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INTRODUCTION

Evidence based medicine (EBM) is defined as as the conscientious, explicit,
and judicious use of current best evidence. " It means integrating individual clinical
expertise with the best available external clinical evidence from systematic research.

Evidence based medicine is also defined as the ability to access, assess and
apply information from the literature to, day to day clinical problems. "

It means the integration of best research evidence with clinical expertise and
patients values.

Figure (1):EBP: Evidence based pracﬁce

By best available clinical evidence we mean clinically relevant research, often
from the basic sciences of medicine, and from patient centered clinical research in the
accuracy and precision of diagnostic tests (including the clinical examination), the
power of prognostic markers, and the efficacy and safety of therapeutic, rehabilitative,
and preventive regimens.”

Clinical evidence invalidates previously accepted diagnostic tests and
treatments and replaces them with new ones that are more powerful, more accurate,
more efficacious, and safer.V

By individual clinical expertise, we mean the proficiency and judgment that
individual clinicians acquire through clinical experience and clinical practice. Increased
expertise is reflected in many ways, but especially in more effective and efficient
diagnosis and in the more thoughtful identification and compassionate use of individual
patierg;[)s' predictions, rights, and preferences in making clinical decisions about their
care .

Good doctors use individual clinical expertise and the best available evidence,
and neither alone is enough. Without clinical expertise, practice risks is becoming
tyrannized by evidence, for excellent clinical evidence may be inapplicable to or
inappropriate for an individual patient.

Without current best evidence, practice risks are becoming rapidly out of date to
the detriment of patients.
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Patient values mean the unique preferences, concerns and expectations of the patient.

Importance of EBM:

The presumed benefits of EBM are: to help clinicians deal with ‘information
overload’; to reduce inequalities in the delivery of healthcare (and distribute healthcare
resources more equitably); to reduce healthcare costs; and to justify treatment choices
to the public. ®

A review of physicians’ performance suggested that learning how to practice
EBM, seeking out and applying the findings of EBM summaries and adopting
evidence-based practice protocols can keep us aware of medical advances and help to
enhance our clinical performance. ¥ EBM practice also supports decision-making
shared with users, which is already favored within the medical community as the ideal
of decision-making.

The rapid spread of EBM has arisen from four realizations:

1. Our daily need for valid information about diagnosis, prognosis, therapy, and
prevention (up to five times per inpatient and twice for every three outpatients).

2. The inadequacy of traditional sources for this information because they are out
of date (textbooks), frequently wrong (experts), ineffective (didactic continuing
medical education), or too overwhelming in their volume and too variable in
their validity for practical clinical use (medical journals).”’

3. The disparity between our diagnostic skills and clinical judgment, which
increase with experience, and our up-to-date knowledge and clinical
performance, which decline.

4. Our inability to afford more than a few seconds per patient for finding and
assimilating this evidence or to set aside more than half an hour per week for
general reading and study. ¢ 7¥

EBM forms part of the multifaceted process of assuring clinical effectiveness, the main
elements of which are:
¢ Production of evidence through research and scientific review
* Production and dissemination of evidence-based clinical guidelines
* Implementation of evidence-based, cost-effective practice through education
and management of change.
* Evaluation of compliance with agreed practice guidance through clinical audit
and outcomes-focused incentives. . ©

Two types of evidence-based medicine have been proposed:

1. Evidence-based Health Care, also called as the evidence-based guidelines, is
the practice of evidence based medicine at the organizational or institutional
level. This includes the production of guidelines, policy and regulations.

2. Evidence-based Individual Decision Making is the practice of evidence based
medicine by the individual health care provider. ®

EBM, which has largely replaced the older term ‘clinical epidemiology’, is
sometimes also called ‘evidence-based practice’. This latter term highlights the
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important point that the ‘evidence’ that we are talking about is empirical evidence
about what actually works or doesn’t work in practice. It is not scientific evidence for a
mechanism of action (such as a biochemical pathway, physiological effect or
anatomical feature). 19

Historical background:

The idea of evidence based medicine have been around for a long time, during
mid 19" century in post revolutionary Paris( when clinicians like Pierre Louis rejected
the pronouncements of authorities that venesection was good for cholera), and sought
the truth in systematic observation of patients. A much earlier origin has been
nominated in ancient Chinese medicine during the reign of Emperor Qianlong, where
the method of "Kaozheng" (practicing evidential research) was used to interpret ancient
Confucian texts. 'V In 1972, Archie Cochrane , a Scottish epidemiologist who worked
in Wales for most of his life, published a rad1ca1 critique of the health and social
services, "Effectiveness and efficacy: Random Reflection on Health Services which
advanced the concept that health care should be evaluated on the basis of scientific
evidence rather than clinical opinion'?. In the current era (1992) they were named
EBM by a group led by Cordon Guyatt at McMaster University in Canada ¥ . Since
then, the number of articles about evidence-based practice has grown exponentially
(from one publication in 1992 to about 1000 in 1998) and international interest has led
to the development of six evidence-based journals that summarize the most relevant
studies for clinical practice. With a growing awareness of the need for a more evidence
based health service, the Cochrane library is currently the best source of evidence about
the effects of health care. ¥

Steps of Evidence based medicine application:
The full-blown application of EBM comprises five steps: '

Clienti:Community
Assessment Ask

Analyze &
Adjust
: Acquire
The § Steps of 1
& Follciv-up) Evidence-Based
Behavioral Practice
Apply
" Appraise

Figure (2): Steps of evidence based medicine.

e Step 1: Converting the need for information (about prevention, diagnosis, prognosis,
therapy, causation, etc.) into an answerable question. The physicians ask what
questions they have about the patient; specifically, what important pieces of medical
knowledge they’d like to have in order to provide better care for this patient.

The physician’s questions concern specific knowledge that could directly
inform one or more “foreground” clinical decisions they face with this patient,

-3-
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7. Aside from the experimental intervention, were the groups treated equally?
For example, were they reviewed at the same time intervals?

The impact or the importance of the research means:
** Did the findings answer the research question?
% How large was the treatment effect?

< How precise was the estimate of the treatment effect? p value and confidence
interval. ¢ %

Clinical relevance means:
%+ Can the results be applied to the local population?

It is important to consider if there are any differences between the participants
in the trial and the local population that would make it impossible to apply the results
locally. Participants dropping out of the study must be considered as their loss may
distort the results.

< Were all clinically important outcomes considered?
A single trial cannot address all the important outcomes that we are interested
in, but consider if the paper has answered the original research question and whether
any other important outcomes have been highlighted or missed out.

< Are the benefits worth the harms and costs?

Financial information is not normally given in a trial, but we need to consider
what the negative effects could be and whether these are outweighed by the benefits.
Other research, such as an economic evaluation, might help with the cost
implications.?%

» Step 4: integrating the critical appraisal with our clinical expertise and with our
patient’s unique biology, values, and circumstances.

e Step 5: evaluating our effectiveness and efficiency in executing steps 1-4 and
seeking ways to improve them both for next time.

An efficient way of evaluating our searching skills is to ask research librarians
or other respected colleagues to repeat a search that we’ve already done and then
compare notes on both the searching strategy and the usefulness of the evidence we
both found. Done this way, we benefit in three ways: from the evaluation itself, from
the opportunity to learn how to do it better, and from the yield of additional external
evidence on the clinical question that prompted our search. ™

It might be wise to consult our nearest health sciences library about taking a
course or personal tutorial; so that we can get to the level of expertise we need to carry
out this step in practicing EBM. We might even persuade one of the librarians to join
our clinical team-an extraordinary way to increase our proficiency. 1V

The task of evaluating published research is daunting to many clinicians. To
make the process easier, several scientists have outlined categories of evidence and
stratified them in order from strongest to weakest levels. The levels also can be
interpreted as starting with the most reliable or most trustworthy or the least vulnerable
to bias, to the least trustworthy or the least reliable or the most vulnerable to bias.

The levels of evidence outline by Sackett and his colleagues in 2000 are as
follows: @
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1A = Systematic Review of Randomized Controlled Trials (RCTs)
1B = RCTs with Narrow Confidence Interval

1C = All or None Case Series

2A = Systematic Review Cohort Studies

2B = Cohort Study/Low Quality RCT

2C = Outcomes Research

3A = Systematic Review of Case-Controlled Studies

3B = Case-controlled Study

4 = Case Series, Poor Cohort Case Controlled

5 = Expert Opinion

- Systemmatic Reviews
¥ and Meta-analyses

Randomized g
Controlied Double
Blind Studies

Figure (3): The levels of evidence.

Hadorn and his colleagues outlined another way of classifying categories of
evidence. These are the guidelines that were used to rate the quality of evidence that
was used to create the Health Care Policy and Research Clinical Practice Guidelines.
Only 3 levels are employed with this method: @9

Level A = Well-conducted RCT with 100 patients or more (including multi-center and
meta-analyses); well-conducted RCT with fewer than 100 patients (one or institutions
and meta-analysis; well-conducted study).

Level B = Well-conducted case-control study, poorly controlled or uncontrolled
(Including RCT with one-or more major or three or more minor methodological flaws),
observations studies with high potential for bias (case series with comparison to
historical controls), case series or case reports, conflicting evidence with more support.

Level C = Expert opinion.
Several journals are introducing guidelines and instructing authors to label the strength
of evidence of their research in terms of rating scales. **

Following are a few definitions of methodology terms that are used in the levels
of evidence guidelines: 23)
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(1) Systematic review = When a systematic review is undertaken it is usually restricted
to RCTs. A group of reviewers search the available literature via bibliographic
databases. They enter common terminologies into the databases and retrieve copies
of all the articles written on a specific topic. Next they proceed to critically evaluate
the methodologies and content. The final product is a synthesis of the properly
completed and meaningful research into information that is relevant to practicing
medical practitioners/clinicians. Examples of systematic reviews include:

I. The Cochrane Database of Systematic Reviews:
II. The York Database of Abstracts of Reviews of Effects (DARE).

(2) Meta-analysis = this methodology is a subset of systematic reviews that use

statistical methods to combine and analyze multiple investigations.

(3)Randomized Controlled Trials = When a study involves the randomization
procedure, subjects in the study are randomly allocated to each group included in the
study. Each subject has an equal chance of being assigned into an intervention
group, a control group, a placebo group, or a sham treatment group. This eliminates
the over-representation of any one characteristic in one group. If the randomization
is correctly performed, each group should be similar with respect to baseline
characteristics.

Furthermore, it eliminates any bias in the assignments of individuals to groups.
Without this method it is possible for a researcher to knowingly or unknowingly assign
the less involved patient in the intervention group and the more involved patients in the
control group. Randomized controlled trials are known to be the ‘Gold Standard’ for
establishing the effects of a treatment.

(4) Cohort Studies = this design is also called a prospective study, or a longitudinal
study. It involves the selection of a large population of people who have the same
condition and/or receive a specific intervention are followed over time and compared
to a group not affected by the condition. This study employs observation as the
research method. The interventions are not manipulated.

(5) Matched Case-Controlled Study = this design involves choosing 2 patients, or 2
groups of patients who were exposed to 2 different interventions.
The investigator retrospectively looks back to which group or patient achieved a
better outcome.

(6) Case-Series = these are reports on a series of patients with a pre identified problem.

7) Case Report = this involves a report on the intervention and outcome for a single
p 25 p g
patient/client. 25)

Clinicians may still ask, “What is the best evidence?” The best evidence comes
from research that included the randomized assignment of subjects/participants,
double-blinded design (the investigators and patients were blinded to the actual
treatment group in which the patients were placed), and the use of a control and a
placebo group. ?¢

This type of systematic research significantly increases the confidence with
which a medical practitioner can believe in the effectiveness of a treatment. Readers
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can place more trust in the belief that it was the treatment that caused the outcome of
the treatment. In addition, readers should look for an explanation for why participants
may have dropped out of an investigation. If they were the more involved patients, then
the treatment may appear to be more effective than it was. They should also look for
inclusion and exclusion criteria to decide whether the gatients/clients included in the
study were similar to the patient/client they are treating. 6)

It is believed that if we are truly committed to providing patients with the
treatments that have the greatest chance at being effective then it is incumbent upon us
to start with treatments supported by Level 1 or Level A methodologies. We must
search for, and employ first, those interventions that have been shown to have a
statistically significant treatment effect with well-controlled research studies. If there
are no systematic reviews, or meta-analyses, then one may look for guidance from
lower level methodologies. (26)

Awareness of physicians about EBM :

Awareness of evidence based medicine is defined as the ability to perceive and
understand the concept of EBM. From the time the term evidence-based medicine was
coined, ®” proponents of this approach to health care delivery have offered courses and
workshops to teach and disseminate it. Some observers have expressed skepticism
regarding the effectiveness of teaching EBM,“® and multiple systematic reviews have
not clarified which teaching approaches are optimal.(zg) Nevertheless, the demand for
courses and learning opportunities for EBM continues to increase, and EBM concepts
have been disseminated worldwide.

Traditionally, EBM knowledge gain has involved problem-based, self-directed
learning in which learners work in small groups supported by tutor-facilitators.
Although the ingenuity of medical educators has led to the development of variations
on the teaching approach and new educational formats targeted to particular settings,
learner characteristics and local resources, 29,30 short courses and workshops remain a
pillar of EBM dissemination. Empirical evidence to guide the design and delivery of
short courses and workshops continues, however, to be limited. To close this gap, many
studies were done to determine whether teaching EBM can produce changes in
knowledge across a heterogeneous sample of course formats, course content and target
groups and to explore which course features and learner characteristics are particularly
suited to the acquisition of EBM knowledge.

Many factors were associated with a change in knowledge and skills. for
example, Greater improvements in knowledge were associated with (in order of
decreasing magnitude) a requirement for active engagement in the learning process, a
separate statistics session, fewer topics covered in a given time, less teaching time,
smaller numbers of learners per tutor, more participants in the entire course and smaller
groups.

The Awareness of evidence-based medicine is still in its infancy in the
developing and especially in Arabian countries. Recent research has shown that
physicians' general perception and attitude to EBM is positive (1,32 Despite this, there
is still a need to improve research skills and critical appraisal ®” and a certain degree of
rejection towards EBM's reductionist focus is evident.®® Furthermore, implementation
of new information into daily clinical practice is slow.
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Surveys of knowledge, use, and attitudes toward EBM were performed in
different geographical and socio-economic settings. In Jordan, after applying a self
administrated questionnaire, about half of physicians had little awareness of EBM
resources. Most respondents agreed that adopting EBM would put more demand on
already-overworked family practitioners. Regarding the attitudes of respondents toward
EBM, More than 90% of the respondents had conclusively positive attitudes toward
EBM, which is consistent with empirical evidence from the medical literature. ¢ 37
This is a good sign for promoting the uses of EBM in clinical Practice to improve
patient management. Lack of personal time was the main barrier identified by the
respondents. Lack of investment by health authorities was the second most commonly
identified barrier, while the availability of and access to information was perceived to
be the third barrier by the Jordanian physicians.

Another survey about attitude, awareness, and practice of EBM was in
government hospitals in Saudi Arabia ¢” Almost all respondents had positive attitude
about EBM but only about a half reported regular use of EBM in their daily clinical
practice. The lack of regular distribution of updated clinical letters, journals, or guidelines
was considered to be a major barrier for practicing EBM, followed by a lack of available
time and internet access. Participants in this study also reported low level of awareness
about extracting journals, review publications, and databases related to EBM.

In Qatar, Almost all of them welcomed the current promotion of EBM and they
believed that their colleagues’ attitudes were welcoming too. Most agreed that
practicing EBM improves patient care and expressed the opinion that research findings
were useful in their daily management of patients. The majority disagreed that EBM
was of limited value in primary care but agreed that the adoption of EBM places
another demand on already overloaded physicians. Most of them actively practiced
EBM. The major perceived barriers to practicing EBM in primary care was lack of free
personal time, limited resources and facilities, no library on the locality and lack of
training workshops and courses. ®

In European countries, a survey of attitudes, awareness, and barriers regarding
evidence-based surgery among surgeons and surgical nurses in The Netherlands
showed that most of the surgeons were familiar with evidence-based surgery terms. 69
Common barriers for surgeons were conflicting results and the methodological
inadequacy of research reports and unawareness of evidence-based surgery and unclear
research reporting for nurses.

In1998, a survey was performed among general practitioners in England about
their perceptions of the route to EBM, res%)ondents mainly welcomed EBM and agreed
that its practice improved patient care. ®® They had a low level of awareness of
extracting journals, review publications, and databases, and, even if aware, many did
not use them. Most had some understanding of the technical terms used. In 2011, with
an increasing emphasis placed on evidence-based medicine, and the use of relevant
resources, a study was done to evaluate UK doctor's awareness and use of specified
evidence-based medicine (EBM) electronic resources. Respondents were invited to
complete an online questionnaire. The most frequently used EBM resources available
via the National Library for Health were the most established and well-known
resources, namely, Medline/ PubMed. The top three resources not freely available via
the National Library for Health were general non-specialist specific resources. The
introduction of new electronic resources to doctors must involve more than simply

-10-
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promoting the URL/web location. In fact, the development of a comprehensive list of
resources highlighting their strengths (and weaknesses) may be beneficial for busy
doctors. 4%

Half of Belgian social insurance physicians had read about evidence-based
medicine. Physicians were mainly positive about EBM. Differences of opinion existed
about the difficulty of basing their medical advice on evidence. Regarding the barriers
for the use of EBM, Individual barriers were cited most in the list, more specifically
EBM skills and time. Other frequently reported barriers were the fact that social factors
and legislation restrict the usefulness of evidence, the fact that there is no control over
the practice of evidence, and that the evidence is too difficult/theoretical to apply to
practice was also an important barrier.“?

In comparison to Asian countries, A study from India provides a developing
country perspective, *? showing that a half of the surveyed physicians were aware of
EBM, one third were aware of The Cochrane Library. Unlike physicians, nurses and
health care consumers were not at all aware of EBM, the Cochrane Library, and
systematic reviews. Another study from Pakistan showed that few respondents had
attended workshops on EBM arranged by Shifa College of Medicine, Islamabad, and
University of Health Sciences, Lahore. One participant explained: “Evidence based
guidelines are reliable as compared to other sources of evidence because of surety
about the efficacy of practices and prevent blind and injudicious use of out dated
therapies”. Another response from a consultant was “EBM gives similar care to the
patient with equal benefits and less harm” Participants used internet based resources,
books, and journals for updating their knowledge in the descending order. A few
utilized other sources as well like seminars, workshops, newspapers, magazines,
pharmacopoeias, media and clinical practice.”*® In this study, One of the physician and
consultant didn’t find any obstacle in practicing EBM in Pakistan while others
identified financial restraints as the main hindrance. The other important obstacles were
lack of awareness, time, motivation to update knowledge and inconvenience in leaving
deeply rooted practices. Participants thought that practicing traditional medicine
promote injudicious use of interventions which may be harmful for the patients.
Participants thought that EBM should be introduced in the undergraduate medical
education as this will enable students to develop a habit of updating their knowledge
and encourage students to play their part in research work. **

Regarding the attitude of physicians towards evidence based medicine, Despite
continuing discussion and debate,** *> EBM is generally accepted, though not
necessarily incorporated, as an integral component of clinical practice by medical
doctors, nurses, pharmacologists, health management teams, and a long list of allied
health professionals. Evidence-based practice (EBP) evolved over the late twentieth
and early twenty-first century to become accepted practice for health care professions.
Several professional organizations, including the Institute of Medicine, have refocused
their standards to include a greater emphasis on the importance of evidence-based
fundamentals as a means for improving the level of health care offered to patients. ¢
However, one of the greatest barriers for adoption of EBP by clinicians is the lack of
knowledge regarding proper integration into patient care. “7*®

-11-
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Rationale of the study:

Old medical practices depended on unsystematic observations from clinical
experience, an understanding of patho-physiologic principles of disease, common sense
and clinical experience as a means for building and maintaining knowledge of patient
management. According to this paradigm, clinicians had a number of options for
sorting out clinical problems. Reviewing textbooks and consulting local experts were
considered appropriate ways of obtaining medical information. ¢ However, most
medical textbooks are not based on evidence. They tend to be out of date in relation to
recent advances in scientific knowledge. In addition, there may be a number of updates in
knowledge during the time lag from writing to publication. Experienced physicians
differ in the making of clinical judgments, which are often not based on evidence.
Traditional continuous medical education does not work in improving professional
practice. “*? In addition to the expansion in research and discrepancy in validity, there is
currently an increased interest in narrowing the gap between research findings and their
implementation in clinical practice. % Despite the development of rigorous clinical
trial methods, people have been aware for decades of the gap between the results of
randomized, blinded clinical studies and the practical use of treatments in the usual
clinical setting. This gap results in expensive, ineffective or even harmful, decision
making. EBM deals directly with the uncertainties of clinical medicine and has the
potential for transforming the education and practice of the next generation of physicians.

The need for EBM in developing countries:

Developing countries have limited resources, so, it is vital that the health care
provided is effective. The number of systematic reviews relevant to developing
countries is increasing. So, disseminating the findings of systematic reviews to
policymakers, health professionals, and consumers is an essential pre-requisite to
changing practices. ®%

The application of EBM in developing countries could save millions of dollars
in terms of health expenses by avoidance of unnecessary tests or prescribing
inappropriate treatments for indigent patients. Thus, limited resources, inadequate drug
regulations together with limited capacity for continuing medical education, all
necessitate the introduction of EBM into developing countries. Action is required at all
levels of health care systems, from consumers through to health professionals,
ministries of health, and international organizations. *®

In Egypt, Alexandria university hospitals, this topic is particularly complex,
little studied and misunderstood, and its true impact in this setting is uncertain. Very
few data is known about physicians' awareness of evidence based medicine and its
proper definition, the sources of their knowledge about EBM, which web sites related
to EBM they access in patient management, and the understanding of some technical
terms probably used in clinical guidelines, and about attitudes towards evidence based
medicine, the extent of their skills to access and interpret evidence, the barriers to
moving from opinion based to evidence based practice, and the additional support
necessary to incorporate evidence based medicine into everyday general practice.

-12-
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AIM OF THE WORK

The aim of this work is:

Assessment of the physician's knowledge of evidence based medicine
(Choosing the proper definition of EBM, Writing the name of any site on the
net related to EBM, and understanding of some technical terms).

Assessment of physician's attitude towards current promotion of EBM.

Physician's opinion about barriers towards application of EBM in clinical
practice.

Physician's opinion about how to increase EBM use in every day management
of patients.

-13-
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SUBJECTS & METHODS

Setting:

University hospitals in Alexandria include: The main University Hospital
(MUH), El Shatbi Hospital, Nareeman Hospital and Medical Research Institute’s
Hospital. The Main University Hospital (MUH), El Shatbi Hospital and Medical
Research Institute's Hospital (MRI), were randomly selected as representative to
Alexandria university hospitals.

The Main University Hospital includes the following clinical departments:

Anesthesia and Surgical Intensive Care

Clinical Oncology and Nuclear Medicine

Clinical Pathology

Critical Care Medicine

Diagnostic and Interventional Radiology

Internal Medicine (Cardiology, Chest Diseases, Dermatology, Tropical

Medicine and Neuropsychiatry)

o Surgery (Neurological surgery, Cardiothoracic =~ Surgery, Urology,
Otorhinolaryngiology , Pediatric Surgery and Ophthalmic surgery)

El Shatbi hospital includes two main departments:
e Obstetrics& gynecology department.
¢ Pediatric department.

Medical research institute’s hospital includes the following medical departments:
¢ Internal medicine.

e Surgery.

e Radiology.

e Chemical pathology.
¢ Anesthesia.

e (Cancer management.
e Clinical physiology.

The average number of physicians working in MUH is 2500, 600 in Shatbi
hospital and 160 physicians are working in MRI. These numbers are taken from
secretaries of each clinical department then numbers are summated to give these final
numbers so, these are approximate numbers.

Study design:
This is a descriptive cross sectional study.

Study population:

Physicians working in the previously mentioned hospitals were randomly
selected and interviewed to fill the questionnaire; physicians were randomly selected
with different scientific degrees, both genders.

-14 -
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Sampling method:

A two stage sampling method was adopted. The first stage was conducted by
random selection of three hospitals from the Alexandria University hospitals. The
second stage was done by selection of physicians from different clinical departments in
each hospital using a simple random sampling method.

Sample size:

Based on a previously published study done among Jordanian physicians with

the same aim of work ©*), the overall awareness rate among physicians was 43%. If we
hypothesized to have a similar rate of awareness among our physicians;
A sample size of 400 achieves 80% power to estimate the true rate of physicians’
awareness with maximum error in the estimate + 7% using two-sided binomial
hypothesis test at 5% level of significance (NCSS program). Expecting non response
rate of about 20%, a sample of 480 physicians was taken. A sample of 24, 357, 100
physicians was selected from MRI, MUH, and El Shatbi hospitals proportionate to The
number of physicians working in each cluster: 160, 600, and 2500 physicians
respectively.

Data collection:

A self-administrated questionnaire was distributed to the physicians working in
the previously mentioned university hospitals. The questionnaire was adopted from
McColl et al ®?. It was believed that adopting a previously published questionnaire
would add strength to the study because it had been already tested and would allow an
international comparison to be drawn ©%. A pilot study was conducted and some
modifications were done after consulting three experts in evidence based medicine to
reinforce the content validity of the questionnaire and to improve understanding by
physicians. Those who refused to complete the questionnaire were excluded. In such
cases, another randomly selected physician from the same department was included.

The questionnaire was anonymous to ensure confidentiality.

It included the following items:
A-Personal and professional data:
1. Hospital/institute name.
2. Department.
3. Year of graduation.
4. Gender.
5. Scientific Degree.

B- Awareness about evidence-based medicine (EBM) which is defined as:
e The state or the ability to perceive the concept of EBM.
It is assessed through:
1. Asking the physician to mark the correct statement defining EBM.
2. The physician wrote the name of any site on the net related to EBM.
3- Understanding of some technical terms:
i- Confidence interval.
ii- Risk assessment:
a. Absolute risk.
b. Relative risk.
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c. Number need to treat.
d. Odds ratio
iii- Systematic review and meta-analysis:
a. Heterogeneity
b. Publication bias
4- Asking the physician about the source of knowledge about EBM.

B

e The tendency to respond positively or negatively towards EBM.

It is assessed through:

1. Physician' attitude toward current promotion of EBM.

2. How the physicians describes the effort to search for the best current clinical
knowledge on the net.

3. How research findings are useful in day to day management of patients.

4. How the respondent agrees that the adoption of EBM is another demand on
already overloaded physician.

5. Physician's opinion that EBM improves patient care.

6. How much the physician needs EBM in day to day clinical practice.

7. How much the physician faces knowledge gap in clinical practice.

C-Attitude toward evidence-based medicine which is defined as:

D- Physician's opinion about barriers toward application of EBM which is defined as:
e A belief or conclusion held with confidence but not substantiated by positive
knowledge or proof.

It is assessed through:

1- Lack of time.

2- No financial gain in using EBM.

3- Lack of hard evidence.

4- Too much evidence.

5- Availability of information from other sources.

6- Patients’ expectations not matching with EBM.

7- Lack of critical appraisal skills.

8- Belief of over confidence that physician does not need EBM.

E - Physician's opinion about how to increase EBM.
Data processing& Statistical analysis:

I-Data processing:
Data processing involved two main objectives: Clean data by performing data
check and recoding of variables.
e Data check:
Range check was done to ensure that all variables had valid codes.

¢ Recoding of variables:
To produce analytic statistics, variables were recoded into forms required for

analysis and production of actual statistical tabulation.

Recoding answers of knowledge questions about EBM was done. In the
question about the correct definition of EBM, only the following answer was
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considered as right: “EBM is the integration of the best research evidence with patient
values and clinical expertise”. Other choices were considered as wrong.

Regarding questions about understanding of technical terms related to EBM,
(not helpful to me to understand, don’t understand but would like to, some
understanding) were recoded as “no understanding” while, (yes I understand, could
explain to others) were recoded as “yes”.

Questions about attitude towards EBM were recoded as following: “strongely
welcoming, welcoming” was considered as “positive attitude”, while answers “not
welcoming” were considered as “negative attitude” and the answers “Don’t know”
were excluded from analysis. Regarding questions of the frequency of EBM need in
day to day clinical practice and the frequency of knowledge gap in clinical practice,
answers “< 50%, >weak” were considered as “negative attitude”, answers “>50%,
<weak” were considered positive attitude, While answers “Don’t know EBM” were
excluded from analysis.

A combined knowledge score was calculated, the score was computed by
calculating the sum of positive knowledge statements. The question about source of
knowledge about EBM was excluded from calculation.

A combined attitude score was computed by calculating the sum of the positive
attitude statements and the reversed answers of the negative attitude statements, 0
excluding the statements which were neither positive nor negative (Don’t know EBM).

I1-Statistical analysis:

Statistical analysis was done using SPSS version 18 (PASW).

Sociodemographic characteristics of the physicians and other qualitative variables
about knowledge and attitude were summarized by frequency and percent, pie charts.

Chi square test was done to study the presence of statistical significant
association between knowledge, attitude of physicians toward EBM and different
hospitals (MRI, MUH, El Shatbi), Scientific degrees (MBChB and diploma, Master,
Doctor degrees) and different clinical departments (Radiology, laboratory, Clinical
physiology, surgery, Obstetrics, Internal medicine, Pediatrics, Oncology, Critical care),
Montecarlo test was used if more than 20% of total cells had expected cell counts <5.

Statistical analysis of physicians’ attitude towards EBM was done after
exclusion of physicians’ answer: don’t know.

Kruskal Wallis test was done to study statistical significant difference in the
median awareness, attitude scores between different hospitals, scientific degrees, and
clinical departments, pair wise comparisons for significant results were done by Mann
Whitney test. Non parametric tests were done due to the use of scores for awareness &
attitude; the maximum scores for both were less than 10.

Statistical analysis about barriers of evidence based medicine application was
done after exclusion of physicians’ answer: don’t know EBM.
All statistical tests were judged at.05 level of significance.
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RESULTS

Results of the study are presented in the following sections:

Section I: Personal characteristics of the physicians included in the study and
description of their knowledge and attitude towards EBM, barriers of
EBM application and their opinion how to improve EBM practice.

Section II: Comparison between MRI, MUH and El Shatbi hospital regarding
knowledge, attitude towards EBM, barriers of EBM application and
physicians’ opinion how to improve EBM practice.

Section III: Comparison between different scientific degrees (MBChB and Diploma,
Master and doctor degrees) regarding knowledge, attitude towards EBM,
barriers of EBM application and physicians’ opinion how to improve
EBM practice.

Section IV: Comparison between different clinical departments (Radiology and
laboratory, Anesthesia, Surgery and obstetrics, Internal medicine and
pediatrics, Oncology and Critical care) regarding knowledge, attitude
towards EBM, barriers of EBM application and physicians’ opinion how
to improve EBM practice.

Section I: Personal characteristics of the physicians and description of
their knowledge and attitude towards EBM, barriers of EBM
application and their opinion how to improve EBM practice.

A structured questionnaire was distributed to 600 physicians. 3.5% of
physicians refused to answer the questionnaire, while questionnaires from 5% of
physicians were incomplete and excluded, so the study included 549 physicians out of
600 with overall response rate of 91.3%.

(Table 1) shows the demographic characteristics of the physicians. They were
nearly equal males and females (49.7 versus 50.3% respectively). More than one third
of them were MBChB (38.5%), Master (29.9%) and doctor degree (31.7%). Nearly
15% of physicians were selected from MRI, more than half of physicians (65.4%) were
selected from MUH compared to 19.7% of physicians from El Shatbi hospital.

Regarding clinical departments, 72 physicians worked at clinical pathology
department (13.1%), 61 physicians were surgeons (11.1%). 57 physicians were
radiologists (10.4%), 80 physicians selected from internal medicine departments
(14.5%), 59 physicians worked at oncology and nuclear medicine department(10.8%)
relative to 59 pediatricians (10.7%) and 49 obstetricians (8.9%).

Considering years of clinical experience, the majority of physicians included in these
study physicians were graduated since less than 10 years.
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Table (1): Personal characteristics of the selected physicians from Alexandria
University hospitals between January and June 2012 (n=549)

Ginder e Male 273 | 49.7
e Female 276 |503
e MBChB& Diploma 210 | 385
Scientific degree e Master 164 | 299
e Doctor 174 | 31.7
e MRI 82 14.9
Hospital e MUH 359 |65.4
o El Shatbi 108 | 19.7
» Clinical pathology 72 13.1
* Surgery 61 11.1
¢ Radiology 57 10.4
» Intenal medicine 76 13.8
Department * Oncology& nuclear medicine 59 10.7
¢ Clinical physiology - 0.7
» Pediatrics 59 10.7
* Obstetrics& gynecology 49 8.9
* Anesthesia 61 11.1
® Critical care 51 9.3
o >2() years 80 14.6
Years since graduation e >10- 20years 97 17.7
o <10 years 372 | 67.8
Hospitals

E VR!
B MUH
& Ei Shatbi
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Figure (4): Personal characteristics of the physicians included in the study (n=549)
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: Table 2, 3 describes the physicians’ knowledge of EBM .Regarding definition
' of EBM, nearly half of the physicians (53.2%) properly defined EBM as The
integration of the best research evidence with patient values and clinical expertise.
Nearly 45% of physicians remembered EBM sites as Medscape, Cochrane, E-medicine
and Medline (Pubmed) while 55.2% of physicians didn’t remember any site on the net
related to EBM. For the source of physicians’ knowledge about EBM, Almost half of
the physicians (48.3%) mentioned that the internet was their source of knowledge while
Attendance of lectures and workshop was the source of knowledge in 23% of
physicians and relative to 28.8% of physicians who stated they don’t know EBM.

For question about understanding of EBM related terms, an average of 17.8% of
respondents showed proper understanding of the mentioned terms, an average of 32.2%
of respondents showed some understanding , on the other hand an average of 40% of
respondents don’t understand but would like to and only 8.2% of physicians were not
interested to understand.

Knowledge score was calculated (Maximum score is 9).The average knowledge
score among physicians is 2.02(2.37), Median=1 (0-9).

Table(2): Physicians’ knowledge of EBM (n=549):

1-Definition of Evidence *Designed research strategies to show the

Based Medicine (EBM) distribution of diseases. " 13.5
eThe integration of the best research
evidence with patient values and clinical | 292 53.2
expertise.
eThe integration of the best research
guidelines with clinical experience in | 183 333
making clinical decisions.
2- Any known site on the net Remember 246 448
elated to EBM edoes not remember 303 55.2
3-The source of knowledge  oThe internet 126 23
about EBM electures or workshops 265 483
eDon’t know EBM | 158 28.8

o B




Table(3): Knowledge of some terms related to EBM presented in 549 physicians

i- Confidence interval 62 11.3 258 272 145 26.4 83 15.1
ii-Absolute risk 30 5.5 189 34.4 197 359 133 242
iii-Relative risk 19 3.5 174 %3 o SRR 7 41.3 129 235
iv-NNT 27 4.9 220 40.1 191 34.8 111 202
v-Odds ratio 34 6.2 204 372 | 207 37.7 104 18.9
vi-Heterogeneity 70 12.8 293 534 | 127 23.1 59 10.7
vii-Publication bias 70 12.8 283 51.3 133 24.2 63 11.5
Knowledge score score(/9):

Mean 50 2.02+2.37

Median(Min-Max) 1(0-9)

(Table 4) describes physicians™ attitude towards EBM. 35.7% strongly
welcoming, 48.6% welcomed the current promotion of EBM but 4.7% didn’t welcome
it. About 18% of physicians quite accepted, 56.3% accepted the effort done by
colleagues to search for the best current clinical knowledge on the net compared to
12.4% of the respondents who didn’t accept this effort.

Although 28.4% of participants agreed that EBM is extremely useful, 55.7%
agreed that it’s useful in the management of patients, 13.1% strongly agreed, 49.7%
agreed that the adoption of EBM places another demand on already-overloaded
physicians and only 24.4% of respondents didn’t accept this statement.

Near half of the respondents (47.9%) agreed, 38.1% strongly agreed that
practicing EBM improves patient care. Minority of the physicians (4.7%) disagreed and
| 9.3% didn’t know.

The frequency of EBM need in day to day clinical practice was >50% among
36.6% of respondents, one third of the physicians needed EBM 25-50% and 20.2%
used it <25% in patient management.

| Regarding frequency of knowledge gap the physicians faced in clinical
practice, 34.2% answered ecvery day, 29% answered every week and 26.6 of
participants had a knowledge defect more than one week of clinical practice.

Attitude score was calculated (maximum score is 7). The average physicians’
attitude toward EBM is 2.8+2.61, Median=3(-7to7).
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In Table 5, Physicians' opinion about barriers towards application of EBM was
variable. Lack of personal time was the main barrier identified by 62.8% of the
respondents. Lack of critical appraisal skills was the second most commonly identified
barrier (59.2%), while the availability of information from other sources was the third
barrier by 57.7% of respondents. More than half of the physicians (51%) were
convinced that too much evidence was a barrier of EBM practice compared to 48.3% of
those who said lack of strong evidence is an important barrier. Belief of over
confidence that physician does not need EBM was perceived to be a barrier by 47.2%
of The participants followed by 40.3% of physicians who believed that Patients’ culture
not matching with current evidence and finally 31.7% of physicians considered no
financial gain in using EBM a barrier for EBM application.

(Table 6) displays the opinion of the physicians about how to increase EBM
application. Leaming the skills of evidence based medicine was the opinion of 67.2%
of the physicians. Nearly half of the respondents (49.4%) used evidence based
summaries, as summaries obtained from abstracting journals and 71.8% of physicians
used evidence based practice guidelines.




Table (4): Physicians’ attitude towards EBM (n=549):

1. The Physician's attitude towards current Strongly welcoming 35.7
promotion of EBM Welcoming 267 | 486
Not welcoming 26 4.7
Don’t know 60 10.9
2. The effort done by colleagues to search for the  Quite accepted 99 18.1
best current clinical knowledge on the net? Accepted 309 56.3
Not accepted 68 124
Don’t know 73 13.2
3. The usefulness of search findings in day-to- Extremely useful 156 | 284
day management of patients? Useful 306 55.7
Not useful 31 .7
Don’t know 59 10.7
4- The adoption of EBM places another demand  Strongly agree 72 13.1
on already-overloaded physicians. Agree 273 497
Don’t agree 134 244
Don’t know 70 12.8
5- Practicing EBM improves patient care Strongly agree 209 38.1
Agree 263 479
Disagree 25 4.7
Don’t know 51 9.3
6-The frequency of EBM need in day to day >50%. 201 36.6
clinical practice 25-50% 182 %
- <25% 111 20.2
Don’t know EBM 55 10
7-The frequency of knowledge gap in clinical Every day practice 188 342
practice Every week. 159 29
>one week practice 146 26.6
Don’t know EBM 56 10.2
Attitude score(/7):
_ Meii}_'_[ :_ﬁ':§c.l- ______________________ 2.8£2.61
MedianMin-Max) T 3T 07)
e e e 549 | 100
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Table (5): Physician's opinion about barriers towards application of EBM:

: 1- Lack of time. Don’t know 48 8.6
| No 157 | 28.6
. Yes 345 | 62.8
2- No financial gain in using EBM. Don’t know 48 8.6
No 327 | 59.8
. Yes 174 | 31.7
'! 3- Lack of strong evidence. Don’t know 47 8.6
| No 237 | 432
, Yes 265 | 48.3
l 4- Too much evidence. Don’t know 47 8.6
No 222 | 404

Yes 280 | 51

5- Availability of information from other sources. Don’t know 47 8.6
No 185 | 33.7
Yes 317 | 57.7

6- Patients’ culture not matching with current Don’t know 46 8.6
evidence. No 282 | 516

Yes 221 | 40.3

7- Lack of critical appraisal skills. Don’t know 46 8.6
No 178 | 32.2
Yes 325 | 59.2

8- Belief of over confidence that physician does Don’t know 44 | 8.6
not need EBM. No 246 | 454
Yes 259 | 472

Total 549 | 100

Table(6): Physician's opinion about how to increase EBM in every day management
of patients:

a-By learning the skills of evidence based medicine. s 6 s

No 180 32.8

b- By using evidence based summaries .Such summaries may be Yes 271 494

obtained from abstracting journals. No 278 50.6

] : : 3 ] Yes 394 71.8
¢-Byu dence based practice guidelines.

¥ using evidence based practice guideline s - a3

Total 549 100
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Section II: Comparison between MRI, MUH and El Shatbi hospital
regarding knowledge, attitude towards EBM, barriers of EBM
application and physicians’ opinion how to improve EBM
practice.

(Table 7) portrayed the knowledge of EBM. Knowing the proper definition of
EBM was significantly different between hospitals whether MRI (62.2%), MUH
(25.6%) or El Shatbi hospital (37%) (X?=34.33, p=.001). However, remembering EBM
related sites statistically didn’t differ between MRI (43.9%). MUH (42.9%) and El
Shatbi (51.9%) (X*=2.72, p=.256).

Understanding of confidence interval was 51gn1ﬁcantly higher in MRI (32%)
than MUH (13.9%) and El Shatbi (6.5%) (X?=24.25, p<.001%)Physicians
understanding of heterogeneity significantly differed between MRI (20.7%), MUH
(8.9%) and El Shatbi (9.3%) (X?=10.03, p=.007). In respect to publication bias
significant dlfference was also observed between MRI (20.7), MUH (9.7%), El Shatbi
(10.2%) (X*=15.94, p<.001). However, there was insignificant dlfference between the
mentioned hospltals in understanding of other terms as absolute risk (X*=4.4, P 111}
Relative risk (X =1.86, p=.395), NNT (X?=.688. p=.079) and odds ratio (X3=3.4,
p=.182).

Comparing the computed knowledge score between the three different hospitals
was done, there was significant difference in the median knowledge score between
MRI 2(0-8), MUH 1(0-9) and El Shatbi 1(0-9) (Kruskal Wallis test=10.52, p=.005).
After pair wise comparison was done. There was significant difference in the median
knowledge score between MRI and both MUH and El Shatbi (p=.001, p=.008
respectively), while there was insignificant difference between MUH and EI Shatbi
(p>.05). This means that EBM knowledge is significantly higher in MRI than both
MUH and EL Shatbi.

(Table 8) illustrated attitude towards EBM. Physician's attitude towards current
promotion of EBM was 98.7% in MRI, 97. 1% in El Shatbi and 92.9% in MUH but this
difference was statistically not significant (X*=5.63, p=.06). The attitude towards the
effort done by colleagues to search for the best current clinical knowledge on the net
was significantly higher in MRI (94.7%) than El Shatbi (94%) and MUH (80.7%)
(X*=21.39, p=.001). 100% of respondents in MRI agreed that EBM is useful in day-to-
day management of patients relative to 96% of respondents from El Shatbi and 91.4%
from MUH (X*=7.75, p=.021).

The adoption of EBM places another demand on already-overloaded physicians
was agreed by 31.7% of participants from MUH compared to 28.4% of MRI
participants ancl 16.2% of El Shatbi participants, this difference was statistically
significant (X?=8.96, p=.011). There was also significant difference between physicians
who believed that practlcm% EBM improves patient care in MRI (100%), EI Shatbi
(99%) and MUH (92.5%) (X"=11.64, p=.003).

Though the frequency of EBM need in every day clinical practice differed
highly between the three hospitals; MRI (61.8%), MUH (43.8%) and El Shatbi (15.5%)
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(X?’=42.36, p<.001), the difference in frequency of knowledge gap in clinical practice
between the mentioned hospitals is not significant (X*=1.37, p=.502).

Comparison of the computed attitude score between the three hospitals was
done and the median attitude score was significantly different between MRI 5(-1to7),
MUH 3(-7to7) and El Shatbi 3(-7to7) (X’=15.32, p<.001).

Pair wise comparison was done and the median attitude score was significantly
different between MRI and MUH (p=.001), MRI and El Shatbi (p<.001), while it was not
different between MUH and El Shatbi (p>.05) which means that physicians’ attitude
towards EBM was higher in MRI than MUH and EI Shatbi.

Physicians’ opinion about barriers of EBM practice in every day management
of patients was compared between the three hospitals in (Table 9). Lack of time was
considered a barrier by 92.8% of physicians in El Shatbi, 64.1% of physicians in MUH
and 57.9% of MRI physicians and this opinion difference was statistically significant
(X*=33 .49, p<.001). Opinion that no financial gain as a barrier for using EBM among
physicians in El Shatbi (41.7%), MUH (38%) and MRI (28.9%) was statistically not
significant (X’=3.22, p=.199). The majority of physicians (80.4%) in El Shatbi, 46.8%
in MUH and 43.4% in MRI were convinced that Lack of hard evidence is a barrier for
EBM practice (X*=37.09, p<.001) compared to 70.1% of physicians in El Shatbi,
58.4% of physicians in MUH and 26.3% in MRI who suggested that too much evidence
is a barrier of EBM (X’=35.7, p<.001).

A highly significant difference existed between the mentioned hospitals regarding
the physicians’ ideas about barriers towards application of EBM as; Availability of
information from other sources (X°=20.38, p<.001), Patients’ expectations not matching with
EBM (X’=20.21, p<.001), Lack of critical appraisal skills (X>=31.86, p<.001) and lastly
Belief of over confidence that physician does not need EBM (X=32.24, p=<.001).

Opinion about methods to increase EBM in every day patient management was
illustrated in (Table 10). The physicians’ opinion that learning the basic skills of EBM
was an effective method to reinforce the EBM practice was different between MRI
(61%), MUH (62.7%) and El Shatbi (87%) (X*=24.06, p<.001).

A non significant difference was present between MRI, MUH and El Shatbi that

using EBM summaries (X?=4.75, p=.093) and using evidence based practice guidelines
(X?=2.98, p=.225) were important ways to augment the use of EBM by physicians.
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Table (7): Comparison of physician's knowledge about EBM between MRI, MUH and
El Shatbi hospital:

*: results<.05 are significant §: Mann-Whitney test

**: results <.016 are significant after bonfferoni correction ¥: standard deviation
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1-Definition of Evidence ~ Wrong | 31 | 37.8 1267 | 744 |68 |67 Ch)i(gg;ﬁ '3351
Based Modiome Right |51 | 622 |92 [256 |40 |37 (=001%)
2- Remembering Any site ~ No 46 56.1 [205 |57.1 |52 |48 X=2.72
on the net related to EBM  veg 36 439 | 154 | 429 56 51.9 (p=.256)
p . No 56 | 68 309 |86.1 | 101 |935 X*=24.25
3- Confidence interval i
= Ves: |26 |32 |50 ]38 {72 6.5 (p<.001%)
& ] No |57 |70 |270 [752 [89 |[824 X*=4.4
< | 4- Absolute risk i
= Yes |25 |30 89 |[248 |19 |17:6 (p=-111)
= N 62 |76 270 | 752 |88 81.5 =
2 | 5- Relative risk i X_ }‘9856
z Yes |20 |24 89 |248 |20 |185 (p=393)
3 No 66 |805 |283 |788 |89 |824 X’=.688
= | 6-NNT B
3 Yes |16 |195 [76 212 |19 |176 (p=.709)
=
5 ; No 61 |744 |298 |83 86 79.6 X’=3.4
3 | 7- Odds ratio -
= Yes |21 256 |61 [17 |22 [204 (182)
Tls ity No |65 |793 [327 [911 [98 |907 1003
g Yes (17 |207 |32 |89 |10 |93 (p=007%)
5 . N 65 |793 |324 |903 |97 |898 =
5 | 9- Publication bias 5 2 X< ;%19 f
= Yes |17 [207 |35 [97 |11 [102 (p<. 001%)
Knowledge score(/9)
Mean sd' 2.54+2.36 1.88+2.31 2.02+ 2.54 Kriskalwallis
median(min-max) __________ | 2(0-9) 00 S L <) [ R
U=11427 U=10600.5 X=10.52
p1(MRI) 5 e (p=005%)
______________________ (p=-001**) | (p=.008**)
p2(MUH)




Table (8): Comparison of physician's attitude towards EBM between MRI, MUH and
El Shatbi hospital:

1. e Physician's attitude (-ye) attitude 1 13 7 o I 0 | 3 29 Chi square test

towards current : X’=5.63
2. The effort done by (-ve)attitude &£1°53"'|58 | 193 | 6 6 y
colleagues to search for X=21.39

the best current clinical (+ye)attitude | 71 | 94.7 | 243 | 80.7 | 94 | 94 | (P=001%)
knowledge on the net?

3. The usefulness of research (-ve) attitude 0 0 27 | 86 | 4 B xX2=7.75
findings in day-to-day : (o= 02'1*)
management of patients?  (ve)attitude 77 | 100 | 286 | 914 | 96 | 96 P

4- The adoption of EBM (-ve) attitude 53 | 71.6 | 209 | 633 | 83 | 83.8

places another demand on X*=8.96
already-overloaded (+veyattitude | 21 | 284 | 97 | 31.7 | 16 | 162 | (P=011%)
physicians.

5- Practicing EBM improves (-ve) attitude 0 0 | 2475 |1 1 X*=11.64
patient care (+ve)attitude | 78 | 100 | 296 | 925 | 99 | 99 (p=.003%)

' 6-The frequency of EBM (.ve)attitude | 29 | 382 | 177 | 56.2 | 87 | 845 X2=42 36
need in day to day : R (p<.001*
clitisul s (+ve)attitude | 47 | 61.8 | 138 | 43.8 [ 16 | 155 | (P<001%)

7-The  frequency  of (.ve)attitude | 20 | 263 | 99 | 314 | 27 | 265 X2=137
knowledge gap in clinical

Sidios (+ve)attitude | 56 | 73.7 | 216 | 68.6 | 75 | 73.5 (p=-502)
attitude score(/7)
+sd' T 381+1.84 | 2.61+2.85 | 2.64+2.07
e . Kruskalwallis

median(min-max)

5(-1to7) 3(-7to7) 3(-7to7) test

_______________ 7 S
US=11288 | U=2955 X=15.32

(p<.001%)
(p=001%*)

p2(MUH)

*: results<.05 are significant §: Mann-Whitney test
. *#*: results <.016 are significant after bonfferoni correction §: standard deviation

+1: Percentage calculated in each question after exclusion of physicians’ answers (I don’t know
EBM)
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Table(9):Comparison of Physician's opinion about barriers towards application of
EBM between MRI, MUH and El Shatbi hospital:

32 | 42.1 ] 359 |'7 T2 X'=33.49

i No

| 1- Lack of time.

ﬂ Yes |44 |579 |211 |641 |90 |928 [(@<001%)
2- No financial gain in using NoO 54 [ 71.1 | 217 | 66 56 583 X=322
EEM. Yes |22 [289 [112 [34 |40 |417 (p=199)

No |43 |566 [175 [532 |19 |196 | X>=37.09
Yes |33 [434 | 154 [468 |78 |804 (p<.001%*)
No |56 |73.7 | 137 |416 |29 |299 |X%=357 |
Yes |20 |263 | 192 | 584 |68 | 70.1 (p<.001%)

5-Availability of information from No |38 |50 | 129 | 392 |18 18.6 X’=20.38

3- Lack of hard evidence.

4-Too much evidence.

Other spurges. Yes |38 |50 |200 |608 |79 |814 | (P<001%) :
6- Patients’ expectations not NO 41 [539 [205 623 |36 36.7 X*=20.21
matching with EBM. Yes |35 |461 |124 |377 |62 |633 | (@<001%)

No |28 |368 [139 |422 |1l 112 X’=31.86
Yes |48 [632 [190 | 578 |87 | 8838 (p<.001%)

8- Belief of over confidence that No 49 1645 | 173 | 523 |24 245 x2=32 24

hysician d not need EBM.
RIS el Yes |27 |355 |158 |477 |74 |755 | (@<001%)

7- Lack of critical appraisal skills.

*: results<.05 are significant
| +: Percentage calculated in each question after exclusion of physicians’ answers (I don’t know EBM)

Table(10): Comparison of Physician's opinion about methods to increase application of
EBM between MRI, MUH and EI Shatbi hospital:

a-By learning the skills of Yes |50 |6l 255 | 627 94 87 X*=24.06
evidence based medicine. No 35 39 134 333 14 13 (p<.001%)
b- By using evidence based Yes |36 439 172 |479 63 58.3 X=4.75
RiAies. No |46 |[s6.1 |187 [s521 |45 417 | (@=093)
¢-By using evidence based Yes |64 |78 258 | 719 |72 66.7 | X’=2.98
practice Bidciines. No |18 |22 |lo1 281 |36 333 | (F229) :

*: results<.05 are significant
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Section III: Comparison between different scientific degrees (MBChB,
Master and doctor degrees) regarding knowledge, attitude
towards EBM, barriers of EBM application and physicians’
opinion how to improve EBM practice

(Table 11) showed the difference in physicians’ knowledge of EBM among
different scientific degrees. Physicians of Master degree who correctly defined EBM
(36%) more than MBChB (33%), and doctor degrees (34.5%) but this difference was
not significant (X*=1.47, p=.479).Those who remembered EBM related sites on the net
from master (59.8%) significantly differed from MBChB (31.3%), and doctor degrees
(47.1%) (X*=30.81, p<.001).

Understanding of EBM related terms as confidence interval differed whether the
degree was MBChB (10%), Master (18.9%) or Doctor degree (17.2%) (X*=6.06.
p=.048). Master degree physicians properly understood absolute risk (33.5%) more
than MBChB (15%) and doctor degrees (27%) (X2=18.92, p<.001).

Regarding understanding of other terms, physicians who obtained master degree
were superior to doctor degree followed by MBChB in explalmng relative risk
(X?=21.58, p<.001), NNT (X*=19.24, p<.001) and odds ratio (X’=7.84 p=.020).
However, understanding of heterogeneity and publication bias was more among
physicians of doctor degree than master degree follovsed by MBChB& diploma, this
difference was highly significant (X’=24.51 p<.001)&( X*=26.69, p<. 001) respectively.

A computed knowledge score was compared among the different scientific
degrees. There was significant difference in the mean rank knowledge score between
MBChB (231.9), Master (315.04) and Doctor Degree (298.52) (X2=28.99 p<.001). Pair
wise comparison was done and there was significant difference in mean rank
knowledge score between master which was higher than MBChB (U= 11969, p<.001),
Between Doctor that was also higher than MBChB (U= 14596, p<.001) but no
significant difference existed between master and doctor degrees (p>.03).

(Table 12) displayed attitude towards EBM among different scientific degrees.
Physician's attitude towards current promotion of EBM was 96% among master degree,
94.5% in 1\*1]3ChH' and 93.6% in doctor degree but this difference was statistically not
significant (X°=.85, p=.654). The effort done by colleagues to search for the best
current clinical knowledge on the net didn’t differ whether the degree was MBChB
(86.2%), master (86.9%) or doctor degree (84%)(X°=.559, p=.756). A positive attitude
towards the usefulness of research finding in patient management was recorded in
92.3% of MBChB, 96% of Master and 92.9% of doctor degree (X°=2.09, p=.352).

The adoption of EBM places another demand on already-overloaded physicians,
physicians who disagreed this statement were 27.8% (MBChB), 26% (master) and
30.1% (doctor degree) (X’=6.1, p=.737). Also no significant difference was present in
physicians’ attitude that Practicing EBM improves patient care between different
scientific degrees (X=1.794 p=.408). near half of the physicians of master and doctor
degrees frequently needed EBM in clinical practice compared to about one third of
MBChHB physicians (X*=2.7, p=.258). 75.8% of physicians having master degree felt a
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knowledge gap significantly higher than those having MBChB (71.9%) followed by
doctor degree (63.2%) (X*=6.17, p=.046).

Generally no significant difference existed in median attitude score between
MBChB 3(-7to7), master 3(-3to7) and doctor degree 3(-7to7) (Kruskal Wallis
test=1.96, p=.374).

Opinion about the barriers of EBM application as presented by physicians with
different scientific degrees was shown in table 13. Lack of time was significantly
higher in about three quarters of physicians of MBChB degree than 71.7% of master
and 61% of doctor degree (X=6.5, p=.039). There was significant difference between
physicians of MBChB (42.4%), master (32.9%) and doctor degrees who believed that
no financial gain was a barrier for EBM practice (X°=8.48, p=.014). Insignificant
difference existed between the three scientific degrees that thought of lack of strong
evidence as a barrier (X°=3.32, p=-390). Those who considered too much evidence is a
barrier from MBChB (50.5%) didn’t differ from master (62.3%) or doctor degree
(55.3%) (X*=4.76, p=.092). More than half of the physicians from each degree were
convinced that availability of information from other sources was an important barrier
for EBM use but the opinion difference was insignificant (X*=2.23, p=.327). Either of
patients’ culture not matching with current evidence or belief of over confidence that
physician does not neced EBM didn’t significantly differ between the mentioned
scientific degrees. Lack of critical appraisal skills was considered a barrier by almost
three quarters of physicians having MBChB(70.3%). master (69.3%) compared to
about half of doctor degree physicians(X2:l2.69,p=.002).

(Table 14) illustrated opinion of physicians from different scientific degrees
about how to reinforce the use of EBM. One idea supported by one fourth of MBChB
participants compared to one third of those from master and 39.7% of doctor degrees
was learning the skills of evidence based medicine (X2=7.5, p=.023). Using evidence
based summaries was believed by 55% of MBChB respondents who didn’t
significantly differ from master (48.2%) or doctor degree respondents to increase EBM
application (X*=2.58, p=.274). Finally, physicians from MBChB degree (33.6%) who
suggested the use of EBM practice guidelines significantly differed from master (28%)
and doctor degrees (21.8%) (X*=6.56, p=.037).
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Table(11):Comparison of physician's knowledge about EBM between MBChB, Master
and Doctor degrees:

1-Definition of Evidence Yrong 147 69.7 105 64 114 | 655 Chisgluarc
Based Mealicine Right | 64 w5 | seclia e T2 o1
r ght : 5| (p=479)
2- remembering Any site No 145 68.7 66 402 | 92 | 529 | X-=3081
{ on the net related to EBM (p<.001%)
. Yes 66 31.3 89 593 | &2 | 47 ] @
|
: = | 3- Confidence interval Ne 189 89.6 133 81.1 144 | 828 X;:‘S.UE
= Yes 22 10.4 31 189 | 30 | 172 | (p=048%)
- .
8 | & Abwstotorisk No 180 85 109 | 665 | 127 | 73 X 48.9*2
g Yes 31 15 55 33.5 | 47 27 (p<.001*)
2 £l s No 183 87 110 | 671 | 127 | 13 | x>=2158
= | 5- Relative risk *
g Yes 28 13 54 329 | 47 27 (p<.001%)
—‘2 6. NNT No 188 89.1 118 72 | 132 | 759 | X*=1924
il (p<.001%)
2 Yes 23 10.9 46 a8 | 42| 242
9 ,.s 2:
8 | 7. 0dds ratio No 181 85.8 122 | 744 | 142 | 816 X! 7.8::
s Yes 30 14.2 42 256 | 32 | 184 | (p=020%)
ah
<] 5 T
4 | & Hoteropensity No 204 96.7 145 | 884 | 141 [ 81 X 24.5*1
E Yes 9 33 19 11.6 | 33 19 (p<.001*)
Z = =
£ | 9- Publication biss No 205 97.2 140 | 854 | 141 | 81 | x 26.6;9
] Yes 6 2.8 24 146 | 33 19 (p<. 001*)
Knowledge score(/9)
mean(+sd) | 1.31(21.69) 2.6(x2.67) 2.33(+2.56)
median(min-max) 1(0-9) 2(0-9) 1(0-9) \K»]'-U]S]!{al
meanrank 232.84 . aepel ol TR B e
ol U'=11969 U=14596 | (5<001%)
______________________ (p<.001**) (p<.001%%)
P2

*: results<.05 are significant §: Mann-Whitney test
**: results <.016 are significant after bonfferoni correction ¥: standard deviation

3.




Table(12): Comparison of physician's attitude towards EBM between MBChB, Master
and Doctor degrees:

1. The Physician's attitude towards (ve)attitude | 10 5.5 10 | 64 | C ;(S?Eaggaﬁ‘
current promotion of EBM (+ve)attitude | 171 | 94.5 | 143 | 96 | 147 | 93.6 (p=_5 54)
2. The effort done by colleagues to (-ve) attitude | 25 13.8| 19 |13:1| 24 16 g
search for the best current oA
i =756
cliicallinoniais on Uik wet? (+ve)attitude | 156 | 862 | 126 |86.9 | 126 | 84 (p=.756)
3. The usefulness of research (-ve)attitude | 14 27 6 4 11 s | X2=2.09
findings in day-to-day i — 352
i o b (+ve)attitude | 169 | 923 | 145 | 96 | 145 | 929 | (p=352)
4- The adoption of EBM places (-ve)attitude | 130 | 722 | 108 74 | 107 | 699 X=6.1
another demand on already- ) — 737
S e (+ve)attitude | SO | 27.8 | 38 | 26 | 46 | 30.1 (p=.737)
5- Practicing EBM improves (-ve)attitude | 10 | 5.5 534 | 107 63 X*=1.794
patient care (+ve)attitude | 172 | 945 | 153 | 96.8 | 148 | 93.7 (p=408)
6-The frequency of EBM need in (-ve)attitude | 119 64 87 |569| 87 | 56.1 X=27
day to day clinical practice (+ve)attitude | 67 | 36 | 66 [43.1 68 | 439 (p=258)
7-The frequency of knowledge gap (-ve) attitude | 52 | 28.1 | 37 |242| 57 36.8 X*=6.17
in clinical practice (+ve)attitude | 133 | 719 | 116 [758| 98 | 63.2 | (p=.046")
attitude score(/7) Kruskal
mean(zsd) " 2.63(£2.67) | 3.14(22.09) | 2.69(x2.96) |  Wallis test
X=1.96
median(min-max) 3(-7t07) 3(-3t07) 3(-7t07) (p=374)

*: results<.05 are significant
++: Percentage calculated in each question after exclusion of physicians’ answers (I don’t know
EBM)
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Table(13):Comparison of Physician's opinion about barriers towards application of
EBM between MBChB, Master and Doctor degrees:

- No 50 212 45 |[283| 62 39 X*=6.5
1- Lack of time. i *
Yes| 134 | 728 | 114 | 71.7]| 97 61 | (p=039%)
AL sy oLl No| 106 | 576 | 106 |67.1| 115 | 723 | x’-848
2- No financial gain in using EBM.
£ & Yes| 78 42.4 52 |329]| 44 | 277 | (p=014%)
N 78 24| 76 |478| 83 | 522 =
3- Lack of strong evidence. 2 < X__ 3302
Yes| 106 | 57.6 83 |[522| 76 | 47.8 | (P=390)
3 No 91 495 60 g7 v il il 44.7 | X*=476
4- Too much evidence. 15
Yes| 93 50.5 99 |623| 88 | 553 | (p=092)
5- Awvailability of information from No 65 353 54 34 66 | 41.5 X%=223
other sources. Yes| 119 | 647 | 105 | 66 | 93 | 585 | (P=327)
6- Patients’ culture not matching with No 97 52.4 84 | 528 101 | 63.5 | X>=525
current evidence. Yes| 88 |476| 75 |472] 85 | 365 | (P=072)
55 : 49 | 30. 46.5 2
7- Lack of critical appraisal skills. op 2 i R X_ 12"?
Yes| 130 | 703 | 110 |692| 85 | 53.5 | (p=002%)
8- Belief of over confidence that No 95 511 74 463 | 77 48.4 -
hysician does not need EBM X=£0
1an .
s Yes | 91 48.9 8 |[53.7| 8 | 51.6 | (p=667)

*: results<.05 are significant

T: Percentage calculated in each question after exclusion of physicians’ answers (I don’t know

EBM)
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1 Table(14): Comparison of Physician's opinion about methods to increase application of
EBM between MBChB, Master and Doctor degrees:

| [a-By leaming the Yes 155 73.5 100 | 665 | 105 | 603 |2et_

; 3 X5 =75

| skills of ev1dence (=023*)
T P - 56 265 | 55 | 335 | 69 | 397 |

| b- By using evidence Yes 95 45 85 51.8 91 523 | X*=25%

'! based summaries.  No 116 55 79 | 482 | 83 | 47.7 |(®=274)
¢c-By using evidence Yes 140 66.4 118 72 136 | 78.2 2_

) X?=6.56

based practice (p=.037%)
idelinies: No 71 36 | 46 | 28 | 38 | 218 |0

| *: results<.05 are significant

: Section 1V: Comparison between different clinical departments (Radiology
and laboratory, Anesthesia and Critical care, Surgery and
obstetrics, Internal medicine and pediatrics, and Oncology)

| regarding knowledge, attitude towards EBM, barriers of EBM
' application and physicians’ opinion how to improve EBM practice.

(Tables 15, 16) demonstrated the knowledge of EBM among physicians in
different clinical departments. Physicians from internal medicine& Paediatric
departments properly defined EBM (43%) more than surgeons& Obstetricians (37.3%).
oncologists (35.6%), radiologists (28.6%) and anaesthetists& critical care physicians
(22.3%) and this difference was significant (X*=14, p=.007). Insignificant difference
existed between participants from the mentioned departments in remembering EBM
related sites on the net (X’>=7.71, p=.942). Although 20.3% of oncologists, one fifth of
radiologists, 13.4% of Anaesthetists& critical care physicians, 14.5% of surgeons
understood confidence interval, they didn’t differ significantly from 9.6% of
paediatricians& internal medicine physicians who understood it (X’=7.49, p=.112),
Regarding absolute risk, almost one third of oncologists relative to 28.1% of physicians
| from internal medicine and paediatricians, 20.5% of Anaesthetists& critical care
physicians, 22.7% of surgeons, about one fifth of radiologists (X’=4.87, p=.301).
Perceiving the meaning of relative risk didn’t differ between oncologists (32.2%),
surgeons & obstetricians (27.3%), internal medicine physicians &paediatricians
(25.2%) and Anaesthetists & critical care doctors (21.4%) followed by Radiologists&
laboratory physicians (16%) (X*=7.42, p=.115).

NNT was understood by surgeons& obstetricians (29.1%) significantly higher
than oncologists (25.4%), critical care physicians and anaesthetists (20.5%), Internal
medicine participants& paediatricians (17%) and finally radiologistsé& laboratory
physicians (13.5%) (X’=10.89, p=.028). However, insignificant difference existed
between the participants from all clinical departments in understanding of odds ratio
(X’=2.54, p=.636), heterogeneity (X’=7.84, p=097), and publication bias (X’=7.34,
p=.119).
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Generally, the median knowledge score didn’t differ significantly between
oncologists 1(0-9), surgeons& obstetricians 1(0-9), Internal medicine physicians &
paediatricians 2(0-9), Radiologists 1(0-9), Anaesthetists & critical care physicians 1(0-
9) (Kruskal Wallis test =8.86, p=.052).

(Table 17) illustrated physicians’ attitude towards EBM between clinical
departments. The majority of surgeons& obstetricians (97.1%) had positive attitude
toward current promotion of EBM that didn’t significantly differ from, Internal
medicine participants& pediatricians (95.2%), Radiologists& laboratory physicians
(94.9%), anaesthetists & critical care physicians (93.6%) and oncologists (90%)
(X>=2.56, p=.633). The effort done by colleagues to search for the best current clinical
knowledge on the net was accepted by 96.8% of physicians from internal medicine&
pediatrics that were significantly higher than surgeons& obstetricians (85.4%),
oncologists(84.8%), Radiologists& laboratory physicians (83%) and lastly
Anaesthetists & Critical care participants (75.5%)(X°=21.25, p<.001). The usefulness
of research findings in day-to-day management of patients was agreed by internal
medicine physicians& pediatricians (97.7%), surgeons& obstetricians (95.7%),
followed by radiologists& lab physicians (92.6%), oncologists (89.8%) and
Anaesthetists & critical care physicians (89.7%) (X’=7.51, p=.111). Near half of
oncologists didn’t agree that the adoption of EBM places another demand on already
overloaded physicians, they were significantly higher than radiologists (33.6%),
anaesthetists & critical care physicians (32.7%), surgeons& obstetricians (22.1%) and
physicians from internal medicine & paediatrics (17.4%) (X*=17.01. p=.002).
Statistical significant difference existed between physicians from different clinical
departments in their attitude that EBM improves patient care (X°=11.04, p=.024).
Despite the frequency of EBM need in day to day clinical practice was not significantly
differ between physicians from clinical departments (X’=3.42, p=.635), physicians
from internal medicine& paediatrics (79.5%) felt a knowledge gap in clinical practice
that significantly differed from anaesthetists & critical care physicians(76.6%),
surgeons& obstetricians (68.6%). radiologists (61.7%) and 60% of oncologists
(X*=13.94, p=.004).

Computed attitude score was compared between physicians from different
clinical departments and there was insignificant difference in the median attitude score
between radiologists& laboratory physicians 3(-7to7), anaesthetists& critical care
doctors 3(-4to7), surgeons& obstetricians 3(-5t07), physicians from internal medicine&
paediatrics 3(-7to7) and oncologists (KruskalWallis test= 3.22, p=.522).

(Table 18) showed barriers towards EBM application in different clinical
departments. Physicians who suggested lack of time as a barrier were significantly
different between departments as: Surgery & Obstetrics (79%), Internal medicine&
pediatrics (75%), radiology& laboratory department (65.8%), Anesthesia & Critical care
(60.6%) and oncology department (56%) (X*=147, p=.005). Regarding no financial
gain in using EBM, There was insignificant difference between opinion of physicians
from Internal medicine& pediatrics (38.3%), radiology& laboratory department
(37.5%), Anesthesia & Critical care (35.6%), Surgerv& obstetrics (29.3%) and
oncology department (28%) (X?=3 .44, p=2487). Pediatricians and physicians from
internal medicine department (63.3%) considered lack of strong evidence is a barrier of
EBM practice compared to surgeons& obstetricians (57%), Radiologists& laboratory
physicians (55%), oncologists (46%), critical care doctors & anaesthetists (36.5%)

37




(X*=18.54, p=.001). Although 63% of surgeons& obstetricians were convinced that too
much evidence was an important barrier for EBM use, they didn’t differ from
Oncologists (62%), anaesthetists and critical care doctors (55.8%), Internal medicine
doctors& pediatricians (53.9%) and radiologists & laboratory doctors (49.2%) (X>=5.2,
p=.267). Also the opinion difference between physicians from different departments
was insignificant about barrier of availability of information from other sources
(X*=1.31, p=859)

Patients’ culture not matching with current evidence was a barrier by more than
half of Internal medicine doctors& pediatricians (58%), 47% of surgeons&
obstetricians who significantly differed from radiologists & laboratory doctors (40%),
critical care doctors & anaesthetists (32.7%) and oncologists (32%) (X2=21.11,
p<.001). Finally, there was significant difference between physicians’ opinion from
clinical departments that lack of critical appraisal is a barrier for EBM practice
(X*=13.78, p=.008).

(Table 19) identified the physicians’ opinions about how to increase EBM
practice. Learning the basic skills was accepted by more than half of critical care
physicians & of anaesthetists (65.2%), more than one third of oncologists (39%), 38.3%
of radiologists& laboratory doctors, 29.1% of surgeonsé& obstetricians and 25.9% of
physicians from internal medicine and pediatrics. However, this opinion difference was
insignificant (X?=6.66, p=.154). Physicians who believed that using EBM summaries is
an important way to reinforce EBM application didn’t differ between departments as:
Internal medicine& pediatrics (52.6%), Surgery & obstetrics (50.9%), Oncology
(49.2%), Radiology& laboratory departments (47.2%) and lastly Anesthesia& Critical
care departments (46.4%) (X’=1.26, p=.867). There was insignificant difference in
physicians’ opinion of using EBM practice guidelines between clinical departments
(X*=7.73, p=.942).
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DISCUSSION

The need for evidence-based medicine (EBM),(54’5 9 as well as EBM
guidelines®® ) and EBM performance indicators in the management of commonly
encountered problems in general practice and primary care has been detailed recently in
several papers. Some surveys have concluded, however, that the best available evidence
is seldom used when making clinical decisions. % A review of physicians’
performance suggested that learning how to practice EBM-seeking out and applying the
findings of EBM summaries and adopting evidence-based practice protocols can keep
us aware of medical advances and help to enhance our clinical performance. 59 By
adopting the practice of EBM, it is believed that primary care will be improved
significantly. Evidence-based practice also supports decision-making shared with users,
which is already favored within the medical community as the ideal of decision
making. ©

Developing countries have limited resources, so, it is vital that the health care
provided is effective. The number of systematic reviews relevant to developing
countries is increasing. Disseminating the findings of systematic reviews to
policymakers, health professionals, and consumers is an essential pre-requisite to
changing practices. 63)

The application of EBM in developing countries could save millions of dollars
in terms of health expenses by avoidance of unnecessary tests or prescribing
inappropriate treatments for indigent patients. Thus, limited resources, inadequate drug
regulations together with limited capacity for continuing medical education, all
necessitate the introduction of EBM into developing countries. Action is required at all
levels of health care systems, from consumers through to health professionals,

ministries of health, and international organizations. 48)

In Egypt, there is no formal training on EBM, that resulted in gaps in
knowledge, skills and practice of EBM and therefore most of medical professionals
build their decision on their clinical experiences, consultation of colleagues and the
Common sense. *”

The Alexandria University Hospitals are considered tertiary care centers that
serve not only patients living in Alexandria but patients from different neighboring
villages and small towns of Behira governorate such as: Kafr el dawar, abou homos,
and Abees, etc. So, a huge number of patients attend and seek medical care every day
which reinforce the need for EBM application to improve the quality of patient care.
This study is necessary to provide information on knowledge, and attitude towards
EBM among physicians belonging to University of Alexandria especially that very few
data are known about this topic among our physicians.

The last decade has been marked by an overabundance of workshops and
courses all over the world on practicing and teaching EBM, or more correctly, evidence
based health care. Likewise, electronic and online databases of systematic reviews and
summaries of evidence are increasingly becoming available. @D Besides, many books
on EBM have been published which present common primary care questions, show
how to critically appraise papers, and to evaluate different kinds of evidence. So, each
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physician can learn and access EBM every day and everywhere. If the current best
evidence is not considered, the clinical practice of Physicians is possibly at risk of
becoming out of date, to the detriment of patients.

The tool of data collection was a self-administered questionnaire consisted of
closed questions about the respondent’s knowledge of EBM, attitudes toward daily
clinical decision making, and possible barriers to EBM application. The choice of the
study questionnaire was based on a comprehensive literature review of publications of
existing questionnaires. This literature review led us to base our questionnaire on that
of McColl et al. ®® The idea behind using a previously published questionnaire is to
ensure the validity and applicability of this questionnaire and to allow international
comparison with other studies using the same one. ©% 3% 353738, 41) 11,0 questionnaire
was reviewed by a panel of 3 local experts in EBM and discussed in a validation
meeting to establish content validity. The revised questionnaire was piloted and
modified based on the feedback we received from respondents to ensure its
applicability.

Response rate of the study:

Surveys of knowledge and attitudes toward EBM were performed in different
geographical and socio-economic settings .The overall response rate in this study was
91.5%, which is a considerable achievement compared to response rates to
questionnaire surveys from other countries. For example; In Jordon, the response rate
was 70.5%. ¥ It was still higher than that of other studies from Saudi Arabia
(85.5%)°7, Belgians (48.7%) “V This might be due to depending on online data
collection in other studies while in our study personal approach to physicians and
asking to complete the self administrated questionnaire was adopted. A similar
approach used in a similar study conducted in United Kingdom, 2007, reported a
response rate 100%. 2

Knowledge of EBM among the physicians:

Regarding knowledge of EBM, 44.8% of physicians accessed EBM sites as
Medscape, Cochrane database, E-medicine and Medline (Pubmed) while 55.2% of
physicians didn’t know any site on the net related to EBM. Another study was done
with the same objectives among physicians in Ain Shams University in Cairo, ©¢?
around three fourth of doctors knew about EBM. About one third of doctors had
knowledge about EBM related sources of information (Cochrane Library).

For understanding of EBM technical terms, an average of 17.8% of respondents
showed proper understanding of the mentioned terms, 32.2% of respondents showed
some understanding that differed from staff doctors in Ain Shams University who well
knew an average of 40% of these terms. ®” This lightly differed from 38.1% of
Jordanian respondents who properly understood these terms. On the other hand, the
terms Publication bias, number needed to treat, and heterogeneity were poorly
understood by both Jordanian participants and physicians in our study. ®® Around 40%
of respondents in Saudi Arabia answered the question on absolute risk correctly.
Questions on the validity and predictive values were attempted by 63% of the
respondents ¥ and around 50% of Qatari physicians could explain EBM related terms
properly. ®® This knowledge difference between the participants in our study and other
Arabian respondents may be attributed to the majority who were physicians of non-
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Saudi and 75% of non Qatari nationalities. In Japan, The respondents reported also
insufficient knowledge of methodological EBM terms but at the same time, the
majority of respondents showed enthusiasm to learn more about EBM. ®Our
physicians were very similar to the Belgian insurance physicians in the ability to
interpret research results ~19% (e.g. NNT, relative risk reduction, odds ratio, etc). “1)
Belgians® self-assessed knowledge scores ranged from 0 to 21 out of a possible 28, with
a mean of 6.01 = 5.7. Y This slightly differed from our calculated knowledge score
2.02 £2.37 out of 9 and both are considered limited knowledge of EBM.

Generally, the study revealed that physicians’ knowledge of EBM is low.
Awareness and access to specialized EBM resources is still limited.

Attitude towards EBM among the studied physicians (n=549)

Regarding attitude towards EBM, The physicians had conclusively positive
attitude toward EBM (average = 2.8+2.61 out of 7, median=3 ranging from-7to7).
More than three fourth of our respondents welcomed the current promotion of EBM
and accepted the effort done by colleagues to search for the best current clinical
knowledge on the net. Almost 85% of participants agreed the usefulness of EBM in the
management of patients. Physicians’ attitude in this study was very close to that attitude
among Ain Shams University staff, 77.8% of the sample were welcoming EBM, 62.2%
agree about usefulness of research findings in daily practice. 86.5 % agreed that
practicing EBM enhance patient outcome. However, 43.1 % claimed that practicing
EBM increase work load. ©®” This signified the positive attitude of Egyptian physicians
towards EBM either in our study or in Ain Shams University. This attitude didn’t differ
a lot from primary health care physicians’ attitude towards EBM in Riyadh region in
Saudi Arabia; the current promotion of EBM was favored by the great majority (91%).
They thought that their colleagues were welcoming as well (89%). Most of them agreed
that practicing EBM improves patient care (93%) and said that research findings were
useful in their daily management of patients (92%). Few agreed with the view that
EBM was of limited value in primary care (18%) but agreed that the adoption of EBM
places another demand on overloaded physicians. $3) Another study was in Eastern
Saudi Arabia also among primary health care physicians; the overall mean attitude
score was 23.943.3 of 30 points among those who had heard about the EBM concept.
Most of the respondents had a positive attitude towards EBM. 89 (90.8%) of those who
had heard about the concept scored above 19 out of 30 points. In calculating the
respondent’s answers about the statements used to assess their attitude towards EBM,
81.2% agreed (agreed and strongly agreed) that care given to patients could be
improved by using EBM, 69.3% agreed that health care costs could be reduced through
EBM. ©* The welcoming attitudes of primary healthcare physicians in Qatar towards
EBM were similar to those in Saudi Arabia. 68 In Jordan, More than 90% of the
respondents had similarly positive attitudes toward EBM. Regarding the Europeans,
Also our participants’ attitude didn’t differ from the Norwegians’ attitude that 80%
agreed that EBM helps physicians towards better practice and nearly half agreed that it
“‘improves patients’ health”.®® In Belgians, attitude towards evidence-based medicine
is also positive, Only a very small percentage of respondents didn’t welcome the
development of more clinical practice guidelines (4.8%) or expressed a negative
attitude towards the use of electronic recommendations during their consultations
(3.9%).
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Physicians’ opinion about barriers towards application of EBM (n=549):

Regarding the physicians’ opinion about barriers towards application of EBM,
The most commonly mentioned barrier was insufficient time (more than half of the
physicians 62.8%). This might be attributed to extremely heavy workloads in the
Alexandria University hospitals as tertiary care center. Also the same clinicians who
work in these hospitals have also their private work that was another reason for lack of
time. In Ain Shams University hospital, lack of time was considered a barrier by 59.1%
of the physicians. This obstacle of insufficient time was echoed in many other studies.
(33 6. 679 I Jordan lack of time constituted an important barrier by a similar
proportion of physicians (68.8%). In Qatar it was a barrier among three fourth of the
physicians. ®® It was the main perceived barrier in general practice of British clinicians
(70%). ©® The situation differed in Saudi Arabia; the major perceived barriers among
the respondents were work overload and the unavailability of a library in the locality by
around one third of the respondents. In Belgians, lack of EBM skills was a barrier by
80% of participants. One way to increase the time available to practice EBM would be
to change the emphasis of postgraduate education from lecturing to training in the
access and interpretation of Evidence and in the use of these skills in practice. ®¥ Lack
of critical appraisal skills was the second most commonly identified barrier (59.2%).
This is similar to findings in other countries as 49% of Australasian physicians reported
inability to recall specific appraisal criteria and 35% reported inability to record the
results of appraisal for future use. “® other barriers for EBM application in our study
were availability of information from other sources, too much evidence, Belief of over
confidence that physician does not need EBM, Patients’ expectations not matching with
EBM and lastly no financial gain in using EBM or Lack of investment by health
authorities that was the second obstacle for EBM practice in Jordan. This aroused from
the perception that training in EBM might add more of a financial burden to the health
authorities; this is a fundamental misunderstanding of its financial consequences.
Physicians who practice EBM will identify and apply the most efficacious interventions
to maximize the quality and quantity of life for individual patients; this would raise
rather than lower the cost of their care. (V

Physicians’ opinion about methods to improve EBM application:

Regarding the opinion of the physicians about how to increase EBM
application, using EBM practice guidelines was the opinion of the majority of our
physicians (71.8%) followed by learning the basic skills of EBM (67.2%) and finally
using EBM summaries from abstracting journals (49.4%). The approach of medical
staff in University of Ain Shams to move toward EBM practice were case review and
discussion held in each department (62.5%), integration of EBM course in
undergraduate curriculum (51.9%), workshops held for practicing clinician about EBM
(51.3%) and a department specialized to supply the college with EBM reviews and
summaries (35.3%). ®” The Jordanian participants thought that the best way to move
from opinion-based medicine to EBM was by learning the skills of EBM. ®® There was
agreement between our clinicians and the largest proportion of PHC physicians in
McColl’s study in the UK (57%) who thought that the most appropriate way to apply
EBM was by using evidence-based guidelines or protocols, while 37% thought it
should be by secking and applying evidence-based summaries and only (5%) by
identifying and appraising the primary literature or systematic reviews.®?Qatari
physicians were convinced that the most appropriate way to move from opinion-based
medicine to EBM is through focusing on training in the critical appraisal of research.®
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A similar opinion to Jordanian physicians was found in the Riyadh study in Saudi -
Arabia that most of the respondents (42.6%) thought that the best way to improve EBM
application was by learning the skills of EBM, while (37.0%) thought it should be by
using evidence based guidelines or protocols. ©@3)

Physicians' knowledge and attitude towards EBM in MRI, MUH and El Shatbi
hospital and comparison with other countries:

The average knowledge score was significantly higher in MRI (2.54+2.36) than
MUH (1.88+2.31) and El Shatbi hospital (2.02+ 2.54) (p=.001, p=-008 respectively).
Also the average attitude score was higher in MRI (3.81+1.84) than MUH (2.61£2.85)
and El Shatbi (2.64+2.07) (p=.001, p<.001). This could be attributed to many reasons;
first: Activities in MRI are more research oriented and the main goal is teaching and
training postgraduates. Second: the presence of center of evidence based medicine
which applies different research activities and continuous medical education in form of
workshops for clinicians under the supervision of experts in EBM and finally: learning
the basic skills about EBM is integrated as part of the curriculum in Diploma and
Master degrees and taught to postgraduate students. This gives the clinicians in MRI a
more chance to learn more about how to apply and practice EBM in patients care.

Comparison of EBM knowledge between different settings was done in other
studies but not restricted to University sector only. In Croatia, Comparison between
family medicine physicians and University physicians was done which revealed that the
knowledge of EBM and the use of The Cochrane Library were more familiar and
significantly higher among the University physicians. Significantly more hospital
physicians than family physicians used the internet to solve dilemmas about patients
(82% vs 65%, P < 0.001). Common search engines, such as Google search, were the
most common internet resource used among family physicians, compared with PubMed
among hospital physicians This can be in part explained in the study by the fact that
primary health care offices are not a part of the academic network providing access to
online bibliographical and information resources and could be due to the difference
between them in obtained postgraduate degrees. (69)

Another comparison was done between insurance physicians employed at one
of the six Belgian social insurance sickness funds and the medical inspectors employed
At the National Institute of Disability and Health care Insurance (NIDH). The general
knowledge and attitude scores towards EBM and clinical practice %uidelines (CPG's)
did not differ between physicians with two different employments. tl

Physicians' knowledge and attitude towards EBM among different scientific
degrees and comparison with other countries:

Regarding comparison between different scientific degrees, the knowledge
score in our study was significantly different according to scientific degrees (p<.001). It
was significantly higher in master and doctor degrees than MBChB while it didn’t
differ between master and doctor degrees, although it was slightly higher in master than
doctor degree. This result was also expected. This might be explained that the
introduction of EBM in Egypt and to our physicians was a relatively new era relative to
other developed countries, so physicians with MBChB who didn’t learn EBM in
undergraduate curriculum have a limited knowledge of it. Clinicians who continuously
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search the internet are those from master and doctor degrees. Although the attitude
score was statistically insignificant between different scientific degrees, all degrees
have positive attitude towards EBM. In Ain Shams University, there was no significant
relation between knowledge about EBM and Physicians’ job title whether Resident
Assistant lecturer, Lecturer or Assistant professor& professor. ©¥ In Qatar, Analysis of
the time since graduation shows that the highest proportion of PHC physicians who
actively practiced EBM had 21-30 years since graduation (83.3%) (Doctor degree
physicians), while the lowest rate (33.0%) was among those who had graduated 3140
years ago.

Physicians' knowledge and attitude towards EBM in__different clinical
departments and comparison with other countries:

Comparison between different clinical departments was also an important issue
in this study. There was insignificant difference in the median knowledge and attitude
scores between these different clinical departments (p=.052, p=.374 respectively). The
situation was different in western Saudi Arabia. For EBM knowledge, there was
statistically significant difference between understanding of terms related to EBM and
different specialties. There was significant difference between family medicine
consultants who properly understood these terms and other specialties. ®” Furthermore
in United Kingdom, trainees from surgical specialties felt more confident at assessing
research evidence (p = 0.009), and medical specialty trainees felt more confident at
evaluating statistical tests (p = 0.038) than those clinicians from other specialties. ©¢?
However, in Japan, the study revealed that there was no significant difference in
understanding of methodological terminology between residents from surgery and non-
surgery groups (P = 0.516). ¥

In Norway, Fewer physicians in surgical specialties compared to other
specialties reported ‘‘Use of best evidence in clinical practice’” (74% versus 86%,
p=-003) and ‘‘Independent systematic review’’ (66% versus 79%, p=.021) as important
aspects of EBM. They also seem to use other sources of information in making their
clinical decisions. While 72% of them indicated international medical journals and 70%
Pub Med compared to only 49% (p<.001) and 53% (p=.011) of physicians in other
specialties, they did not differ significantly from the rest of respondents in their low use
of Cochrane Library. %

Another study surveyed the difference of EBM knowledge and attitude among a
large sample of both allied health care professionals and CAM (complementary and
alternative medicine) practitioners. Differences in knowledge and beliefs concerning EBP
among both were found. More CAM practitioners compared to allied health g)rofessionals
accessed educational literature via the Internet (95.3% v 68.1%, p=0.008). 7°
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SUMMARY

Evidence based medicine (EBM) is defined as the conscientious, explicit, and
judicious use of current best evidence." It means integrating individual clinical
expertise with the best available external clinical evidence from systematic research.

High quality health care implies clinical practice that is consistent with the
current best evidence. Evidence based Medicine (EBM) has thus become an impetus
for incorgorating critical appraisal of research evidence alongside routine clinical
practice. 0

The presumed benefits of EBM are: to help clinicians deal with ‘information
overload’; to reduce inequalities in the delivery of healthcare (and distribute healthcare
resources more equitably); to reduce healthcare costs; and to justify treatment choices
to the public. ©)

A review of physicians’ performance suggested that learning how to practice
EBM, seeking out and applying the findings of EBM summaries and adopting
evidence-based practice protocols can keep us aware of medical advances and help to
enhance our clinical performance. @ EBM practice also supports decision-making
shared with users, which is already favored within the medical community as the ideal
of decision-making. ©)

Awareness of evidence based medicine is defined as the ability to perceive and
understand the concept of EBM. The Awareness of evidence-based medicine is still in its
infancy in the developing and especially in Arabian countries. Recent research has
shown that physicians' general perception and attitude to EBM is positive (1,32 Despite
this, there is still a need to improve research skills and critical appraisal 43 and a certain
degree of rejection towards EBM's reductionist focus is evident. ®* Furthermore,
implementation of new information into daily clinical practice is slow.

In Egypt, Alexandria university hospitals, this topic is particularly complex, little
studied and misunderstood, and its true impact in this setting is uncertain. Very few
data are known about physicians' awareness of, attitudes towards evidence based
medicine, the extent of their skills to access and interpret evidence, the barriers to
moving from opinion based to evidence based practice, and the additional support
necessary to incorporate evidence based medicine into everyday general practice.

The aim of this work is:

—  Assessment of the physician's awareness of evidence based medicine (Choosing the
proper definition of EBM, Writing the name of any site on the net related to EBM,
and understanding of some technical terms).

—  Assessment of physician's attitude towards current promotion of EBM.
~  Physician's opinion about barriers towards application of EBM.

—  Physician's opinion about how to increase EBM in every day management of
patients.
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This is a cross sectional study. A self-administrated questionnaire was
distributed to the physicians working in the hospitals belonging to University of
Alexandria. A two stage sampling method was adopted. The first stage was conducted
by random selection of three hospitals from the Alexandria University hospitals; MUH,
El Shatbi hospital and MRI’s hospital. The second stage was done by selection of
physicians from different clinical departments in each hospital using a simple random
sampling method.

A pilot study was conducted and some modifications were done after
consulting three experts in evidence based medicine to reinforce the content validity of
the questionnaire. Those who refused to complete the questionnaire were excluded. In
such cases, another randomly selected physician from the same department was
included. A sample of 549 physicians was collected.

Data was collected, coded, introduced into SPSS program version 18 (PASW),
checked for error, recoded into forms required for analysis and production of actual
statistical tabulation.

A combined knowledge score was calculated, the score was computed by
calculating the sum of positive knowledge statements. The question about source of
knowledge about EBM was excluded from calculation.

A combined attitude score was computed by calculating the sum of the positive
attitude statements and the reversed answers of the negative attitude statements, “!
excluding the statements which were neither positive nor negative (Don’t know EBM).

Chi square test was done to study the presence of statistical significant
association between knowledge, attitude of physicians toward EBM and different
hospitals (MRI, MUH, El Shatbi), Scientific degrees (MBChB and diploma, Master,
Doctor degrees) and different clinical departments (Radiology, laboratory, Clinical
physiology, surgery, Obstetrics, Internal medicine, Pediatrics, Oncology, Critical care),
Montecarlo test was used if more than 20% of total cells had expected cell counts < 5.

Kruskal Wallis test was done to study statistical significant difference in the
median awareness, attitude scores between different hospitals, Scientific degrees, and

clinical departments, pair wise comparisons for significant results were done by Mann
Whitney test.
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Conclusions

The most important findings in our study were:

Generally, Doctors had poor knowledge about the three components of EBM.
There was a lack of knowledge about and utilization of EBM related sources of
information. Knowledge score was calculated (Maximum score is 9).The
average knowledge score among physicians is 2.02(2.37), Median=1(0-9).

Response of the physicians in this study was generally enthusiastic about EBM
and expressed a favorable desire to learn more about the skills of EBM. An
average attitude score was 2.8+2.61 out of 7 median=3 (-7t07).

The most perceived barrier of EBM application in patient management was lack
of time. Lack of critical appraisal skills was the second most commonly
identified barrier, while the availability of information from other sources was
the third barrier. More than half of the physicians were convinced that too much
evidence was a barrier of EBM practice.

The physicians’ opinion about how to increase EBM application was by using
evidence based practice guidelines then learning the skills of evidence based
medicine and finally by using evidence based summaries, as summaries
obtained from abstracting journals.

Comparison of physicians’ knowledge of and attitude towards EBM between
the three mentioned hospitals revealed that MRI had statistically significant
knowledge and attitude score than both MUH and El Shatbi hospital.

Comparison of physicians’ knowledge of and attitude towards EBM between
different scientific degrees summarized that the knowledge score was
significantly higher in master degree and doctor degree than MBChB degree.
Although the attitude score was statistically insignificant between different
scientific degrees, all degrees have positive attitude towards EBM.

Comparison between different clinical departments concluded that there was
insignificant difference in the median knowledge and attitude scores between
the mentioned clinical departments.

-52-



e o
e e
- %m«n

-y o




RECOMMENDATIONS

. Planning and implementing an effective EBM educational program and workshops
can be conducted, updated and repeated regularly.

_ Further research to assess the knowledge, attitude of the physicians about EBM pre
and post application of educational programs.

. Making use of available facilities, the central computer units in most universities
plus integration of computer technology into medical practice at all levels.

. Incorporation of EBM approach into the application of clinical research within the
medical education to undergraduate students will hopefully lead to shift in the
culture of the practice of health care.

. Health care workers should be suitably equipped to develop abilities to understand
research methodologies, and it should be a requirement in all training programs.
Doctors should learn how to interpret and apply research findings.

. It is important to tailor teaching EBM to specific subgroups of physicians as those
of MBChB degree with limited knowledge of EBM.

. Focusing of EBM education in hospitals as El Shatbi where physicians have lower
knowledge of EBM.

. Teaching the clinicians the skills of critical appraisal that was the second barrier for
EBM application.

. For busy clinicians who considered lack of time is the major barrier for EBM

application, evidence based care can be applied if they only directed pre-appraised
resources as well as practical approaches to making EBM easier to apply.

-53-






10.

11.

12.

13.

14.

REFERENCES

Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence
based medicine: what it is and what it isn’t. BMJ 1996; 312(7023):71-2.

Vetter N, Matthews 1. Epidemiology and Public Health Medicine. Churchill
Livingstone, Australia. 1999, pp. 23-43.

Eddy DM. Practice policies: where do they come from? Journal of American
Medical Association 1990; 263: 1265-9.

Davis DA, Thomson MA, Oxman AD, Haynes B. Changing Physician
performance: A systematic review of the effect of continuing medical education
strategies. JAMA 1995; 274(9):700-5.

Dowiel.‘Evidence-based’, ‘cost-effective’ and ‘performance driven’ medicine:
decision analysis based medical decision making is the pre-requisite. Journal of
Health Services Research and Policy 1996; 1:104-13.

Osheroff JA, Forsythe DE, Buchanan BG, Bankowitz RA, Blumenfeld BH, Miller
RA. Physicians’ information needs: analysis of questions posed during clinical
teaching. Ann Intern Med 1991; 114: 576-81.

Covell DG, Uman GC, Manning PR. Information needs in office practice: are they
being met? Ann Intern Med 1985; 103: 596-9.

Antman EM, Lau J, Kupelnick B, Mosteller F, Chalmers TC. A comparison of
results of meta-analyses of randomised control trials and recommendations of
clinical experts. JAMA 1992; 268: 240-8.

Rosenberg W, Donald A. Evidence based medicine: an approach to clinical
problem-solving. BMJ 1995; 3 10:1122-6.

Glasziou P, Del Mar C, Salisbury J. Evidence-based Medicine Workbook. Finding
and applying the best research evidence to improve patient care. BMJ Publishing
Group, London. 2003, pp.1-139.

Sackett DL, Straus SE, Richardson WS. Evidence-Based Medicine: How to practice
and Teach EBM ,2nd edition. Philadelphia, Churchill Livingstone, Australia. 2000

Cochrane AL. Effectiveness and efficacy: random reflections on health services.
London

Guyatt GH. Evidence-based medicine: a new approach to teaching the practice of
medicine. JAMA 1992; 268(17):2420-5.

Shaughn PM, Pipkin FB.Introduction to research methodology for specialists and
trainees.RCOG Press. London, pp. 1-272.

.54 -



Reforences

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25

26.

27.

28

29.

30.

Greenhalgh T, Donald A. Evidence Based Health Care Workbook: Understanding
research For individual and group learning. BMJ publishing group. London, pp 1-167.

Oxman AD, Sackett DL, Guyatt GH, for the Evidence-Based Medicine Working

Group. Users' guides to the medical literature. I. How to get started. JAMA 1993;
270: 2093-5.

Richardson WS, Wilson MC, Nishikawa J, Hayward RSA. The well-built clinical
question: a key to evidence-based decisions. ACP J Club 1995; 123: A12-3.

Richardson WS. Ask, and ye shall retrieve [EBM note]. Evidence-Based Medicine
1998; 3:100-1.

Quote in Pickering GW. BMJ 1956; 2: 113-6.

Juni P, Altman DG, Egger M. Systematic reviews in health care: Assessing the
quality of controlled clinical trials. BMJ 2001; 323: 42—6.

Schultz KF, Chalmers I, Hayes RJ, Altman D: Empirical evidence of bias.
dimensions of methodological quality associated with estimates of treatment effects
in controlled trials. JAMA 1995; 273: 408-12.

Guyatt GH, Sackett DL, Cook DJ. Users guides to the medical literature. II: how to

use an article about therapy or prevention. JAMA 1993; 270: 2598-2601 and 271:
59-63.

Oxman AD et al. Users' guides to the medical literature.VI: how to use an
overview. JAMA 1994;272(17): 1367-1371.

Hadorn DC, Baker D, Hodges JS, Hicks N. Rating the quality of evidence for
clinical practice guidelines. J Clin Epidemiol. 1996:49: 749-754.

- Rennie D. Guarding the guardians: A conference on editorial peer review. JAMA

1986; 256:2391-2.

Nancy C. Levels of evidence. Journal of Women’s Health Physical Therapy
2005;29(2):1-2.

Guyatt GH. Evidence-based medicine. ACP J Club 1991:114 (2):12-6.

-Norman GR, Shannon SI. Effectiveness of instruction in critical appraisal

(evidence-based medicine) skills: a critical appraisal. CMAJ 1998;158(2):177-181.

Straus SE, Green ML, Bell DS, Badgett R, Davis D, Gerrity M, et al. Evaluating the

teaching of evidence based medicine: conceptual framework. BMJ 2004;
329(7473):1029-1032.

Guyatt GH, Meade MO, Jaeschke RZ, Cook DJ, Haynes RB. Practitioners of

evidence based care. Not all clinicians need to appraise evidence from scratch but
all need some skills. BMJ 2000; 8;320(7240):954-5.

-55.



References

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Godwin M, Seguin R. Critical appraisal skills of family physicians in Ontario,
Canada. BMC Med Educ 2003; 3:1-10.

McColl A, Smith H, White P, Field J. General practitioners' perceptions of the
route to evidence based medicine: a questionnaire survey. BMJ 1998, 316:361-5.

Al-Ansary LA, Khoja TA. The place of evidence-based medicine among primary
health care physicians in Riyadh region, Saudi Arabia. Fam Pract 2002; 19:537-42.

Tracy CS, Dantas GC, Upshur RE. Evidence-based medicine in primary care:
qualitative study of family physicians. BMC Fam Pract 2003; 4:1-6.

Halaseh L , Mousa AH , Barghouti F, Dabdoub A. Evidence-based medicine among
Jordanian family physicians Awareness, attitude, and knowledge . Canadian Family
Physician 2009; 55:¢13-6.

Al-Baghlie N, Al-Almaie SM. Physician attitudes towards evidence-based medicine
in eastern Saudi Arabia. Ann Saudi Med 2004;24(6):425-8.

Al-Omari FK, Al-Asmary SM. Attitude, awareness and practice of evidence based
medicine among consultant physicians in Western region of Saudi Arabia. Saudi
Med J 2006;27(12):1887-93.

N.J. Al-Kubaisi,1 L.A. Al-Dahnaim 1 and R.E. Salama. Knowledge, attitudes and
practices of primary health care physicians towards evidence-based medicine in
Doha, Qatar. EMHJ 2010;16(11):1-9.

Knops AM, Vermeulen H, Legemate DA, Ubbink DT. Attitudes, awareness, and
barriers regarding evidence-based surgery among Surgeons and surgical nurses.
World J Surg 2009;33:1348-55.

K Davies. UK doctors awareness and use of specified electronic evidence-based
medicine resources.PMC2011 Jan;36(1):1-19.

Heselmans A, Donceel P, Aertgeerts B, Van de Velde S, Ramaekers D. The attitude
of Belgian social insurance physicians towards evidence-based practice and clinical
practice guidelines. BMC Family Practice 2009; 10:64.

Mathew J, Singh M. Making the resources of the Cochrane Collaboration ‘of, by
and for the people’: a developing country perspective. Available from:
http://www.imbi.uni-freiburg. de/OJS/cca/index.php/cca/article/view/1203. In: 13th
Cochrane Colloquium. Melbourne, Australia; 2005. Accessed: March 17, 2010.

Irshad A, Ramzan M, Igbal M, Assessment of knowledge about evidence based
medicinein medical students and doctors in a Pakistan health care setting. J Ayub
Med Coll Abbottabad 2010;22(2):1-4.

Upshur RE. Looking for rules in a world of exceptions: reflections on evidence-
based practice. Perspect Biol Med 2005; 48:477-89.

-56-



45.

46.

47.

48.

49.

50.

S1.

52.

53.

54.

55.

56.

57.

58.

59.

Gupta M. A critical appraisal of evidence-based medicine: some ethical
considerations. J Eval Clin Pract 2003; 9:111-21.

Fineoutoverholt E, Melnyk B, Schultz A. Transforming health care from the inside

out: Advancing evidence-based practice in the 21st century. J Prof Nurs
2005;21(6):335-344.

Bidwell SR. Finding the evidence: resources and skills for locating information
clinical effectiveness. Singapore Med J 2004;45(12):567-572.

Jette DU, Bacon K, Batty C, Carlson M, Ferland A, Hemingway RD, Hill JC,
Ogilvie L, Volk D. Evidence-based practice: beliefs, attitudes, knowledge, and
behaviors of physical therapists. Phys Ther 2003; 83(9):786-805.

Elliott M, Joseph L, Bruce K, Mosteller F, ChalmersTC. A comparison of results of
meta-analyses of randomized control trials and recommendations of clinical
experts. JAMA 1992; 268:240-8.

Davis DA, Thomson MA, Oxman AD, Haynes B. Evidence for the effectiveness of
CME. A review of 50 randomized controlled trials. JAMA 1992; 268(9): 1111-7.

Haynes RB. Where’s the meat in clinical journals? ACP Journal Club 1993; 119:
23- 4,

Haynes B, Haines A. Getting research findings into practice: Barriers and bridges to
evidence based clinical practice. Br Med J 1998; 317:273-6.

Maudsley G. Do we all mean the same thing by “problem-based learning”™? A
review of the concepts and a formulation of the ground rules. Acad Med
1999;74(2):178-185.

Dawes MG. On the need for evidence-based general and family practice. Evidence
Based Med 1996; 1:68-9.

Ridsdale L. Evidence-based learning for general practice. British Journal of general
practice 1996; 46: 503-4.

Baker R et al. North of England Evidence based guidelines development project:
Summary version of evidence based guidelines for the primary care management of
stable asthma. British medical journal 1996; 312: 827-32.

Eccles M et al. North of England Evidence based guidelines development project:
methods of guideline development. British medical journal 1996; 312: 760-2.

Greenhalgh T. Is my practice evidence based?. British medical journal 1994; 309:
597-9.

Davis DA et al. Changing physician performance a systematic review of the effect
of continuing medical educational strategies. Journal of the American Medical
Association 1995; 274: 700-5.

-57.-



References

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

Isamail N, Abouseif H, El Damaty SL Evidence based medicine, awareness and
attitude among physicians in Ain Shams University hospitals. The Egyptian Journal
of Community Medicine October 2011; 29(4): 1-12.

InfoPOEMs. The clinical awareness system (online  database) (http://
www.infopoems.com).

Hadley JA, Wall D, Khan KS. Learning needs analysis to guide teaching evidence-
based medicine: knowledge and beliefs amongst trainees from various specialties.
BMC 2007; 7(11):1-6.

Risahmawati RM, Sei SE, Tomoko TN and Shunzo SK. Japanese Resident
Physicians’ Attitudes, knowledge, and Perceived Barriers on the Practice of
Evidence Based Medicine: a Survey. BMC Research Notes 2011; 4(374): 1-9.

Al-Baghlie N, SM Al-Almaie. Physician attitudes towards evidence-based medicine
in eastern Saudi Arabia. Ann Saudi Med November-December 2004; 24(6): 1-7.

Ulvenes LV, Aasland O, Nylenna M, Kristiansen IS. Norwegian Physicians’®
Knowledge of and Opinions about Evidence-Based Medicine: Cross-Sectional
Study. PLoS ONE 2009;4(11): 1-6.

Amin FA, Fedorowicz Z, Montgomery Al. A study of knowledge and attitudes

toward the use of evidence-based medicine among primary health care physicians
in Bahrain. Saudi Med J 2006; 27(9):1394-6.

Chan GC, Teng CL. Primary care doctors’ perceptions towards evidence based
medicine in MELAKA State: a questionnaire study. Med J Malaysia 2005;
60(2):130-3.

Scott I, Heyworth R, Fairweather P. The use of evidence-based medicine in the
practice of consultant physicians. Results of a questionnaire survey. Aust NZJ
Med 2000; 30(3):319-26.

Novak K, Miri¢ D, Jurin A, Aljinovi¢ J, Marinovi¢ M, Rako D, Marusic¢ A, Marusic¢
M, Puljak L. Awareness and Use of Evidence-based Medicine Databases and
Cochrane Library Among Physicians in Croatia. Croat Med J 2010; 51: 157-64.

Hadley J, Hassan 1 and Khanl KS. Knowledge and beliefs concerning evidence-
based practice amongst complementary and alternative medicine health care
practitioners and allied health care professionals: A questionnaire survey. BMC
Complementary and Alternative Medicine 2008, 8(45):1-7.

-58-



g
alie W g, W
s




1/12

Ay puisu) Aaalad dagill cibddiually Jiall e o chall gad pluda¥) oladl g S 9

Awareness and attitude of physicians in hospitals belonging to
University of Alexandria towards evidence based medicine.

Protocol of a thesis submitted to the
Medical Research Institute
University of Alexandria

in partial fulfillment of the

requirements for the degree of

Master of Science in Biomedical Informatics

And Medical Statistics

By

Eman El Sayed Abdel Fattah Abdel Aal
MBBCh

University Of Alexandria

2006

Demonstrator
Department of Biomedical Informatics
and Medical Statistics

Medical Research Institute

Department of Biomedical Informatics
and Medical Statistics

Medical Research Institute

University of Alexandria

2011

Vasia iy Ak
Aplall & gl 3gae
R
b5l e el
i e Jsmaal

Jodall 3 gunll Ailaslrall B piwalal!
bl slandl g

o
Juadl ae Ul e L) Slagl

il el cdall e s NS
i Sy dadls

Lphall &) gall Al slaall ol
bl clanyly
Al &igad) agae

Akl & st Apla slaall o
okl elan¥l

Akl & sl g

Ay Sy dadls

ARIRAR



SUPERVISORS

Dr. Adel Zaki Abd El Sayed

Professor, Department of Biomedical Informatics
and Medical Statistics

Medical Research Institute

University of Alexandria

Dr. Nabil Lotfy Dowidar

Professor, Department of General Surgery
Medical Research Institute

University of Alexandria

Dr. Gehan Mohamed Shehata

Lecturer, Department of Biomedical Informatics
and Medical Statistics

Medical Research Institute

University of Alexandria

2/12

198 sall

X
RS sl s 85 dole /sl
il 4 guall Al sheall aniy 3
‘51\19.“ elaaly
a:t.'\u\ &:};_m .)é.u

LSy dads

Mgy hhl Jud /) gisall
Laladl Aajall aniy Sl

\‘:5( k) & padlsgne

iy HSaY! daala

-

[y

e Adlad Jana Glg /o558l
Akl 4 ol Ae slaall ass o y2a

U_.\.L“ ebaaWl g
Al &l 30

i i) el



3/12

Background

Evidence-based medicine(EBM) is defined as the “conscientious, explicit, and

judicious use of current best evidence. M

Evidence-based medicine has emerged as a new paradigm for medical
practice. It involves integrating individual clinical expertise with the best available
external clinical evidence and compassionate use of individual patients’ rights and

preferences in making clinical decisions about their care. ?

By individual clinical expertise, we mean the proficiency and judgment that
individual clinicians acquire "through clinical experience and clinical practice.
Increased expertise is reflected in many ways, but especially in more effective and
efficient diagnosis and in the more thoughtful identification and compassionate use of
individual patients' predictions, rights, and preferences in making clinical decisions
about their care. By best available external clinical evidence we mean clinically
relevant research, often from the basic sciences of medicine, and from patient
centered clinical research in the accuracy and precision of diagnostic fests (including
the clinical examination), the power of prognostic markers, and the efficacy and

safety of therapeutic, rehabilitative, and preventive regimens.("”

External clinical evidence invalidates previously accepted diagnostic tests and
treatments and replaces them with new ones that are more powerful, more accurate,

more efficacious, and safer.(")

Good doctors use individual clinical expertise and the best available external
evidence, and neither alone is enough. Without clinical expertise, practice risks are
becoming tyrannized by evidence, for excellent external evidence may be inapplicable
to or inappropriate for an individual patient. Without current kbest evidence, practice

risks are becoming rapidly out of date to the detriment of patients. "
The best available awareness of the latest scientific evidence and the ability to

critically appraise literature and assess its applicability have been identified as integral

to the practice of EBM.
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The term ‘evidence-based medicine’ (EBM) was first used by a Canadian
,David Sackett and his colleagues at McMaster University in Ontario, Canada in the
early 1990s.” Since then, it has become the latest focus in the search for improved
health care.”’The use of EBM in clinical practice is a key strategy to improve primary

health care services. ®

Providing evidence-based care to patients involves turning a clinical problem
into an answerable question, systematically searching for the best evidence relevant to
the question, critically appraising that evidence, and using the evidence as the basis
for clinical decisions to solve the problem . EBM is about trying to improve the
quality of the information on which decisions are based. It helps practitioners to avoid
“information overload’ but, at the same time, to find and apply the most useful

information.

EBM, which has largely replaced the older term ‘clinical epidemiology’, is
sometimes also called ‘evidence-based practice’. This latter term highlights the
important point that the ‘evidence’ that we are talking about is empirical evidence
about what actually works or doesn’t work in practice. It is not scientific evidence for
a mechanism of action (such as a biochemical pathway, physiological effect or

anatomical feature).

Health needs of population are in transition, and health systems and scientific
knowledge are changing rapidly. Medical practice changes constantly and the rate of
change is becoming more rapid all the time. Recent papers have highlighted the need
for evidence-based medicine.®” It has been suggested that strategies to promote
change in clinical practice are more likely to be successful if they are based on an

analysis of barriers and facilitators specific to the context."?

Doctors need to keep in touch with new information and ideas and keep up-to-

date with the evidence on various diseases in order to correctly assess patient's

conditions.!'"
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In Jordan, 43%of family physicians were aware of EBM. Regarding the
attitude of physicians towards EBM, 63% welcomed the concept of evidence based
medicine and 40% used it in their daily practice.(2) Compared to Belgian physicians,
56.2% had read about evidence-based medicine, 50.5% had attended an EBM course.

Physicians were mainly positive about EBM (90.5%).'?

In Egypt, in hospitals belonging to the University of Alexandria , few data are
known about the awareness and attitude of physicians towards evidence based
medicine, the extent of their skills to access and interpret evidence, the barriers to
moving from opinion based to evidence based practice, and the additional support

necessary to incorporate evidence based medicine into everyday work.

o
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Aim of the work

The aim of this work is:
-Assessment of the physician's awareness of evidence based medicine through:
e choosing the proper definition of EBM
e Writing the name of any site on the net related to EBM
¢ Understanding of some technical terms
-Assessment of physician's attitude towards current promotion of EBM.
-Physician's opinion about barriers towards application of EBM.

-Physician's opinion about how to increase EBM in every day management of patients
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Methods

Study setting:
Medical Research Institute's hospital, the main University hospital and El shatbi

hospital were randomly selected as representative to Alexandria university hospitals.

Study design:

A cross-sectional study

Study population:
The physicians with different scientific degrees working in the previously

mentioned Alexandria university hospitals will be randomly selected.

Sampling method:

A two stages stratified random sampling method will be adopted. The first stage
consists of different strata of the previously mentioned hospitals, and then
stratification will be done according to clinical departments from each stratum. A

simple random sampling method will be used for selection of physicians from each

department.

Sample size:
Based on a previously published study done among Jordanian physicians with
the same aim of work ), the overall awareness rate among physicians was 43%.

A sample size of 400 achieves 80% power to detect a difference of 0.07(p0-
pl) between the null hypothesis that the awareness rate among physicians is 43% and
the alternative hypothesis that the awareness rate among physicians is 50% using two-
sided binomial hypothesis test at 5% level of significance(NCSS). Considering non
response rate of 20%, so a sample of 480 physicians will be taken. The sample will be
allocated proportionate to the size of hospitals strata, so a sample of 24,100,357
physicians will be selected from MRI, MUH, and El Shatbi hospitals (The size of
strata: 160, 600, and 2500) respectively. The size of physicians from the departments
within each hospital will be adopted by equal allocation method considering the

number of clinical departments.
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Data collection:

A self-administrated questionnaire will be distributed to the physicians who
work in university hospitals of Alexandria, the questionnaire was adopted from
McColl et al " with some modifications done to be more acceptable for physicians.

It will include the following items:

A-personal data:

1. Hospital/institute name.
2. Department.

3. Year of graduation.

4. Gender.

5. Scientific Degree.

B--Respondents’ awareness of evidence-based medicine (EBM) through:

Awareness of EBM is defined as: the state or the ability to perceive the concept of
EBM.

1. Asking the physician to mark the correct statement defining EBM.
2. The physician will write the name of any site on the net related to EBM.

3- Understanding of some technical terms:
I- Confidence interval.

[I- Risk assessment:
a. Absolute risk.
b. Relative risk.
¢. Number need to treat.
d. Odds ratio
111- Systematic review and meta analysis:
a. Heterogeneity
b. Publication bias
4- Asking the physician about the source of knowledge about EBM.
C-Attitude toward evidence-based medicine (EBM):
Attitude towards EBM is defined as: the tendency to respond positively or
negatively towards EBM.

I. Physician' attitude toward current promotion of EBM.

\45 ol N
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2. How the physicians describes the effort to search for the best current clinical
knowledge on the net.
3. How research findings are aseful in day to day management of patients.
4. How the respondent agrees that the adoption of EBM is another demand on
already overloaded physician.
5. Physician's opinion that EBM improves patient care.
6. How much the physician needs EBM in day to day clinical practice.
7 How much the physician faces knowledge gap in clinical practice.
D- Physician's opinion about barriers toward application of EBM as :
Opinion is defined as:A belief or conclusion held with confidence but not substantiated by
positive knowledge or proof.
1- Lack of time.
2- No financial gain in using EBM.
3- Lack of hard evidence.
4- Too much evidence.
5. Availability of information from other sources.
6- Patients’ expectations not matching with EBM.
7- Laék of critical appraisal skills.
3- Belief of over confidentiality that physician does not need EBM.

E, - Physician's opinion about how to increase EBM .
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Analysis of Results

Data management and appropriate statistical analysis will be done using SPSS

program.

Qualitative variables will be summarized by frequency and percent, while
quantitative variables will be summarized by measures of central tendency as mean or
median and measures of dispersion as standard deviation or range after data

exploration using Kolmogrov Smirnov test.

For qualitative variables, the between group comparison will be done using
Chi square or Fisher's exact test For quantitative variables, the use of parametric or
non parametric tests for analysis of variance will be done according to data

exploration and sample size per each group using .05 level of significance.
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APPENDIX

A.

1- Medical Research Institute/ Main University Hospital/ Al Shatbi Hospital / ............
2-Department.......

3-Year of graduation: OO0o0d

4- Gender: a-Male [ b- Female [ ]

5- Scientific Degree:

a- MBChB
b- Diploma
c- Master

d- Doctor degree

1. Mark () on the correct statement defining Evidence Based Medicine (EBM):

a. EBM is defined as designed research strategies used to show the distribution of diseases.

b. EBM is the integration of the best research evidence with patient values and clinical
expertise.

c. EBM is integration of the best research guidelines with clinical experience in making
clinical decisions.

2. Write the name of any site on the net related to EBM:

YT
b. I can not remember

3. choose from the first row the suitable number for each of the following terms:

1 2 3 4
Not helpful don’t understand  some understanding  yes,I understand,
to me to understand but would like to can explain to other

1-Confidence interval

2- Absolute risk.

3- Relative risk.

4- Number need to treat.

5- Odds ratio

6-systematic review and meta analysis: Heterogeneity.

7- systematic review and meta analysis: Publication bias.



4. where did you get your information about EBM? :

a. The internet.
b. Attendance of lectures or workshops about EBM.
c. I don’t know EBM.

C.

1. How would you describe your attitude toward the current promotion of EBM?

a- Strongly welcoming
b- Welcoming

¢- Not welcoming

d- Do not know

2. How would you describe the effort done by colleagues to search for the best current
clinical knowledge on the net?

a- quite accepted
b- accepted

c- Not accepted
d- Do not know

3. How useful are research findings in your day-to-day management of patients?

a- Extremely useful
b- Useful

c- Not useful

d-Do not know

4-The adoption of EBM, although an ideal, places another demand on already-overloaded
physicians.

a- Strongly agree
b- Agree

c- Disagree

d- Do not know

S- Practicing EBM improves patient care:
a. Strongly agree
b. Agree

c. Disagree
d. Do not know

6-How much you need EBM in day to day clinical practice:

a. >50%.

b. 25-50%

c. <25%

d. Do not know EBM



7-How much you face knowledge gap in your clinical practice:
a.Every day practice
b.Every week.

c.>one week practice.
d.Do not know EBM

D.

I-barriers toward practice of EBM :
Yes NO Don’t know EBM
1-Lack of time.

2-No financial gain in using EBM .

3-Lack of hard evidence.

4-Too much evidence .

5-Availability of information from other sources.
6-Patients’ expectations not matching with EBM.
7-Lack of critical appraisal skills.

8-Belief of over confidence that physician does
not need EBM.

II- In your opinion, How can you increase your EBM practice
(more than one answer is allowed)

a-By learning the skills of evidence based medicine.

b- By using evidence based summaries ,Such summaries may be obtained from abstracting
journals.

¢-By using evidence based practice guidelines.
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