams and update their colleagues.

Third attraction of evidence based medicine is its potential for improving continuity
and uniformity of care through the common approaches and guidelines developed by
its practitioners.



d. Evidence based medicine can help providers make better use of limited
resources by enabling them to evaluate clinical effectiveness of treatments

and services.

Disadvantages of Evidence Based Medicine:

1. It takes time both to learn and practice.

2. Establishing the infrastructure for practicing evidence based medicine cost
money. Hospitals and general practices may need to buy and maintain the
necessary computer hardware and software.

Inevitably, evidence based medicine exposes gaps in the evidence®.

4, Another problem is that Medline and other electronics databases uses for
finding relevant evidence are not comprehensive and are not always well
indexed. At times even a lengthy literature search is fruitless.

5. For some older doctors the computer skills needed for using databases
regularly may also seem daunting.

Although the evidence based approach requires a minimum of computer literacy
and key board skills, and while these are now almost universal among medical students
and junior doctors, many older doctors are still unfamiliar with computers and databases.
On the other hand, creative and systematic searching techniques are increasingly
available, ®° and high quality review articles are becoming abundant.

Finally, authoritarian clinicians may see evidence based medicine as a threat. It
may cause them to lose face by sometimes exposing their current practice as obsolete or
occasionally even dangerous. At times-it will later the dynamics of the team, removing
hierarchical distinctions that are based on seniority; some will rue the day when a junior
member of the team, by conducting a search and critical appraisal, has as. much authority
and respect as the team’s most senior member?.

Study revealed that respondents mainly welcomed evidence-based medicine and
agreed that it’s practice improves patient care. They had a low level of awareness of
extracting journals, review publications, and database and even if aware, many did not
use them. Only 20% had access to bibliographic database and 17% to the world wide web.

Most had some understanding of the technical terms used. The major perceived barrier to



practice evidence based medicine was lack of personal time. Respondents thought the
most appropriate way to move towards evidence based medicine was by using evidence
guidelines or proposal developed by colleagues®.

Evidence-based medicine (EBM) is becoming an accepted educational paradigm
in medical education at a variety of levels. It focuses on identifying the best evidence for
medical decision making and applying that evidence to patient care.Evidence-based
medicine (EBM) is an important new paradigm of the medical profession'?. Evidence-
based medicine (EBM) has already had a profound effect on both medical education and
clinical practice. Evidence-based medicine (EBM) has rapidly become an integral part of
medical training. The impact of EBM on medical education, and ultimately on practice,
has already been significant'®. To provide optimal care for their patients, clinicians must
be able to locate and interpret the most current literature. Evidence-based medicine
(EBM), which consists of formulating clinical questions, retrieving and evaluating the
evidence from the literature, and applying the obtained information to the clinical
problem at hand, has gained wide acceptance as an important strategy to meet these

challenges™.



CHAPTER 3

RESEARCH METHODOLOGY

3.1 Primary Research Question:
How do teachers of different medical colleges in Bangladesh perceive about
evidence based medical education (EBME)?

3.2 Secondary Resear ch Questions:
e What are the factors which influence the perception of teachers on
evidence based medical education of different medical colleges in
Bangladesh?
e What is the difference between the perception of teachers on evidence
based medical education of different medical collegesin Bangladesh?

3.3 General Objective:

To assess the perception of teachers on evidence based medical education
(EBME) of different medical colleges in Bangladesh.

3.4 Specific Objectives:

e To identify the factors which influence the perception of teachers on
evidence based medical education (EBME) of different medical colleges
in Bangladesh.

e To determine the difference between the perception of teachers on
evidence based medical education (EBME) of public and private medical
collegesin Bangladesh.



3.5 Conceptual Frame Work:

Teachers of Different Medical Collenesin Banaladesh

Background Awar eness Opinion Uorlw_dersﬁca Attitude
s Age about about moving 'rll'lrtlwg'ocal to EBME
o Gender Evidence from Tgmnsl
+ Working Based traditional to used in
. M edical evidence
Medical Education based EBME
College practice
¢ Duration of
teaching -
¢ Post Perocr:eptlon
. irsg:;“tgn » Evidence
Evidence > Eﬂaes;dcal
p| Education
3.6 Assumption:

The perception of teachers on evidence based medical education (EBME) is as a
whole low and will vary in different medical colleges of Bangladesh, and also will vary
in teachers background.
3.7Key Word:

Perception, Evidence-based Medical education, Teacher.

3.8 Operational Definition:

Per ception: Attitude towards EBME, opinion about moving from traditional to evidence
based practice, awareness about EBME and understanding of technical terms used in
EBME are considered as the components of perception *°,

Teacher: The graduate doctor who is.involved at-least one year “in the teaching
professionin different medical colleges in Bangladesh.

EBME: Evidence based medical education is all about appropriate curricula, teaching
methods, learning techniques, learning environments, the students and the teachers
themselves. It is also about quality. The essential evidence is obtained from talking to
both patients and professionals, inquiring about satisfaction and expectations, observing

the outcomes and not just the outputs’.
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3.9 Resear ch Design:
It isa Cross-sectional, Descriptive study.
3.10 Target Population:

The teachers of all medical collegesin Bangladesh.
3.11 Study Population:

All the teachers of 4 Government medical colleges( Dhaka, Sir- Salimullaha,
Chittagong, Sylhet) and 4 private medical colleges ( Bangladesh, ZH Sikder, Uttara,
National ) of Bangladesh.

3.12 Sampling Scheme:

Medical Colleges of Bangladesh

v
: v

13 Govt Medical College 8 Private Medical College

v v

4 Medical Colleges by Simple Random sampling 4 Medical Colleges by Simple Random sampling

v v

All of the teachers who meet eligible criteriawill be selected by Simple Random Sampling

3.13 Sample Size:

The formula for calculating sample size depends on the types of outcome
(dependant variable), the design of the study and the results of the previous study. As
there is no such type of study conducted in Bangladesh previously. So thisis said to be a
pilot study first of it’s kind.-/As the finite population correction can not be disregarded, so

sample size can be calculated by using the following formula®:

Z2OL p(l_p)N

d*(N-1) +Z,p(1-p)
here---- n= desired sample size
z = thereliability coefficient at the 95% CI = 1.96
P = proportion of perception = 50% = 0.5
(asit will give the maximum sample size)
d = absolute precision of the study assumed 0.07 ( acceptable error )
(About 15% of P)
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( 1.96 )> 0.5 (1-0.5) 1400 1344.56

(0.07)?(1400-1)+(1.96)°05(1-05)  6.8551 + 0.9604

3.14 Inclusion Criteria:
e Whoisserving as ateacher at medical collegesfor at least one year
¢ Willing to cooperate in this study.

3.15 Exclusion Criteria:
o Severdyill

3.16 Observation and Outcome M easur ement:

The main outcome measurement is the level of perception of teachers working at
4 Government and 4 private medical colleges in Bangladesh. This outcome variable may
be influenced directly or indirectly by other variables.

3.17 Research Instrument :
Self-administered structured questionnaire
3.18 Domains of Questionnaire™;
¢ Questions about attitude towards evidence based medical education
(EBME).
e Questions about opinion for moving from traditional to evidence
based practice.
¢ Questions about awareness on evidence based medical education.
¢ Questions about understanding of the technical terms used in EBME.
3.19 M easurement Scale':
e Likert's scale
¢ Dichotomous scale—yes/no responseis used
e Questionnaire developed with multiple options, continuous and categorical
response
¢ Open ended questions.
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3.20 Pre-testing:

In pre-testing, basic assumptions about the content of the study was used. Before
conducting the research, the investigator should at least know how effective the research
tool would perform. Pre-testing of the questionnaire is necessary to test the validity and
reliability of the questionnaire. So pre-testing was done among twenty teachers of Khon
Kaen, Sirirgj and Chulalongkorn university of Thailand.

3.21 Validity Test:

Measurement of the content and construct validity referred to the validation of the
study. After constructing the draft questionnaire, it was sent to the five experts of relevant
field to see the feasibility and relevance of the questionnaire. Each item of the
guestionnaire was examined. The score was tabulated and the item correlation was

calculated by using the formula:

R
Item Corrélation (IC) = ----------
N
Here: R = Total score of that item
N = Number of experts Score +1 = Relatively valid items
Score 0 = Not sure Score - 1 = Relatively Invalid

IC>05 —»  Acceptable

Every item has the score more than 0.5. So the item correlation of the questionnaireis
valid and could be used in the future study.

3.22 Rdiability Test:

Reliability is the accuracy, dependability, stability, consistency, predictability and
reproducibility. of ‘a-measuring instrument. Internal consistency of rating scale was done
by Cronbach apha statistic using SPSS, which is appropriate for attitude test. As the
reliability coefficient is more than 0.8, so the items are highly reliable and acceptable.
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3.23 Data Collection:

Data was collected from teachers who meet the eligible criteria working at four
public and four private medical colleges of Bangladesh. Every individual has been
considered as the representative of reference population and characteristics related with
variables to generalize the finding of the study to reference population was included in a
sample. Working day was assigned as a data collection day. Data collection was done by
the researcher himself with a self-administered structured questionnaire. To maintain the
quality of data collection, different procedures was adopted, such as pre code forms,
severa level of data editing before data coding, and consultation with advisor and co-
advisor other research concerned persons. Data was collected until the desired number of

sample was meet by simple random sampling.

3.24 Stepsof Data Collection:
e Taking consent from the Principal/ Director of the medica
college/hospital.
e Communication with the head of the concern department
o After briefing about the aim, nature, purpose and importance of the study
and assuring confidentially, questionnaire was distribution among the
teachersto fill upit.

e Questionnaire was collected with greetings and vote of thanks.

3.25 Consent and Confidentiality:
Consent: was taken before distributing the questionnaire from each respondent
teacher. The privacy, identity and confidentiality was assured to teachers to be

maintained with anonymity.



3.26 Statistical Analysis:
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No | Variables | Measurement Scale | Statistical Methods
A Independent
1 Background variables:
Age Ratio Mean, SD
Gender Nominal Proportion
Working Medical College Nominal Proportion
Duration of teaching Ratio Mean, SD
Post graduation Nominal Proportion
Access to evidence Nominal Proportion
B Dependent
2 Perception (Over all) Binary Proportion, 95% ClI
(The component of Perception)
2.1 | Attitude towards EBME Ordinal Mean, SD, 95% CI
2.2 | Opinion about moving from Nominal Proportion, 95% ClI
traditional to EBME
2.3 | Awareness about EBME Nomina Proportion, 95% CI
2.4 | Understanding of technical terms Nominal Proportion, 95% CI
used in evidence based medical
education
3 Factors influences perception Interval t-test, F-test,
Chi-sguare test

Binary, Categorical

Multiple logistic regression

3.27 Ethical Consider ation:

e Teacher’soral consent was taken.

e Privacy, confidentiality and anonymity was maintained.

e The nature and purpose of the study was explained before distributing the

guestionnaire

e The study received ethical approval from the concern personnel of

Bangladesh.
3.28 Study Limitations:

e Scope of information was limited, it can still_be regarded as a pilot study, since it
isthefirst of itskind and nature in Bangladesh.

e Because of financial constraints the study was conducted in 4 public and 4 private

medical colleges.

e The results of the study does not reflect the information of all medical colleges,

but it may be the milestone of further research and information.

e All the teachers did not participate or cooperate in the study.




CHAPTER 4

RESULTSOF THE STUDY

In this study eligible teachers were identified and a total of 300 teachers were
given structured questionnaire after briefing the aim and objectives of the study taking
their consent. After getting 172 correctly filled up returned questionnaire data collection
process was stopped. The results obtained after data collection are presented under

different headings dealing with the main aspects of the study.

4.1 Background infor mation:

Table4.1. 1 Percentage of therespondents accor ding to age in terms of gover nment

and private medical Colleges

Age of the Type of medical colleges
responde Gover nment Private

nts N= % N= %
<30 7 8.1 9 105
Years

31-40 42 48.8 37 45.9
Years

41-45 26 30.2 11 12.8
Years

46-50 10 11.6 10 11.6
Years

>51 1 1.2 19 22.1
Years

Total 86 100 86 100

According to Table 4.1.1 out of 172 respondents most of the respondents belongs
to age group 31-40 years, of which 42 (48.8%) at government medical college and 37
(45.9%) at private medical colleges. Most of the senior teaching staffs belongs to private
medical college, it is 19 (22.10%) and only1(1.2%) belongs to government medical

colleges.
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Table4.1.2 Percentage of the respondents according to gender/sex in terms of

government and private medical colleges.

Sex of the Type of medical colleges
responde Government Private

nts N= % N= %
Male 62 72.1 40 46.5
Female 24 27.9 46 40.7
Total 86 100 86 100

According to Table 4.1.2 among 172 respondents male is 102 female is 70 in
number. But among the male 62 belongs to government and 40 belongs to private
medical college. But among the female 24 form government medical colleges but around
double 46 respondents belongs to private medical colleges.

Table4.1.3 Percentage of the respondents accor ding to duration of teachingin

government and private medical colleges.

Duration Type of medical colleges

of Gover nment Private
teaching N= % N= %
1-5Years 58 67.4 Sk 36.0
6-10 15 17.4 20 23.3
Years
11-15 6 7.0 12 14.0
Years
16-20 6 7.0 16 18.6
Years
>21 1 1.2 7 8.1
Years
Total 86 100 86 100

According to Table 4.1.3 among 172 respondent most of the respondents belongs
to teaching duration 1-5 years of which 58(67.4%) from government and 31 (36.0%)
from private medical colleges. 15 (17.4%) respondents from government medical
colleges and 20(23.3%) respondents from private medical colleges having their duration

of teaching within 6-10 years.
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Table 4.1.4 Percentage of the respondents according to post graduation

qualification in government and private medical colleges.

Type of medical colleges
Having post Government Private
graduation N= % N= %
qualification
Yes 59 68.6 50 58.1
No 27 314 36 41.9
Total 86 100 86 100

According to Table 4.1.4 out of 172 respondents 109 have post graduation
qualification of which 59(68.6%) at government medical colleges and 50(58.1%) at
private medical colleges and 67 do not have any post graduation qualification of which
27(31.4%) at government and 36(41.9%) at private medical colleges.
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Table4.1.5 Percentage of the respondents according to designation of the

respondentsin government and private medical colleges.

Designation Type of medical colleges

of the Government Private
respondents N= % N= %
Professor 12 14.0
Associate 10 11.6 17 19.8
Professor
Assistant 19 2 a ! 16 18.6
Professor
Registrar 1 1.2 5 5.8
Asstt. 1 1.2 6 7.0
Registrar
L ecturer 55 64.0 30 34.9
Total 86 100 86 100

According to Table 4.1.5 among 172 respondents 12(14.0%) is professor and all
of them are at private medical colleges. Associate professor is 27 of which 10(11.6%) at
government and 17(19.8%) at private medical colleges. Assistant professor is 35 of which
19 (22.1%) is from government and 16 (18.6%) is from private medical colleges, registrar
is 6 of which 1 (1.2%) from government and 5 (5.8%) from private medical colleges.
Assistant registrar is 7 of which 1 (1.2%) from government medical colleges and 6
(7.0%) from private medical colleges. Out of 172 respondents Lecturer is 85 of which 55
(64.0%) from government and 30(34.9%) from private medical colleges.
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Table4.1.6 Percentage of the respondents according to their computer skill in

relation to government and private medical colleges.

Computer Type of medical colleges

skill of the Government Private
respondents N= % N= %
Irrelevant to 8 9.5 1 1.2
profession

Liketo 71 84.5 54 62.8
know more
Confident 5 6.0 il 36.0
enough
Total 84 100 86 100

According to Table 4.1.6 out of 172 respondents 9 considered computer skill as
irrelevant to their profession of which 8 (9.5%) from government and 1 (1.2%) from
private medical colleges. 125 respondents expressed that they like to know more about
computer skill of which 71 (84.5%) from government and 54 (62.8%) from private
medical colleges. 36 respondents are confident enough about computer skill of which 5
(6.0%) from government and 31 (36.0%) from private medical colleges.
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Table4.1.7 Percentage of the respondents according to their publication in

recognized journal in termsof government and private medical colleges.

Having Type of medical colleges
publication in Government Private
recognized N= % N= %
journal
Yes 34 40 59 68.6
No 51 60 it 314
Tota 85 100 86 100

According to Table 4.1.7 out of 172 respondents 93(54.4%) have their
publications in recognized journals of which 34 (40%) from government and 59 (68.6%0)
from private medical colleges. 78(45.6%) respondents do not have any publications in
recognized journals of which 51 (60%) from government and 27 (31.4%) from private
medical colleges.
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Table4.1.8 Percentage of the respondents according to their number of

publication in terms of gover nment and private medical Colleges.

Number of Type of medical colleges
Publication Gover nment Private
N= % N= %

Nil 50 58.1 28 32.6
1-3 17 19.8 16 18.6
4-10 15 174 Z3 26.7
11-15 2 2.3 8 9.3
> 16 2 2.3 11 12.8
Total 86 100 86 100

According to Table 4.1.8 out of 172 respondents 78 do not have any publication
of which 50 (58.1%) from government and 28 (32.6%) from private medical colleges.
330f the respondents have  1-3 publications of which 17(19.8%) from government and
16 (18.6%) from private medical colleges. 38 of the respondents have their publication
ranged 4-10 of which 15 (17.4%) from government and 23 (26.7%) from private medical
colleges. Only 10 have their publications ranged 11-15 of which 2(2.3%) from
government and 8 (9.3%) from privaie medical colleges. 13 respondents have their
publication 16 or above of which 2 (2.3%) from government medical colleges and 11
(12.8%) from private medical colleges.
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Table4.1.9 Percentage of therespondentsbased on their formal trainingin

computer operating in termsof government and private medical colleges:

Type of medical colleges
Formal Government Private
trainingin N= % N= %
computer
operating
Yes 18 20.9 53 61.6
No 68 79.1 33 38.4
Tota 86 100 86 100

According to Table 4.1.9 out of 172 respondents only 71 have received their
formal training in computer operating of which 18(20.9%) from government and 53
(61.6%) from private medical colleges. About 101 respondents did not have any formal
training in computer operating of which 68 (79.1%) from government and 33 (38.4%)

from private medical colleges.
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Table4.1.10 Percentage of the respondents according to the place from wherethey

received training on computer in terms of government and private medical colleges.

Place of Type of medical colleges
training on Government Private
computer N= % N= %

Within 12 14.0 19 22.1
country

Outside 6 7.0 34 39.5
country

" Not 68 79.1 33 384
applicable"

Total 86 100 86 100

According to Table 4.1.10 out of 172 respondent 31 respondents received their
training on computer within the country of which 12(14.0%) from government medical
and 19(22.1%) from private medical colleges. 40 respondents received their training from
outside the country of which 6 (7.0%) from government medical and 34 (39.5%) from
private medical colleges. About 101 respondents did not have any training at all - so they
expressed as not applicable.



24

Table4.1.11 Percentage of the respondents according to their formal training on

critical appraisal in terms of government and private medical college.

Formal Type of medical colleges
trainingin Government Private
critical N= % N= %
appraisal
Yes 15 174 51 59.3
No 71 82.6 35 40.7
Total 86 100 86 100

According to Table 4.1.11  among 172 respondents 66 respondents have
received formal training on critical appraisal of which 15 (17.4%) from government
medical and 51 (59.3%) from private medical colleges. 106 respondents did not receive
any formal training on critical appraisal of which 71(82.6%) from government medical
and 35 (40.7%) from private medical colleges.
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Table4.1.12 Percentage of the respondents according to the place from wherethey
have received their formal training on critical appraisal in terms of government and

private medical colleges.

Place of Type of medical colleges
training on Government Private
critical N= % N= %
appraisal
Within 12 14.0 12 14.0
country
Outside 3 35 39 45.3
country
" Not 71 82.6 35 40.7
applicable”
Tota 86 100 86 100

According to Table4.1.12 among 172 respondents 24 have received it within the
country of which 12 (14.0%) from government medical and 12 (14.0%) from private
medical colleges. 42 respondents received training on critical appraisal from outside the
country of which 3 (3.5%) from government medical and 39 (45.3%) from private
medical colleges. Around 106 respondents did not receive any training on critical

appraisal - so they expressed it as not applicable.
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Table4.1.13 Percentage of the respondents according to attending EBME related
coursein terms of government and private medical colleges.

Attending Type of medical colleges
EBME Gover nment Private
related N= % N= %
course
Yes 17 19.8 48 55.8
No 69 80.2 38 44.2
Tota 86 100 86 100

According to Table 4.1.13 among 172 respondents 65 have attended EBME
related course of which 17 (19.8%) from government and 48 (55.8%) from private
medical colleges. 107 respondents did not attend any EBME related course of which 69
(80.2%) from government and 38 (44.2%) from private medical colleges.
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Table4.1.14 Percentage of the respondents according to the place where they

attended EBME related coursein terms of government and private medical colleges.

Place of Type of medical colleges
course Government Private
attending N= % N= %

Within 15 174 5 5.8
country
Outside 2 2.3 43 50.0
country
" Not 69 80.2 38 44.2
applicable"
Tota 86 100 86 100

According to Table 4.1.14 among 172 respondents 20 have attended EBME
related course within the country of which 15 (17.4%) from government medical and 5
(5.8%) from private medical colleges. 45 respondents have attended it outside the country
of which 2 (2.3%) from government medical and 43 (50.0%) from private medical
colleges. 107 respondents did not attend it at all. So they expressed it as - not applicable.

Table4.1.15 Percentage of the respondents according to the type of course on

activity attended by them in terms of gover nment and private medical colleges.
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Type of Type of medical colleges
cour se or Government Private
activity N= % N= %
attended
workshop 7 8.1 5 5.8
seminar 5 5.8 0 0.0
study tour 1 12 0 0.0
journal club 10 11.6 13 15.1
none 49 57.0 17 19.8
more than one 14 16.3 51 59.3
Total 86 100 86 100

According to Table 4.1.15 among 172 respondents 12 respondents attended
EBME related workshops of which 7 (8.1%) from government and 5 (5.8%) from private
medical colleges. Seminar & study tour were attended by 5 (5.8%) respondents and 1
(1.2%) respondents respectively only from government medical colleges. 23 respondents
attended journal club of which 10(11.6%) from government and 13 (15.1%) from private
medical colleges. 66 respondents of which 49 (57.0%) from government medical and 17
(19.8%) from private medical colleges did not attend any course or activity related to
EBME. But 65 respondents of which 14 (16.3%) from government and 51 (59.3%) from
private medical colleges attended more than one activities or courses related to EBME.

Table4.1.16 Percentage of the respondents according to their access on

Internet/Med-linein terms of gover nment and private medical colleges.
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Having access Type of medical colleges

on internet/ Government Private
med -line N= % = %
No access at al 28 32.6 20 23.3
At home 4 47 2 2.3
In own institute 3 35 0 0.0
BMRC 12 14.0 12 14.0
ICDDRB 4 47 0 0.0
Nationa Health 1 1.2 0 0.0
Library

Others 2 253 0 0.0
More than one 32 37.2 52 60.5
Total 86 100 86 100

According to Table 4.1.16 among 172 respondents 48 do not have any access at
all of which 28 (32.6%)from government and 20 (23.3%) from private medical colleges.
6 respondents of which 4 (4.7%) from government and 2 (2.3%) from private medical
colleges have their access at their home. Only 3 (3.5%) from government medical have
access at their own institutes. 24 respondents of which 12 (14.0%) from government
medical and 12(14.0%) from private medical colleges have their access at BMRC. Only 4
(4.7%) from government medical colleges have access at ICDDRB. Only 1(1.2%) from
government medical colleges has access at national health library. 2(1.2%) from
government medical colleges have their access at others places. But 84 respondents of
which 32 (37.2%) from government medical colleges and 52 (60.5%) from private

medical colleges have more than one access.

Table4.1.17 Percentage of the respondents according to time spend on online last
year in terms of government and private medical colleges.
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Time Type of medical colleges

spend on Government Private
onlinein N= % N= %
last year

Nil 33 38.8 21 24.4
1-3 25 29.4 8 9.3
4-10 25 29.4 27 314
11-15 2 24 9 10.5
>16 0 0.0 21 24.4
Total: 85 100 36 100

According to Table 4.1.17 out of 172 respondents 55 of which 33 (38.8%) from
government medical colleges and 21 (24.4%) from private medical colleges did not
spend any time on online search in last year. 33 respondents of which 25 (29.4%) from
government medical and 8 (9.3%) from private medical colleges spent 1-3 hours. 52
respondents of which 25 (29.4%) from government and 27 (31.4%) from private medical
colleges spent 4-10 hours. 11-15 hours was spent by 11 respondents of which 2 (2.4%)
from government and 9(10.5%) from private medical colleges. But 21(24.4%)

respondents only from private medical colleges spent 16 or more hours time.



4.2 Attitudetowards EBME:

Table4.2.1a Percentage, mean and SD of Attitude of the respondents towards promotion of

EBME:
Type of Likeit very Likeit No opinion Don't Don't likeit Total ”
medical much likeit at all
colleges n % | n| % n % | nJ%w]| n %
Feeling Gov. 23 26.7 51 59.3 ML 12.8 1 12 0 0.0 86
about the 100% 412 66
pr esent_ Private 43 50.0 42 43.8 0 0 1 1.2 0 0 86
promotion 100% 448 .57
of EBME
Total 66 384 | 93| 541 | 11 | 64 | 2 |12 172
100%
Feeling of Gov. 17 205 | 38 | 458 25 30.1 2 24 1 1.2 83 3% -
colleagues 100% ' '
Private 39 453 | 47 | 54.7 0 0.0 0 0.0 0 0.0 86
100% 445 50
56 331 | 8 | 50.3 25 14.8 2 1.2 1 0.6 169
Total 100%
Very much Useful No opinion Not Not useful at
useful useful all
n % n % n % % n %
Usefulness Gov. 26 30.2 | 51 | 59.3 7 g 1 1.2 1 1.2 86 416 -
of research 100% ’ )
finding Private 38 442 | 45 | 523 = 35 0 0 0 0 6
100% 441 56
Total 64 372 | 96 | 55.8 10 58 1 0.6 1 0.6
172
100%

31
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According to Table 4.2.1a the attitude of the medical teachers was assessed through
items of the questionnaire which focused on opinions ( Table 4. 2.1a) as to get the feeling
of the respondents and also the feelings of their colleagues about the present promotion of
EBME. The frequency of the participants who like it very much is 66(38.4%) of which
23 (26.7%) from government and 43 (50.0%) from private medical colleges, like it is 93
(54.1%) of which 51 (59.3%) from government and 42 (48.8%) from private medical
colleges, no opinion is 11(12.8%) which belongs to government medical college or do
not like it. So it reveals that a large fraction of the total respondents support the
promotion of EBME in our country.

About the feeling of their colleagues is 56(33.1%) like it very much of which 17(20.5%)
from government and 39(45.3%) from private medical colleges, like it 85(50.3%) of
which 38(45.8%) from government and 47(54.7%) from private medical colleges. Again
no opinion was from government medical colleges and it is 25(30.1%). 2(2.4%) do not

likeit and 1(1.2%) do not like it at all from government medical colleges.

About the usefulness of research findings in teaching learning large number of the
respondents 64(37.2%) of which 26(30.2%) from government and 38 (44.2%) from
private medical colleges think it as very much useful, 96(55.8%) respondents think it is
useful of which 51 (59.3%) from government and 45 (52.3%) from private medical
college, 10(5.8%) responding did not give any opinion of which 7 (8.1%) from
government and 3 (3.5%) from private medical colleges, 1 (1.2%) respondents from
government. think as not useful and 1 (1.2%) respondents from government medical

collegesthink asnot useful at all.



Table4.2.1b Percentage, mean and SD of Attitude of the respondents towar ds promotion of

EBME associated objectives:
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Typeof Strongly Agree Agree Noopinion | Disagree | Strongly Total X | SD
medical Disagree
colleges n % n % |n % |n % | n %
Practicing Gov. 21 25.0 57 | 67.9 5 6.0 1 1.1 0 0.0 84 | 417 | .58
EBME improve 100%
doctors Private 35 40.7 44 | 51.2 7 8.1 0 0.0 0 0.0 86 62
competence 100% | 4.33
EBME improve | Gov. 22 25.6 SENYI%69.8 9 10.5 4 4.7 0 0.0 86
doctors Peatient's 100% | 4.06 | .74
care Private 31 36.0 37 | 430 | 18 {209 | O 0.0 0 0.0 86 415 | 74
100%
Practicing Gov. 17 20.0 56 | 65.9 6 7.1 6 7.1 0 0.0 85 | 3.99
EBME enhance 100% 74
patient's Private 31 36.0 35 | 407 | 20 | 233 | O 0.0 0 0.0 86
. . 413 | .76
satisfaction 100%
Practicing Gov. 16 186 | 59 [686| 10 |116| 1 | 12| O 0 8 | 405 | 50
EBME will 100%
develop Private 32 372 | 47 |547| 7 [ 81| O 0 0 0 86
pI'Of onalism 100% 429 | 61
Practicing Gov. 24 279 52 | 60.5 8 9.3 2 2.3 0 0.0 86 .67
EBME will help 100% | 4.14
to becomealife | Private 34 39.5 48 | 558 | 4 47 0 0.0 0 0.0 86
435 | 57
long learner 100%
Practicing Gov. 21 24.4 55 1640| 9 [105]| 1 12 0 0 86 .622
EBME helpsin 100% | 4.12
continuing Private 31 36.0 49 | 570 | 6 -0 0 0 0 0 86
professional 100% | 4.29 | .59
development
Teacher's don't Gov. 0 0.0 11 | 128 | 18 | 209 | 43 | 250 | 14 | 163 86
have take care 100% | 3.70 | .89
the whole
process Private 1 12 0 0.0 1 12 53 | 616 | 31 | 360 86
considering 100% | 4.31 | .62
EBME
Policy maker Gov. 3 35 4 4.7 13 | 151 | 47 | 547 | 19 | 221 86 .93
need not to 100% | 3.87
aware about Private 0 0.0 0 0.0 2 23751 | 593 | 33 | 384 86 436 | 53
EBME 100%
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According to Table 4.2.1b about doctor’s competence 56(32.9%) respondents of
which 21(25.0%) from government and 35 (40.7%) from private medical colleges
strongly agreed that practicing EBME improve doctors competence, 101(59.4%)
respondents only agreed about it of which 57 (67.9)%) form government and 44 (51.2%)
from private medical colleges, 12(7.1%) did not give opinion of which 5 (6.0%) from
government and 7(8.1%) from private medical colleges, only 1 (1.2%) from government
medical colleges disagreed about it.

About patient’s care 53(30.8%) respondents strongly agreed that practicing
EBME improve patients care of which 22 (25.6%) from government and 31 (36.0%)
from private medical colleges, 88(51.2%) respondents only agreed about it of which 51
(59.3%) from government and 37 (43.0%) from private medical colleges, 27did not give
opinion of which 9 (10.5%) from government and 18 (20.9%) from private medical
colleges, only 4 (4.7%) from government medical colleges disagreed about it.

About patient’s satisfaction 48(28.1%) respondents strongly agreed that practicing
EBME enhance patients satisfaction of which 17 (20.0%) from government and 31
(36.0%) from private medical colleges, 91(53.2%) respondents only agreed about it of
which 56 (65.9%) from government and 35 (40.7%) from private medical colleges, 26
(15.2%)respondents did not give opinion, 6 (7.1%) respondents from government
medical colleges disagreed with it.

48((27.9%) respondents strongly agreed that practicing EBME will developed
professionalism of which 16 (18.6%) from government and 32 (37.2%) from private
medical colleges, 106(61.6%) respondents only agreed  with it of which 59 (68.6%)
from government and 47 (54.7%) from private medical- colleges, 17(9.9%) respondents
did not give opinion, only 1(1.2%) respondents from government medical colleges
disagreed withiit.

58(33.7%)respondents strongly agreed that practicing EBME will help to become
a life long learner of which 24 (27.9%) from government and 34(39.5%) from private
medical colleges, 100(58.1%) respondents only agreed with it of which 52 (60.5%) from
government and 48 (55.8%) from private medical colleges, 12 did not give opinion, only
2 (2.3%) from government medical colleges disagreed with it.
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Out of 172, 52(30.2%) respondents strongly agreed that practicing EMBE helps in
continuing professional development of which 21(24.4%)from government medical
colleges and 31(36.0%) from private medical colleges. 104(60.5%) respondents only
agreed of which 55(64.0%) from government and 49(57.0%) from private medical
colleges. 15(8.7%) did not give opinion of which 9(10.5%) from government and 6
(7.0%) from private medical colleges.

Only 1(1.2%) respondent from private medical college strongly agreed that
teacher's do not have to take care the whole process considering EBME, 11(12.8%) from
government medical colleges only agreed with it, 19(11.0%) respondents did not give
opinion, 96(55.8%) respondents of which 43(50.0%) from government medical and 53
(61.6%) from private medical colleges disagreed that teacher's do not have take care the
whole process considering EBME, 45(26.2%) respondents of which 14(16.3%) from
government and 31(36.0%) from private medical colleges strongly disagreed with it.

Only 3(3.5%) respondent from government medical college strongly agreed that
policy makers need not to aware of EBME, 4(4.7%) from government medical colleges
only agreed with it, 15(8.7%) respondents did not give opinion, 98(57.0%) respondents of
which 47(54.7%) from government medical and 51(59.3%) from private medical colleges
disagreed that policy makers need not to aware of EBME, 52(30.2%) respondents of
which 19(22.1%) from government and 33(38.4%) from private medical colleges
strongly disagreed with it.
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4.2.1c Statistical test for Attitude towards EBME between gover nment and private

medical colleges:

Attitude of the respondents were divided in to three groups. Such as : attitude towards
education ( variables 19,20, 21, 26, 28), attitude towards professionalism( variables

22,23, 24, 25, 27) and attitude towards policy making ( variable 29).

Types of N Mean SD SE P-value

medical

college
Attitudetowards | Gov. 83 3.98 .500 .054
education Private 86 4.40 439 .047 <.001
Attitudetowards | Gov. 83 4.07 .535 .058 .056
professionalism Private 86 4.23 579 .062
Attitudetowards | Gov. 86 3.87 .930 .100 <.001
policymaking Private 86 4.36 529 .057

(Using unpaired t-test)

As per the above mentioned table considering the mean of attitude towards education and

policymaking of government and privaie medical college it is found that there is

significant difference between the attitude of government and private medical college

towards education and palicymaking . After doing t-test it is statistically significant as p

islessthan .001

But in case of attitude towards professionalism considering the mean of attitude towards

professionalism of - government and private medical, college it is found that there is no

significant difference between the attitude of ‘government and private medical college.

After doing t-test it is also found statistically not significant asp is .056
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4.3 Opinion about moving from traditional to EBME:

Table4.3.1a Percentage of Opinion about moving from traditional to evidence
based medical education:

Type of medical colleges

Ways, by one can move from Government Private
opinion based practiceto evidence N= % N= % Total
based practice by
by learning the skill of evidence 35 41.2 21 244 | 56
based medical education 32.7%
By seeking and applying evidence 15 17.6 2 2.3 17
based summaries 9.9%
by using evidence based practice il 36.5 52 60.5 |83
guide line developed by others 48.5%
none 4 4.7 11 128 |15

8.8%
Tota 85 100% 86 100% | 171

100%

( Using Chi-Square test, p< .0001)

According to Table 4.3 about the opinion regarding the way how one can move
to EBME practice 56(32.7%) respondents of which 35 (41.2%) government and 21
(24.4%) from private medical colleges consider the way for moving from traditional to
EBME by learning skill of EBME, 17(9.9%) respondents of which 15 (17.6%) from
government and 2 (2.3%) from private medical college consider the way by seeking and
applying evidence based summaries , 83(48.5%) respondents think by. using evidence
based practice guidelines developed by others of which 31 (36.5%) from government and
52 (60.5%) from private medical colleges and 15(8.8%) respondents of which 4(4.7%)
from government and 11(12.8%) from private medical colleges think none of the above

mentioned ways.
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4.3.1b Statistical test for Opinion about moving from tradition to EBME practice:

After doing Pearson Chi-Square test it is found that P-valueis < .0001.
So the way of thinking for moving from traditional to evidence based medical education
practice between the government and private medical colleges differ significantly.



4.4 Awareness about the resources of EBME:
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Table4.4.1a Percentage of extent of awareness of the respondents about the resour ces
of EBME:
Type of
medical Total
colleges
Unaware | Aware but Read Read & usein
not read the area of
medical
education
% n % n % n %
Extent of Gov. 1 12 | 28 | 329 | 36 | 424 20 235 85
awareness and use 100%
of BMJ Private i 1.2 9 105 | 22 25.6 54 62.8 86
100%
Extent of Gov. 8 94 | 50 ( 588 | 20 | 235 7 8.2 85
awareness and use 100%
of Lancet Private 4 47 | 22 | 256 17 19.8 43 50.0 86
100%
Extent of Gov. 32| 381 | 31 | 369 15 17.9 6 71 84
awareness and use 100%
of JAMA Private 20 | 233 | 41 | 47.7 18 20.9 7 8.1 86
100%
Extent of Gov. 53 | 631 | 17 | 20.2 11 131 3 36 84
awareness and use 100%
of Medical Private 26 | 302 | 38 | 442 9 105 13 15.1 86
Teacher 100%
Extent of Gov. 53 | 624 | 22 | 259 7 8.2 2 35 85
awareness and use 100%
of Medical Private 26 | 302 | 40 | 465 7 8.1 13 15.1 86
Education 100%
Extent of Gov. 66 | 815 | 13 {16.0 1 12 1 12 81
awareness and use 100%
of Community Private 40 | 4741 | 37 | 435 5 5.9 3 35 85
Net work 100%
Extent of Gov. 1 1.2 17 | 198 | 38 | 44.2 30 34.9 86
awareness and use 100%
of BMRC journal
Private 2 23 12 | 140 | 21 24.4 51 59.3 86
100%
Extent of Gov. 2 23 11 | 128 | 42 | 488 31 36.0 86
awareness and use 100%
of BMA journal
Private 0 0.0 14 | 163 | 24 | 279 48 55.8 86
100%
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According to Table 4.4.1a about BMJ 2(1.2%) respondents are totally unaware
of BMJ, 37(21.6%) respondents are aware but not read, 85(33.9%) respondents of which
36(42.4%) from government and 22(25.6%) from private medical colleges only read
BMJ, 74(43.3%) respondents of which 20(23.5%) from government and 54(62.8%) from
private medical collegesread and use BMJin the area of medical education.

About Lancet 12(7.0%) respondents are totally unaware of it, 72(42.1%) respondents are
aware but not read, 37(21.6%) respondents of which 20(23.5%) from government and 17
(19.8%) from private medical colleges only read L ancet, 50(29.2%) respondents of which
7(8.2%) from government and 43(50.0%) from private medical colleges read and use
Lancet in the area of medical education.

About JAMA 52(30.6%) respondents are totally unaware of it, 72(42.4%) respondents
are aware but not read, 33(19.4%) respondents of which 15(17.9%) from government
and 18(20.9%) from private medical colleges only read JAMA, 13(7.6%) respondents of
which 6(7.1%) from government and 7(8.1%) from private medical colleges read and use
JAMA in the area of medical education.

About Medical Teacher 79(46.5%) respondents are totally unaware of it of which 53
(63.1%) from government and 26(30.2) from private medical colleges, 55(32.4%)
respondents of which 17(20.2%) from government and 38(44.2%) from private medical
colleges are aware but not read, 20(11.8%) respondents of which 11(13.1%) from
government and 9(10.5%) from private medical colleges only read Medical Teacher, 16
(9.4%) respondents of which 3(3.6%) from government and 13(15.1%) from private
medical colleges read and use Medical Teacher in the area of medical education.

About Medical Education 79(46.2%) respondents-are-totally unaware of it of
which 53(62.4%) from government and 26(30.2%) from private medical colleges, 62
(36.3%) respondents of which 22(25.9%) from government and 40(46.5%) from private
medical colleges are aware but not read, 14(8.2%) respondents of which 7(8.2%) from
government medical colleges only read Medical Education. 16(9.4%) respondents of
which 3(3.5%) from government and 13(15.1%) from private medical colleges read and

useit in the area of medical education.
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About Community Network 106(63.9%) respondents are totally unaware of it of
which 66(81.5%) from government and 40(47.1%) from private medical colleges, 50
(30.1%)respondents of which 13(16.0%) from government and 37(43.5%) from private
medical colleges are aware but not read, 6(3.6%) respondents of which 1(1.2%) from
government and 5(5.9%) from private medical colleges only read Community Net Work,
4(2.4%) respondents of which 1(1.2%) from government and 3(3.5%) from private
medical colleges read and use Community Net Work in the area of medical education.

About BMRC journa 3(1.7%) respondents are totally unaware of it of which 1
(1.2%) from government and 2(2.3%) from private medical colleges, 29(16.9%)
respondents of which 17(19.8 %) from government and 12(14.0%) from private medical
colleges are aware but not read, 59(34.3) respondents of which 38(44.2%) from
government and 21(24.4%) from private medical colleges only read BMRC journal, 81
(47.1%) respondents of which 30(34.9%) from government and 51(39.3%) from private
medical colleges read and use BMRC journal in the area of medical education.

About BMA journal 2 (2.3%) respondents from government medical colleges are
totally unaware of it, 25(14.5%) respondents of which 11(12.8 %) from government and
14(16.3%) from private medical colleges are aware but not read, 66(38.45) respondents
of which 42(48.8%) from government and 24(27.9%) from private medical colleges only
read BMA journal, 79(45.9%) respondents of which 31(36.0%) from government and 48
(55.8%) from private medical colleges read and use BMA journal in the area of medical
education.
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4.4.1b Statistical test for extent of awar eness between government and private
medical colleges:

For convenient the total number of journals are divided in to two groups. One is medical
education journal ( Medical Teacher, Medical Education, Community Network) and the
other is medical journal( BMJ, Lancet, JAMA,BMRC,BMA).The extent of awarenessis

also divided in to two groups. Such as aware(means at |east one journal) and unaware..

For Medical Education Jour nals;

Types of Awar eness of medical education P-value
medical journals
college Unaware Aware

n % n %
Gov. 67 77.9 19 22.1 < .0001
Private 41 47.7 45 52.3
Total 108 62.8 64 37.2

As per the above mentioned table and also after doing Chi-Square test considering the p-
value the difference between the awareness regarding medical education journals of
government and private medical collegeis significant.

For Medical Journals:

Types of Awar eness of medical journals P-value
medical
college Unaware Aware

n % n %
Gov. 34 39.5 52 60.5 075
Private 23 26.7 63 73.3
Total 57 33.1 115 66.9

As per the above mentioned table and also after doing Chi-Square test considering the p-
value the difference between the awareness regarding medical journals of government
and private medical college is not significant.



4.5 Understanding of the technical termsused in EBME:

Table4.5.1a Percentageof level of understanding of thetechnical termsby the
respondents which are commonly used in EBME:

Type of Itisirrdlevantto | | like to know | know it and can Total
medical my profession more about it explain to others
colleges | n % n % n %
Relative risk Gov. 1 1.2 50 58.1 35 40.7 86
100%
Private 0 0.0 26 30.2 60 69.8 86
100%
Odds Ratio Gov. 1 12 51 60.0 33 38.8 85
100%
Private 0 0.0 27 314 59 68.6 86
100%
Systematic Gov. 1 1.2 74 87.1 10 11.8 85
review 100%
Private 0 0.0 47 54.7 39 45.3 86
100%
Meat Analysis | Gov. 1 1.2 74 90.2 7 85 82
100%
Private 0 0.0 54 62.8 32 37.2 86
100%
Confidence Gov. 0 0.0 70 84.3 13 15.7 83
interval 100%
Private 0 0.0 44 51.2 42 48.8 86
100%
P Value Gov. 1 12 57 69.5 24 29.3 82
100%
Private 0 0.0 44 51.2 42 48.8 86
100%
Validity Gov. 0 0.0 31 36.0 55 64.0 86
100%
Private 0 0.0 o 29.1 61 709 86
100%
Reliability Gov. 0 0.0 30 35.3 55 64.7 85
100%
Private 0 0.0 25 29.1 61 70.9 86
100%
Sensitivity Gov. 0 0.0 41 482 51.8 85
100%
Private 0 0.0 32 37.2 62.8 86
100%
Specificity Gov. 0 0.0 40 46.5 46 53.5 s6
100%
Private 0 0.0 31 36.0 55 64.0 86
100%
Publication Gov. 1 12 65 76.5 19 22.4 85
Bias 100%
Private 0 0.0 53 61.6 33 38.4 86
100%
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According to Table 4.5.1a about relative risk among 172 respondents only 1
(1.2%) from government medical college told that relative risk is irrelevant to his
profession, 76(44.2%) respondents of which 50 (58.1%) from government and 26
(30.2%) from private medical colleges told that they like to know more about it, 95
(55.2%) respondents of which 35 (40.7%) from government and 60 (69.8%) from private
medical colleges told that they know it and can explain relative risk to others.

About odds ratio only 1 (1.2%)respondent from government medical college told
that odds ratio is irrelevant to his profession, 78(45.6) respondents of which 51 (60.0%)
from government and 27 (31.4%) from private medical colleges like to know more about
it, 92 respondents of which 33 (38.8%) from government medical college and 59 (68.6%)
from private medical collegestold that they know it and can explain odds ratio to others.

About systematic review only 1 (1.2%) respondent from government medical
college told that systematic review is irrelevant to his profession, 121(70.8%)
respondents of which 7 (87.1%) from government medical and 47 (54.7%) from private
medical colleges like to know more about it, 49(28.7%) respondents of which 10 (11.8%)
from government and 39 (45.3%) from private medical colleges told that they know it
and can explain systematic review to others.

About meta analysis only 1 (1.2%)respondent from government medical colleges
told that meta analysis is irrelevant to his profession. 128(76.2%) respondents of which
74 (90.2%) from government and 54 (62.8%) from private medical colleges like to know
more about it, 39(23.2%) respondents of which 7 (8.5%) from government and 32
(37.2%) from private medical colleges told that they know it and can explain meta
analysisto others.

About confidence interval 114(67.5%) respondents of which 70 (84.3%) from
government and 44 (51.2%) from private medical colleges told that they like to know
more about confidence interval, '55(32.5) respondents of ‘which 13" (15.7%) from
government and 42 (48.8%) from private medical colleges told that they know it and can
explain it to others.

About p-value only 1 (1.2%)respondent from government medical colleges told
that p-value isirrelevant to his profession, 101(60.1%) respondents of which 57 (69.5%)
from government and 44 (51.2%) from private medical colleges told that they like to
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know more about it, 66(39.3%) respondents of which 24(29.3%) from government and
42(48.8%) from private medical colleges told that they know about p-value and can
explain it to others.

About validity 56(32.6%) respondents of which 31 (36.0%) from government and
25(29.1%) from private medical colleges told that they like to know more about validity
and 116(67.4%)respondents of which 55 (64.0%) from government and 61 (70.9%) from
private medical collegestold that they know about validity and can explain it to others.

About reliability 55(32.2%) of which 30 (35.3%) from government and 25
(29.1%) from private medical colleges told that they like to know more about reliability,
116 respondents of which 55 (64.7%) from government medical colleges and 61 (70.9%)
from private medical colleges told that they know about reliability and can explain it to
others.

About sensitivity 73(42.7%)respondents of which 41 (48.2%) from government
and 32 (37.2%) from private medical colleges told that they like to know more about
sensitivity, 98(57.3%) respondents of which 44 (51.8%) from government and 54(62.8%)
from private medical collegestold that they know sensitivity and can explain it to others.

About specificity 71(41.3%)respondents of which 40 (46.5%) from government
and 31(36.0%) from private medical colleges told that they like to know more about
specificity, 101(58.7%) respondents of which 46(53.5%) from government and 55
(64.0%) from private medical colleges told that they know specificity and can explain it

to others.

About publication bias only 1 (1.2%)respondent from government medical told that
publication bias is irrelevant to his profession, 118(69.0%) respondents of which 65
(76.5%) from government and 53 (61.6%) from private medical colleges told that they
like to know more about publication bias, 52(30.4%) respondents of which 19 (22.4%)

from government and 33(38.4%) from private medical colleges.
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4.5.1b Statistical test for understanding of the technical termsused in EBME

practice between government and private medical colleges.

For betterment we have divided the level of understanding in three groups. Such as: Can
not explain at all, Can explain at least one, Can explain all.

Type of L evel of under standing Total P-value
medical "Can not explain | Can explainat | Can explain all
college | 4t all least one

n % n % n % n %
Gov. 23 26.7 62 72.1 1 1.2 86 | 100 | <.0001
Private | 24 27.9 33 38.4 29 33.7 86 | 100
Total 47 27.3 95 55.2 30 17.4 172 | 100

(' Using Chi-Square test)

As per the above mentioned table and also after doing Chi-Square test( P-value: < .0001)
it isfound that there is a significant difference between the government and private
medical colleges regarding the understanding of the technical terms usually used in
EBME.
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4.6 Statistical testsfor background and perception on EBME:

The background factors like having post graduation, duration of teaching, accessto
evidence has influence on the components of perception about evidence based medical
education.

4.6.1a Having post graduation and attitude:

Attitude Having post | N M ean SD P-value
graduation
Attitude Yes 108 4.270 514 011
towards
education No 61 4.062 489
Attitude Yes 106 4.252 567 .003
towards
professionalism 63 3.993 519
No
Policy makers | Yes 109 4.12 879 .948
need to be
aware of EBME | No 63 411 .625

(Using unpaired t-test)

Considering the above mentioned tableit is significant, so post graduation has effect on
attitude.




4.6.1b Duration of teaching and attitude:
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Attitude Duration of | N Mean SD P-value
teaching
Attitude 1-5years 86 4.055 497 .001
towards 6-10years 35 4.245 492
education 11-15years | 18 4.233 471
16-20years | 22 4.545 432
>20years 8 4.425 .589
Attitude 1-5 years 87 4.032 528 .008
towards 6-10years 34 4.229 548
professionalism | 11-15years | 18 4.344 517
16-20years | 22 4,445 489
>20years 8 3975 877
Policy makers | 1-5years 89 3.99 .832 041
need to be 6-10years 35 4.06 873
aware of EBME | 11-15years | 18 4.22 .548
16-20years | 22 4.50 .598
>20years 8 4.50 535
(Using one way ANOVA)

Considering the above mentioned table it is significant for attitude towards education, so

post graduation has effect on attitude.




4.6.2 Having post graduation qualification and Opinion about moving from

traditional to evidence based medical education:

Having Ways, by one can move from traditional to EBME P-value
post practice by
graduation | By By seeking | By using None

learning and applying | evidence

skill of evidence based practice

EBME based guidelines

summaries | developed by
others

Yes 29 12 63 4

26.9% 11.1% 58.3% 3.7%
No 27 5 20 11 <.0001

42.9% 7.95 31.7% 17.5%
Total 56 17 83 15

32.7% 9.9% 48.5% 8.8%

(‘Using Chi-Square test)
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Considering the above mentioned table it is significant, so post graduation has effect on

opinion for moving from traditional to evidence based medical education.



4.6.3a Having post graduation and awar eness about resour ces of EBME:

Here resources have been dived in to two groups. Such as medical journals and medical

education journals.

About medical journals:

50

Having post Awar eness about medical journals P-value
graduation Unaware Aware
Yes 26 83
23.9% 76.1%
No 31 32 <.0001
49.2% 50.8%
Total 57 115
33.1% 66.9%

About medical education journals:

(Using Chi-Squar e test)

Having post Awar eness about medical education P-value
graduation journals
Unaware Aware
Yes 56 53
51.4% 48.6%
No 52 11 <.0001
82.5% 17.5%
Total 108 64
62.8% 37.2%

(Using Chi-Squar e test)

Considering the above mention tables as it is significant , so post graduation has effect on

awareness about the resources of EBME.
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4.6.3b Duration of teaching and awar eness about resourcesof EBME:

About medical journals:

Duration of Awar eness about medical journals P-value
teaching

Unaware Aware
1-5years 43 46

48.3% 51.7%
6-10years 10 25

28.6% 71.4%
11-15years 2 16

11.1% 88.9% <.0001
16-20years 1 21

4.5% 95.5%
>20years 1 o/

12.5% 87.5%
Total 57 115

33.1% 66.9%

(Using oneway ANOVA)

About medical education journals:
Duration of Awar eness about medical journals P-value
teaching

Unaware Aware
1-5years 70 19

78.7.3% 21.3%
6-10years 23 12

65.7% 34.3%
11-15years 8 10

44.4% 55.6% <.0001
16-20years 6 16

27.3% 72.7%
>20years 1 7

12.5% 87.5%
Total 108 64

62.8% 37.2%

(Using one way ANOVA)

Considering the above mentioned tables asit is significant , so duration of teaching has

effect on awareness about resources of EBME.
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4.6.4a Having post graduation and under standing of the technical termsused in

EBME:
For convenient level of understanding has been divided in to three groups.
Having post Level of understanding P-value
graduation Can not Can explain at | Can explain all
explain at all least one
Yes 18 62 29
16.5% 56.9% 26.6%
No 29 33 1
46.0% 52.4% 1.6%
Total 47 95 30
27.3% 55.2% 17.4% <0005

(Using Chi-Squar e test)

According to the table 4.6.4a it isfound significant as P is < .0005, so post graduation

has statistically significant effect on level of understanding of the technical terms used in

EBME.
4.6.4b Duration of teaching and under standing of the technical termsused in
EBME:
Duration of L evel of understanding P-value
teaching

Can not Can Can explain

explain at explain at all

all least one
1-5years 38 49 2

42.7% 55.1% 2.2%
6-10years 8 20 7

22.9% 57.1% 20.0%
11-15years 14 4

71.8% 22.2% < .0005

16-20years 1 10 11

4.5% 45.5% 50.0%
>20years 2 6

25.0% 75.0%

Total 47 95 30

27.3% 55.2% 17.4%

(Using oneway ANOVA)
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According to thetable 4.6.4b it isfound significant as P is < .0005, so duration of
teaching has statistically significant effect on level of understanding of the technical
terms used in EBME.

4.6.5a Accessto evidence and attitude towards EBME:

Here level of access has been divided in to two groups and attitude towards EBME has

been also dived in to three groups:

Attitude Level of accessto N Mean SD P-value
towards evidence

EBME

Attitude to Not access at all 54 4.54 442

education Access at least one 115 4.03 463

Attitude to Not access at all 54 4.47 456 < .0005
professionalism | Access at |east one 115 4.00 546

Attitude to Not access at all 54 4.52 504

policy making | Accessat least one 118 3.93 834

(Using unpaired t-test)

Above mentioned table shows that it is found significant as P is < .0005, so access to

evidence has effect on attitude towards evidence based medical education.



4.6.5b Accessto evidence and Opinion about moving from traditional to evidence
based medical education:

Level of Ways, by one can move from traditional to EBME P-value

accessto practice by

evidence By By seeking | By using None
learning | and evidence
skill of applying based
EBME evidence practice
based guidelines
summaries | developed by
others
Not access | 7 2 42 2
at all 13.2% 3.8% 79.2% 3.8% < .0005
Accessto | 49 15 41 13
at least 41.5% 12.7% 34.7% 11.0%
one
Total 56 17 83 15
32.7% 9.9% 48.5% 8.8%

( Using Chi-Squar e test)
As per above mentioned table it is statistically significant that access to evidence has
effect on the opinion for- moving from traditional to evidence based medical education.
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4.6.5¢c Accessto evidence and awar eness about resources of EBME:

About medical journals:

Level of accessto | Awareness about medical journals P-value
evidence

Unaware Aware
No access at all 4 50

7.4% 92.6%
Accessto at least 53 65 < .0005
one 44.9% 55.1%
Total 57 115

33.1% 66.9%

About medical education journals:

(Using Chi-Squar e test)

L evel of accessto Awar eness about medical education P-value
evidence journals

Unaware Aware
No access at all 19 35

35.2% 64.8%
Accessto at least 89 29
one 75.4% 24.6% <.0005
Total 108 64

62.8% 37.2%

(Using Chi-Square

test)

Considering the above mentioned tablesit is found significant as P is < .0005, so access

to evidence has effect on awareness about resources of EBME.
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4.6.5d Accessto evidence and understanding of the technical termsused in EBME:

Accessto evidence | Level of understanding P-value
Can not Can Can explain
explain at explain at all
all least one
No access at all 3 22 29
5.6% 40.7% 53.7%
Accessto at least 44 73 1 < .0005
one 37.3% 61.9% 8%
Tota 47 95 30
27.3% 55.2% 17.4%

(Using Chi-Squar e test)

According to the above mentioned table it is found statistically significant. So access to

evidence has significant effect on understanding of the technical terms used in EBME.



CHAPTER 5

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 Discussion:

Most of the respondents belongs to age group 31-40year (Table4.1.1), male 102
(59.3%) is more than female 70 (40.7%) (Table4.1.2). Respondents were with different
duration of teaching experience but mainly 1-5 years duration of 89 (51.7%) and 6-10
years duration of 35 (20.3%) respondents. Respondents who have vast teaching
experience mainly belong to private medical colleges (Table4.1.3.). 109 (63.4%)
respondents having post graduation qualification nearly equal in government and private
medical colleges (Table 4.1.4.). Nearly half of the respondents were lecturer 85 (49.4%)
and mainly senior teaching staff like professor, associate professor belongs to private
medical colleges (Table 4.1.5.). As many retired senior teachers are involved with private
medical colleges. Most of the respondents 127 (73.8%) like to know more about
computer skill (Table: 4.1.6.). As computer education is not incorporated in the medical
curriculum. So most of the respondents were not aware of it during their course but some
of them have learnt it out of their self interest. More than half of the respondents 93
(54.1%) have their publication in recognized journals and of which mainly from private
medical colleges (Table 4.1.7.). As the respondents of private Medical colleges are senior,
they have their regular system of promotion and in that regards number of publication is
counted. But only 71 (41.3%) respondents have' formal training on computer operating
and around two third is from private medical colleges (Table 4.1.9). Most of the
respondents from private medical colleges received that formal computer training outside
Bangladesh (Table 4.1.10.). As many of them had their post graduation out side the
country. Incase of formal training on critical appraisal more than two third 51 (59.3%)
respondents of private medical colleges 15 (17.4%) belongs to government medical
colleges of which 42 (24.4%) received it from out side the country and 24(14%) received
it within the country (Table 4.1.11, 4.1.12.). Most of the respondents who attended
EBME related course belongs to private medical colleges 48 (55.8%) (Table 4.1.13.) and
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their place of attending EBME related courses from outside the country, 43 (50.0%)
(Table 4.1.14.).

The respondents who have participated in this study from both government and
private medical colleges (Table 4.1.1) shows that, in government medical colleges more
male than female teachers (62/172 to 24/172) here involved and the reverse in private
medical colleges (40/172) to 46//172). The number of respondents who have publications
in recognized journals are greater in private than in government medical colleges (59 to
34) (T able 4.1.7). Evidence of advances made in professional work and scope of
dissemination of one own knowledge and scientific findings for benefit of others. It also
helps for one own personal career development. A larger proportion of respondents from
private medicals have formal training in computer operating . As to practice EBME one's
should have computer literacy. Without it EBME practice can not be run. As in the global
context there will be no desk in future without computer. So it is a badly need of present
time. As the teachers of private medical colleges most of them are senior and they studied
out side the country and they have direct accountability for their duties and
responsibilities and also they are directly observed by their concern authority for their
promotion and incentives, so they have more publications and also they have more
training on computer.

A large proportion of respondents who have postgraduate qualification also have
formal computer training (59/109) compared to those without postgraduate degree
(50/109) (Table 4.1.4) of these respondents with postgraduate degree and formal
computer training, more are of the assistant and associate professor status than professors
or of other designation.-Respondents, -more- received training-outside the country than
within the country. In the private medical colleges there is a larger number who have
obtained the training outside the country as compared to those in _government colleges
where teachers have learned this either within or outside the country . According to
Joseph K Campbell and Cindy Johnson multimedia innovations, such as the world wide
web and CD Roms, can provide cheap interactive access to the growing body of visual,
auditory, and textual information relevant to medical education, thus liberalizing the
leaning process by making it more relevant to individual learners. The validity of
comparative media research has been criticized by educationalists because it is difficult to
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control the many factors that can influence learning, including differences of subject
content, teaching objective, learning activities, instructional context, learning styles and
symbolic features of media. Multimedia computer aided learning is overwhelmingly
portrayed as positive® .

Of the total respondents, large proportion does not have formal training on critical
appraisal, and among which there are more female than male teachers. According to
William Rosenberg and Anna Donald the third step is to evaluate, or appraise, the
evidence for its validity and clinical usefulness. This step is crucial because it lets the
clinician decide whether an article can be relied on to give useful guidance. Unfortunately,
a large proportion of published medical research lacks either relevance or sufficient
methodological rigor to be reliable enough for answering clinical questions. To overcome
this, a structured but simple method, named “critical appraisal,” which was developed by
several teams working in North America and the United Kingdom, enables individuals
without research expertise to evaluate clinical articles®.

Mastering critical appraisal entails learning how to ask a few key questions about
the validity of the evidence and its relevance to a particular patient or group of patients.
Its fundamentals can be learnt within a few hours in small tutorials, workshops,
interactive lectures, and at the bedside by a wide range of users, including those without a
biomedical back ground®. It has been noted in this study that most respondents wish to
learn more about computer operation and computer utilities and few are confident at
present.

There are various EBME related courses held formally for participants of both
government and private. sector.  More-respondents from private sector attend EBME
courses than from government sector. Study reveals the fact that most of these EBME
related courses are attended by medical teachers above the rank of lecturers. Respondents
having attended EBME related courses and publication ‘in recognized journals are of a
larger proportion than those without attaching courses and without publication.
According to R.M. Harden and P.M. Lilley Awonuga et al (2000) surveyed a group of
postgraduate trainees in obstetrics and gynecology to determine their views and
understanding of EBM and their ability both to access and to understand the EBM
literature. Whilst enthusiastic towards the application of the principles of EBM to patient
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care, the trainees lacked confidence in their ability to critically appraise published
papers.

Of the total respondents 172, more are male (102) than female (70) teachers have
attended EBME related activities (workshop, seminars, journal club etc. According to D.
Michael Elnicki three EBM journal clubs were developed at the West Virginia University
School of Medicine. One was for senior medical students, another for residents, and the
third for primary care faculty members. In each, the sessions stressed answering clinical
questions arising from actual patient-care issues. The curricular structure and
development of the journal clubs are described. Participants anonymously evaluated
aspects of the journal clubs regarding their educational value with Likert scale questions.
Faculty members and residents generally gave high evaluations to all aspects of the EBM
journal clubs. Possible advantages of EBM Journal Clubs are creates a learner-centered
curriculum, promotes self-directed learning, allow learners to become teacher, provides
immediate feedback on process and content, develops better life-long learners, increases
available expertise, promotes collegiality, face validity increases (i.e., "Everyone does
it"), wider distribution of effort'.

Respondents who hold ranks above level of lecturers have attended more EMBE
related activities. More male than female respondents have access to internet /Medline
and more male than female teachers have access to more than one source of such
international media. When compared between government and private medical colleges,
more respondents from private sector have access to more than one source of these media.
Of the total respondents a large proportion has access to more than one media
(internet/Medline at-home or work place or national health library. But they wish to have
more easy access. According to Alastair McColl, Helen Smith, Peter White and Jenny
Field access to relevant databases and the World Wide Web, only 20%. (41/220) of
respondents had access to Medline or other bibliographic databases at their surgery while
76% (173/227) had access at their local library and 21% (45/219) at their home. They
also lacked access to the World Wide Web: only 17% (40/236) had access at their
surgery, 41% (73/178) at their local library, and 29% (71/247) at their home. In the
previous year 51% (102/201) had used Medline or another database for literature
searching or had asked someone to do a search on their behalf, and 12 had searched on
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more than 10 occasions. Of these 102 doctors, 28 reported having had some training in
literature searching, while a total of 16% (47/297) had received formal training in search
strategies. At least 11 of those trained had not made a literature search in the previous
year. Those trained in searching were more likely to have access to Medline or another
database in their home (30% (14/47) v 11% (27/250) and in their surgery (32% (15/47) v
12% (29/250)™.

A large proportion of the total respondents are very much infavour of promotion
of EBME (Table 4.2.1a). A similar opinion is held by a large proportion of their
colleagues. According to Alastair McColl, Helen Smith, Peter White and Jenny Field
attitudes of the responding general practitioners' towards evidence based medicine was
positive. Most were welcoming towards the current promotion of evidence based
medicine, although colleagues were perceived to be less welcoming'®. According to R.M.
Harden and P.M. Lilley while doctors researched and accepted scientific advances, they
rejected developments in medical education without adequate consideration or
investigation®™.

The attitude of the respondents towards EBME associated objectives (Table
4.2.1b.) when evaluated shows that a large proportion of the respondents support and
belief that EBME implementation will improve doctor’s competence, patient’s care,
patient’s satisfaction, develop professionalism, make an individual life long learner,
promote continuity of professional development. Most agreed that practicing evidence
based medicine improved patient care and that research findings were useful in the day to
day management of patients. The median value for the estimated percentage of the
respondent's clinical-practice that was evidence based was 50%.

Then respondents in favor of EBME strongly disagree with that teachers do not
have to take care of the whole EBME process of EBME and also with that policy makers
need not be aware about EBME.

A large proportion of the respondents who very much like or like the idea of
EBME in our country also have colleagues who like or very much like the same idea.
This positive attitude in large scale reflects the prospect of EBME implementation in
future for our country.. There has been as observed association between being in favor of
EBME and finding utility of research findings in the professional capacity. This probably



62

indicates that, a better understanding of the entire concept of EBME is likely to
encourage use of scientific up to date information available form local or international
sources or vice versa and frequent tendency to use research findings is likely to enhance
the support for promotion of EBME. There is an observed positive association between
respondents who are very much in favor of promotion of EBME and their support for
EBME objectives like enhancement of doctors competence, patients' satisfaction,
development of professionalism, becoming life long learner, continuing professional
development. According to Peter Cantillon and Roger Jones, continuing medical
education was known as "any and all the ways by which doctors learn after formal
completion of their training. “Continuing medical education is seen as representing a
more teacher based, didactic style whereas continuing professional development implies

a more learner centred and self directed approach to learning.

Seventeen of the 18 audits might showed a positive influence on doctor behavior

of which only one included data showing the behavior change was sustained.

A much quoted study of a multifaceted educational intervention to improve
doctors management of depression and this reduce suicide rates on the island results
including a reduction in the suicide rate. A 3 year follows up study, however, showed that
the doctors management of depression had deteriorated and that the suicide rate had
returned to almost pre-intervention levels. The authors stressed the importance of

reinforcing learning. Few studies in this series of 69 did any follow up beyond 3 months.

A group learning approach was the main educational methodology in seven
studies. Moran et al describe an interesting learner based group, which was designed to

help poorly performing general practitioners®*.

According to John A Spencer and Reg K Jordan it is for each medical institute to
determine its own educational, aim, analyze the context in which it operates, identify the
factors that constrain its operation, and choose the curricular model and teaching and
learning methods that suit it best, Provided it is evidence base diversity of approach is a
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good thing and to be encouraged. Whatever the detail, a strategy that promotes self
directed learning is likely to be the most effective®.

Clearly documented the fact that respondents who have been in favor of
implementation of EBME in our country also disagreed that medical teachers have to
take care of knowing the whole process of EBME and that policy makers also have to be
aware of EBME. In societies where formal HRD national health workforce plans do not
exist, it is necessary to develop an agreed approach between training institutions and
employers in both public and private sectors on the sensitive determinations of health
needs. In this regard we need to create evidence for medical education through research
to develop and effective system or process that will ultimately provide the service sector
with personnel who can provide the necessary services to meet identified health needs.
Aim of South East Asia-Regional(SEAR) meeting on medical education which was held
on 21st and 22 February 200 at Dhaka which was organised by WHO and CME, Dhaka
IS to provide an opportunity to the member countries of SEAR to bring them together to
discuss and share, and if possible to reach a consensus on the medical education process
and its relevance to health care delivery. From this meeting it was also expected that;
action will be taken by individual countries to develop their education and training
strategy on the basis of study findings or evidence, to identify the future role of the
countries in adopting programs to plan and develop strategies to make their education
evidence-based. The priorities area for discussion were --what should be the overall
strategy for medical education?, how could we make medical education evidence-based?,
how could we find out the evidence for relevant medical education?, how can different
stakeholders take part in the above process? The meeting-was concluded with various
recommendations among which the following two recommendations are very important
fro EBME in Bangladesh--------

e Research on education and training should be given priority and specially the
medical educationist should come up in this regard.

e Different research activities to be carried out (opinion survey, longitudinal
evaluative study, research on specific key issues, research on general issues
eg. ethics, professionalism, communication, multi-centre study in HRD projection

etc) both nationally and internationally®
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So it reflect that the teachers and the policy makers should be aware of EBME (Table
4.2.1b). Without it, planning, implementation and practice of EBME will not be effective.

The opinion about shifting from traditional to evidence based medical education
is supported by a large percentage of the total respondents, among whom greater number
prefers using evidence based practice guide line developed by others (Table 4.3.) than
learning the skill of EBME. Most of the respondents (57%) thought that the most
appropriate way to move from opinion based practice to evidence based medicine was
"using evidence based guidelines or protocols developed by colleagues for use by
others,” while 37% thought it should be by "seeking and applying evidence based
summaries" and only 5% "identifying and appraising the primary literature or systematic
reviews®.

The awareness about the resources available (Journals of both national and
international standards) vary. Certain journals are more frequently read or read & used in
one's own professional work to a greater extent than other journals (Table 4.4.). The
journals more frequently referred to are BMJ, Lancet, Journals of BMRC. Similar study
conducted by Alastair et.al showed that the doctors had a low level of awareness of
extracting journals, review publications, and databases relevant to evidence based
medicine. Only 40% of respondents were aware of the Cochrane Database of Systematic
Reviews, 52% of Bandolier, and 60% of Effective Health Care Bulletins™.

The level of understanding of the technical terms associated with various research
papers and scientific works-comprehended to different levels by the respondents.
(Table: 4.5.). This is a reflection of either ignorance of the terms or less need for day to
day basis use of these technical terms in their respective professional work. According to
Alastair McColl, Helen Smith, Peter White and Jenny Field understanding of technical
terms used in evidence based medicine -Most of the respondents had some under
standing of the technical terms used in evidence based medicine, and they felt to know
more and was able to explain to others the meaning of some of these terms (Table 4.5).
However, only 15% understood publication bias and could explain it to others.
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A considerable proportion who did not understand the terms expressed a desire to
understand (9-48%). In total 39% had received formal training in critical appraisal™’.

According to tables of 4.6 regarding the influence of background factor like working
medical colleges, post graduation, duration of teaching, access to evidence on the
components of perception, after doing Chi-Square test, unpaired t-test, one way ANOVA
it has been proved statistically as the p value is < .005. So having post graduation,
duration of teaching, access to evidence has real positive impact on the component of
perception on EBME. It also differs in government and private medical colleges in

different aspects.

Open Ended Questionnaire:

Major barriers to practice EBME in Bangladesh are computer literacy, easy access
to internet, resource constraints( money and materials), lack of proper understanding
about the concepts of EBME and how to practice it, lack of well equiped e-library
including e-journal, traditional discipline based curriculum, lack of interest among the
senior professionals, scarcity of training on concern issues like critical appraisal & bio-
statistics, lack of motivation and international co-operation.

According to Alastair McColl, Helen Smith, Peter White and Jenny Field views
on major barriers to practicing evidence based medicine -The main perceived barrier to
practicing evidence based medicine in general practice was a lack of personal time *°.
According to AN R. Hart and R. M. Harden implementing BEME at the institutional
level., for medical education as a whole to move to an ethos of using a best-evidence
approach to planning educational programs and interventions, both-inertia and resistance
both at the level of the institutions involved and at the level of the individual teachers.
Factors encouraging. resistance-at the-individual medical teacher level include: inertia
towards change -what's'wrong with-what we are ‘doing now?, priority of medical practice
and research over teaching activities, failure to recognize that education is a science in its
own right, ignorance of educational principles, lack of recognition and rewards for
teaching activities, lack of educational support and advice services. At the institutional
level impediments to using a more evidence-based approach to planning educational

programs or interventions include: autonomy of departments and divisions in educational
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planning, competition for funds and resources from research ad clinical services, lack of
long-term evidence for some new educational approaches, lack of an authoritative
supportive leader for educational activities. Any individual teacher wishing to move to a
more evidence based approach to his or her teaching will need some training and support
in applying the component steps of the process.

An infrastructure is needed. Even if there is general agreement to move medical
education into a BEME mode and even if there is the best will in the world to do so, it
will not happen unless a functional model is developed that is inclusive of all the key
international, organizational, institutional and individual players. It will also require an
infrastructure to support its inception and ongoing practice.

Respondents suggested that the practice of EBME in Bangladesh could be
facilitated by ---- Computer education, statistics in the undergraduate medical education
and training on the same subjects for the present teachers, available facilities of
computer and internet access in the institutes, more importance on journal club and
availability of all sorts of journals, establishing well equipped e-library with e-journals,
re-designing of medical curriculum, training and motivation of concern personnel with
strong political commitment , increasing international co-operation.

According to R. M. Harden and P. M. Lilley does this mean that evidence-based
teaching is an unrealistic and unattainable goal? The answer has to be an unequivocal no.
A meeting of the Association for Medical Education in Europe held in Linkoping in
August 1999 concluded that medical teachers should endorse the principle of best
evidence medical education (BEME) (Hart & Harden, 2000). Best evidence medical
education was defined as the implementation by teachers-in-their practice of methods and
approaches to education based on the best evidence available (Harden et al, 1999). This
avoids the perceived dichotomy of evidence-based versus non-evidence-based medical
education. The meeting highlighted the need for evidence-based teaching (Davies, 2000;
Hart & Harden, 2000) and provided a case study of evaluating the evidence on the topic
of teaching and learning about communication skills (Aspegren, 1999). Six steps were
identified in the practice of evidence-based teaching: framing the question, developing a
search strategy, producing the raw data, evaluating the evidence, implementing change
and evaluating the change. It is noted that although medical teachers are trained to make
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medical decisions based on available evidence when they put on their teachers' hat they
seem to abandon their critical thinking about what works and does not.

It is hoped that the best evidence medical education initiative introduced at the
AMEE Conference in Linkoping in August 1999 will serve as a catalyst for wide
adoption of an evidence-based approach to teaching in medicine (Hart & Harden, 2000).
Concurrent with the development of BEME has been a significant initiative in the field of
sociology and education. A meeting took place in London at University College, on 15-
16 July 1999, under the aegis of the School of Public Policy, to plan and establish an
international collaboration to prepare, maintain and promote the accessibility of
systematic reviews of research on the effects of social and educational interventions.
About 70 people attended from a wide range of social and educational backgrounds. A
second meeting is planned to take place in Philadelphia under the Chairmanship of
Robert Boruch from the Graduate school of education at the University of Pennsylvania.
This initiative, known as the Campbell collaboration, will build on the experience gained
in the Cochran collaboration in evidence-based Medicine (EBM).

The implementation of BEME by the teacher will not be easy-the truth is unlikely
to be pure and certainly will not be simple. This should not stop him or her, however,
from seeking it. Bernard Berenson, in Essays in Appreciation (1958), suggested that
"between truth and the search for truth, | opt for the second™ In best evidence medical
education the teacher searches for the truth, as far as it can be ascertained relative to his
or her own teaching. The result, it is to be hoped, will be improved teaching and learning

and ultimately the improved delivery of health care®.

5.2 Conclusion:

Teachers of the different medical colleges are intelligent enough. They are more
knowledgeable and confidant about their subjects. Some of them are medical
educationists. So they know better about the global advances in medical education than
the others who are not medical educationists. The modern teaching technology has been
changed from teacher's centered to students centered, information gathering to problem
based, discipline based to integrated, hospital based to community based, uniform to
elective, apprenticeship-based to systematic, hypothetical to evidence-based. So to be a
best teacher one should acquire knowledge on the modern, striking, demanding and need
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based global newer concepts. The teachers of the medical colleges should consider
education for capability, develop professionalism through continuing medical education
to cater the present need of teaching profession considering the global context.

The teachers of the government and private medical colleges should have
accountability, transparency and specific career plan for maintaining dynamic working
environment and also for job satisfaction.

For practicing EBME they should have knowledge on it specially about the four steps of
EBME. With a positive attitude to EBME, better understanding about the technical terms
used in EBME, a remarkable awareness about the sources from where they can learn
more about EBME and also knowing the best way how they can move from traditional to
EBME have changed their perception on evidence based medical education
(EBME).Study revealed that perception of teachers on EBME is average and there is
significant difference of perception between the teachers of government and private
medical colleges in different aspects. To see the difference of perception between
government and private medical colleges teachers regarding attitude towards EBME t-test
was done and statistically it is significant as P<.001, for opinion from moving from
traditional to EBME, awareness about the resources of EBME(for medical education journals)
and understanding about the technical terms which are usually used in EBME Chi-Square test
was done separately and statistically difference was significant as P<.001 for each, but for
awareness on medical journals the difference is not significant as P is .075. Using unpaired t-test,
Chi-Square, one way ANOVA it has been revealed that post graduation, duration of teaching,
access to evidence has positive impact on-the component-of evidence best medical education,
such as; attitude towards EBME, opinion from moving from traditional to EBME practice,
awareness about the resources of EBME and understanding about the technical terms which are
commonly used in EBME. In most of the cases P<.001. So it is statistically significant also that

background factors have influence on perception on EBME.

Computer literacy, access to evidence or internet or online, knowledge on bio-
statistics and research methodology, age, having post graduation, duration of teaching
and working medical college have been identified as the factors which have effect on

perception of the teachers about evidence based medical education (EBME).
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5.3 Recommendations of the Study:.

Research on education and training should be given priority and specially the
medical educationist should come up in this regard.

Different research activities to be carried out (opinion survey, longitudinal
evaluative study, research on specific key issues, research on general issues
eg. ethics, professionalism, communication, multi-centre study in HRD projection
etc) both nationally and internationally

Training program can be developed for teachers for practicing EBME effectively,
confidently and competently.

Establishment of well equipped e-library with e-journal and e-text book, e-class
room and database

Providing available facilities for computers and access of Internet at the
institutional level.

Creating opportunity for availability of different journals

To practice EBME there should make a change in the medical curriculum from
traditional discipline based to problem based or need based incorporating
computer education, Bio-statistics and Research methodology.

Accountability, Transparency and specific career plan for the teachers are needed.
More recognition or reward or incentive should be given for qualitative teaching
activities

Further study is recommended in large scale for more information to make the
evidence based medical education more relevant in Bangladesh.
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Appendix : a

oNo: [T T

Perception of Teachers on Evidence Based Medical Education (EBME)of
Different Medical Colleges in Bangladesh.

Dear Sir/ Madam,

With due respect, as you know Bangladesh is a signatory of WHO regional meeting on
Medical Education on February 2000 to promote Evidence Based Medical Education
( EBME ) in our medical training and practices. | am trying to get some base line
information about this issue. This information will be also helpful to complete my thesis
for M.Sc. in Health Professions Education at faculty of medicine of Chulalongkorn
university, Bangkok. You can help me in this regard by giving your opinion. Your
opinion will be very much helpful to promote evidence based medical education
( EBME ) in Bangladesh and also to complete my thesis. This information will be kept
confidential and not be used other than the research. Your co-operation will be highly
appreciated.

With regards.

Sincerely yours’

Dr. Md. Humayun Kabir Talukder
Lecturer,

Centre for-Medical Education ( CME )
IPH Building ( 2™ Floor )

Mohakhali, Dhaka - 1212

Phone : 017534774
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Instruction:
Please fill up and tick in the provided box [ ] for your answer

A. Background information :

1. Age: Years

2.Gender: [ ]Male [ ]Female

3. Working medical college: [ ] Government [ ] Private

4. Duration of teaching : Years

5. Do you have completed any post graduationdegree? [ ]Yes [ ]No

6. Your Position : [ ] Professor [ ] Associate Professor [ ] Assistant Professor
[ ]Registrar [ ] Assistant Registrar [ ] Lecturer

7. Do you have any academic publication in any recognized journal? [ ]Yes[ ]No
8. If Yes, Please mention the total number:

9. What’s about your computer skill ?

[ ]Itisirrelevant to my profession
[ ]1like to know more about it
[ ]1am confident enough about it.

10. Have you ever received formal training in search strategy ?

[ ] Yes [ ]No
11. If yes, from where?
[ ] Within your country [ ] Abroad
12. Have you ever received formal training in critical appraisal?
[ ] Yes [ TNo
13. If yes, from where?
[ 1 Within your country [ ] Abroad

14. Have you attended any academic course related to EBME ?
[ ] Yes [ 1 No

15. If yes, from where?
[ ] Within your country [ ]Abroad
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16. Have you attended any of the following activities on evidence based medical
education (EBME)? (You can answer more than one)
[ ] Workshop [ ]Seminar [ ] Conference [ ] Study tour
[ ]Journal club [ ] Others [ 1 None
17. Where do you have access to MEDLINE /World wide web ?(You can answer
more than one)

[ ] Noaccess at all

[ 1 Athome
[ 1 Inyour medical college
At the library of [ ] BMRC [ ]1ICDDRB [ ] National medical library

[ ]British council [ ] Others
18. How many times in the last year have you (or some one on your behalf ) used
MEDLINE / World wide web for literature searching?
Times.
B. Questions about attitude towards EBME:

19. How would you describe your feelings towards the current promotion of
evidence-based medical education?

[ ]Like it very much [ ]Likeit [ 1 No opinion

[ 1Don’tlike it [ ]1Don’tlike it at all

20. How would you describe the feelings of majority of your colleagues towards

evidence-based medical education?

[ ]Like it very much [ ]Likeit [ ] No opinion

[ ]1Don’tlike.it [ -] Don’tlike itatall

21. How useful are research findings in your day to day teaching learning process?
[ ] Very much useful [ ] Useful [ ] No opinion

[ ] Not useful [ ] Not useful at all

22. Practicing evidence-based medical education improve doctor’s competence.
[ ] Strongly agree [ ]Agree [ 1 No opinion
[ ] Disagree [ ] Strongly disagree
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23. Practicing evidence based medical education will improve patient care.

[ ] Strongly agree [ 1Agree [ 1 Noopinion

[ ] Disagree [ ] Strongly disagree

24. Practicing evidence based medical education will enhance patient’s satisfaction.
[ ] Strongly agree [ ]Agree [ ] No opinion

[ ] Disagree [ ] Strongly disagree

25. Evidence based medical education will developed professionalism.

[ ] Strongly agree [ ]Agree [ ] No opinion

[ ]Disagree [ ] Strongly disagree

26. Evidence based medical education will help to become a life long learner.
[ ] Strongly agree [ ]Agree [ ] No opinion

[ ] Disagree [ ] Strongly disagree

27. Evidence based medical education can help for continuing professional
development.

[ ] Strongly agree [ ]1Aqgree [ ] No opinion

[ ] Disagree [ ] Strongly disagree

28. Teachers don’t have to care about the whole process ( Objective, Design, Setting,
Subjects, Main out come measures, Data analysis, Results, Discussion and
Conclusion) for considering EBME.

[ ] Strongly agree [ ]Agree [ 1 No opinion

[ ] Disagree [ ] Strongly disagree

29. Policy makers don’t need to aware of evidence based medical education.
[ ] Strongly agree [ ]Agree [ ] No opinion

[ ] Disagree [ ] Strongly disagree
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C. Opinion about moving from traditional to evidence based practice:

30. One can move from traditional opinion based practice towards evidence based
practice in different ways; from these following alternatives, please tick (¥) in the
appropriate box for moving from traditional to evidence based practice.

[ 1By learning the skills of evidence based medical education i.e. to identify and

appraise the primary literature or systematic reviews oneself;

[ 1By seeking and applying evidence based summaries, which give the clinical

“ bottom line *. Such summaries may be obtained from abstracting journals;

[ ] By using evidence-based practice guidelines or protocols developed by

colleagues for use by others.

[ ]None

31. What do you think about the major barriers to practice EBME in Bangladesh?

32. Please mention how practicing of evidence based medical education could be

facilitated in your own settings in Bangladesh context?
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33. There are some journals relevant to evidence based medical education (EBME).

Please indicate those, which you have used or are aware of— [please tick in the

appropriate box]

Unaware

Aware but

not read

Read

Read and use
in the area of
medical

education

a. British Medical Journal
(BMJ)

b. The Lancet

c. Journal of American Medical
Association (JAMA)

d. Medical Teacher

e. Medical Education

f. Community Net Work

g. Journal of Bangladesh Medical
Research Council (BMRC).

h. Journal of Bangladesh Medical
Association (BMA).
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E. Questions about the understanding of technical term used in EBME:
34. The following are the terms used in papers about evidence based medical
education (EBME), which is relevant to practice evidence based medical education

(EBME). Please indicate your response to them by giving tick at the appropriate box:

Itisirrelevant to | like to know | know it and can

my profession more about it explain to others

a. Relative risk

b. Odds ratio

c. Systematic

review

d. Meta analysis

e. Confidence

interval

f. P- value

g. Validity

h. Reliability

i. Sensitivity

J. Specificity

k. Publication

bias

Thank you very much for your kind co-operation.

Dr. Md. Humayun Kabir Talukder
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Assessment of Content Validity by Experts
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+ 1 = Relatively valid item, 0 = Not sure, - 1 = Relatively invalid item

No of Expert | Expert | Expert | Expert | Expert | Score | Item

Items No 1 No 2 No 3 No 4 No 5 Correlation
(1C)

A. Questions about background information :

1 +1 +1 +1 +1 +1 5} 1

2 0 +1 +1 +1 +1 4 0.8

3 +1 +1 & +1 +1 5 1

4 +1 +1 +1 +1 0 4 0.8

5} +1 +1 sl =i 0 4 0.8

6 +1 +1 +1 +3 0 4 0.8

7 +1 = +1 +1 +1 5 1

8 +1 0 +1 +1 +1 4 0.8

9 +1 +1 +1 +1 +1 5} 1

10 +1 0 +1 +1 +1 4 0.8

11 +1 +1 +1 +1 +1 5 1

12 +1 0 +1 +1 +1 4 0.8

13 ‘'l +1 +1 +1 0 4 0.8

14 +1 +1 +1 +1 +1 5 1

15 +1 +1 +1 +1 +1 5 1

16 +1 0 +1 +1 +1 4 0.8

17 +1 0 +1 +1 +1 4 0.8

18 +1 +1 +1 +1 0 4 0.8




B. Questions about attitude towards EBME :

19 +1 +1 +1 +1 +1 5 1
20 +1 +1 +1 +1 +1 5 1
21 +1 +1 +1 +1 +1 5 1
22 +1 +1 +1 +1 0 4 0.8
23 +1 +1 +1 +1 0 4 0.8
24 +1 +1 A F 1 +1 5 1
25 +1 +1 R e +1 5 1
26 +1 +1 +1 +: +1 3) 1
27 +1 +1 i) SR 0 4 0.8
28 +1 +1 i ! +1 +1 5 1
29 +1 +1 +1 +1 +1 5 1
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No of | Expert Expert | Expert | Expert Expert | Score Item
Items |Nol No 2 No 3 No 4 No 5 Correlation
(1C)
C. Opinion about moving from traditional to evidence based practice :
30 +1 +1 +1 +1 +1 5 1
31 +1 +1 ! 0 +1 4 0.8
32 +1 +1 - +1 +1 5 1
D. Questions about awareness on EBME :
33.a 0 T +1 A1 Ty 4 0.8
33.b 0 +1 +1 +1 +1 4 0.8
33.c 0 +1 +1 +1 N 4 0.8
33.d 0 +1 +1 +1 +1 4 0.8
33.e 0 +1 +1 4 +1 4 0.8
33.f 0 +1 +1 4 +1 4 0.8
33.9 0 +1 = gt +1 4 0.8
33.h 0 +1 +1 +1 +1 4 0.8
E. Understanding about technical terms used in EBME :
34.a +1 0 +1 +1 o 4 0.8
34.b +1 0 +1 +1 +1 4 0.8
34.c +1 +1 +1 +1 +1 5} 1
34.d +1 +1 +1 +1 +1 5 1
34.e +1 +1 +1 +1 +1 5 1
34.f +1 +1 +1 +1 +1 5 1
349 +1 +1 +1 +1 +1 5 1
34.h +1 +1 +1 +1 +1 5 1
34.i +1 +1 +1 +1 +1 5 1
34, +1 +1 +1 +1 +1 5} 1
34.k +1 +1 +1 +1 +1 5 1
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