
Workshops for teaching evidence-based practice

titjoners with unprecedented access to
current best evidence. Physicians aspir-
ing to provide evidence-based health care
can thrive on knowing the basic prin-
ciples of critical appraisal, subscribing to
an evidence-based current awareness ser-
vice appropriate for their discipline, ac-
cessing the new compendia, and using
methods terms to search MEDLINE
when the more tailored services fall short
of meeting evidence needs.

In the next article in this series, we
will move from evidence to clinical
policy. In die meantime, happy hunting
(for evidence, that is).

R. Brian Haynes
David L. Sackett
J. A. Muir Gray
Deborah L. Cook

Gordon H. Guyatt

References

1. Haynes RB, Sackett DL, GrayJM, Guyatt
GH, Cook DJ. ACP J Club. 1996 Nov-
Dec;125:Ai4-6.

2. Haynes RB. Ann Intern iVIed
1990:113:724-8.

3. Haynes RB. ACP j Ciub. 1993 Nov-
Dec:A22-3(Ann Intern Med. J19[SuppI 3]).

4. tViHiarnsoa JW, German PS, Weiss R,
Skinner EA, Bowes F 3d. Ann Intern Med.
I989;l 10:151-60.

5. Guyatt GH, Rennie D. JAMA.
1993;270:2096-7.

6. Oxman AD, Sackett DL, Guyatt GH.
JAMA. 1993;270:2093-5.

7. Guyatt GH, Sackett DL, Cook DJ. JAMA.
I993;270:2598-601.

8. Guyatt GH, Sackett DL, Cook DJ. JAMA.
1994;271:S9-63.

9. Jaeschke R, Guyatt GH, Sackett DL.
JAMA. i994;271:389-9I.

10. Jaeschke R, Guyatt GH, Sackett DL.
JAMA. 1994;27I:703-7.

11. Levine M, Walter S, Lee H, et aL JAMA,
1994;271:1615-9.

12. Ownan AD, CookDJ, Guyatt GH. JAMA.
1994:272:1367-71.

13. Richardson WS, Detsky AS. JAMA.
199S;273:1292-S.

14. Hayward RS, Wilson MC, Tunis SR, Bass
EB, Guyatt GH. JAMA. 1995;274:S70-4.

15. Wilson MC, Hayward RS, Tunis SR, Bass
EB, Guyatt GH. JAMA. 1995:274:570-4.

16. Guyatt GH, Sackett DL, Sinclair JC, et
al.JAMA. 1995;274:I800-4.

17. Sackett DL, Richardson SR, Rosenberg
W, Haynes RB. Evidence-Based Medicine:
How to Practice and leach EBM. London:
Churchill Livingstone; 1997.

18. Haynes RB, Mulrow CD, Huth EJ,
Aitman DG, Gardner MJ. Ann Intern
Med. 1990; 113:69-76.

19. Covell DG, Uman GC, Manning PR.
Ann Intern Med. 1985:103:596-9.

20. Osheroff JA, Forsythe DE, Buchanan
BG, et al. Ann Intern Med. 1991;
114:576-81.

21, Cochrane Library. London: BMJ Pub-
lishing Group. Quarterly publication
available on disk and CD-ROM from the
BMJ Publishing Group, American College
of Physicians, Australian Medical Associa-
tion, Canadian Medical Association Pub-
lications, and Medical Association of South
Africa.

22.FuIlerton~Smith I. Evidence-Based
Medicine. 1995 Nov-Dec; 1:7-8.

23.She!don TA. Evidence-Based Medicine.
1996 Sep-Qcc;l: 167-8.

24. Best Evidence. Philadelphia: American
College of Physicians. Twice yearly elec-
tronic publication on diskette and CD-
ROM.

25. McKibbon KA, Walker-Dilks CJ. ACP
J Club. 1994 Mar-Apr:A10-2(Ann Intern
Med. 120(Suppl 2).

26. McKibbon KA, Walker-Dilks CJ. ACP
j Club. 1994Jul-Aug:A10-2<Ann Intern
Med. 121(S«ppl !)•

27. McKibbon KA, Walker-Dilks CJ. ACP
J Club. 1994 Sep»Oct:A10-2 (Ann Intern
Med. 121(Suppi2).

28. Walker-Dilks CJ, McKibbon KA,
Haynes RB. ACP J Club. 1994 Nov-
Dec;121:A10-l.

29. McKibbon KA, Walker-Dilks CJ,
Wilczynski NL, Haynes RB. ACP J
Club. 1996 May-Jun;124:A12-3.

30.Hersh W. ACP J Club. 1996 jul-
Aug;125:A14-6.

This EBM noce was also published as an edi-
torhlinACPJottnwlClnb. 1997;126:A-14-16.

Announcing the Arrival of Best Evidence
The editors, staff, and publishers are
pleased to announce the electronic
marriage of ACP Journal Club and
Evidence-Based Medicine1. ACP Journal
Club on Disk, comprised of the cumu-
lative contents of Journal Club since its
inception in 1991, was launched in July
1995. Evidence-Based Medicine was
added in July 1996, and the combined
product will be named Best Evidence
beginning in January 1997.

Best Evidence is undoubtedly the
fastest and least expensive way to ac-
cess precise summaries of the best cur-

rent studies of diagnosis, cause,
course, and management of a broad
range of clinical disorders. Studies
from 1991 have been thoroughly re-
viewed by our associate editors and
authors with elimination of all out-
dated studies and upgrading of the re-
maining reports to 1996 reporting
standards. Of interest is that over 90%
of the 1991 studies are still relevant,
reflecting the rigorous standards all
studies must meet when first selected.
Reports can be retrieved by simple
full-text searching or index terms.

The electronic version also contains:;
editorials and EBM notes about the;
critical appraisal and clinical applies--:
tion of this evidence, plus the curnu-f
lative glossary of terms that was begun-
in 1996 in Evidence-Based Medicine, %

Best Evidence is available from the::
American College of Physicians (8 00-:\
523-1546, ext. 2600), the Canadian:;
Medical Association (800-663-7336),!
and the BMJ Publishing Group (44-5
171-383-6270). "%

Evidence-based practice is based on a
systematic approach to the literature
with focused and answerable questions,
critical appraisal of the validity and use-
fulness of what is found, application of
the results to real patients and real at-
risk populations, and evaluation of the
practitioner's performance (1). This
approach, which relegates content (the
factual things we need to know) below
process (how we go about learning and
applying the facts), requires different
skills and attitudes from those that most
of us had when we left university. How
do people acquire these new skills and
attitudes, and how can they be most ef-
fectively taught?

The basic tenets of clinical epide-
miology were taught to me 15 years
ago at Oxford University in a 2-week
block titled "Community Medicine";
die course had the worst attendance
figures in the entire undergraduate
curriculum. We were issued a set of
equations and potted definitions that
were filed—along with the porphyrin
chain and other medical megaliths—
in a binder labelled "Night Before
File," the contents of which would be
memorised, regurgitated, and grate-
fully forgotten as the examination
season came and went.

Much of the work done in the field
of evidence-based medicine since 1980
has been aimed at getting clinical epi-
demiology out of the "Night Before
File" and into the clinic; the operating
theatre; and (most difficult of ail) the
everyday vocabulary of managers, com-
missioners, and purchasers. Practised at
the bedside and around the contracting
table, evidence-based medicine forces
health professionals to unite a scientific
(hypothetico-deductive) paradigm with
one that is hermeneutic (narrative-
interpretive).

Here is an extract from one of the
worksheets used in the 2nd U.K. Work-
shop on Teaching Evidence-Based
Health Care, held at University Col-

: fege London (UCL) Medical School in
•February 1996:

"Read the clinical scenario [about a
patient aged 18 months with a single
febrile seizure] and the attached case-
control study on die long-term prog-
nosis after febrile seizure in infants.
Decide whether and to what extent
a single uncomplicated febrile sei-
zure increases the risk of subsequent
epilepsy, and using a role-play or
other appropriate teaching tech-
niques, decide how you would con-
vey this information to the child's
parents."
In mis and other clinical problems,

practitioners of evidence-based medi-
cine must take on aspects of the disci-
pline that do not come naturally and for
which they were not originally trained.
The non-numerate must gain some
grasp of statistics, whereas those who
like to add up figures must learn to find
the source of the figures and apply them
to individual circumstances. Clinicians
who make decisions on the basis of pre-
cise statistical likelihoods must, if they
are to share decision making with a truly
informed patient, find a way to express
complex concepts in jargon-free termi-
nology and to incorporate patient pref-
erences into their probability trees.

Blind ideology did not prompt us at
UCL to teach these multidimensional
skills through the technique of prob-
lem-based, small-group, self-directed
learning (2, 3). To achieve sustained
behaviour change in fields outside of the
practitioners immediate area of exper-
tise, such issues as confidence-building,
teamwork, and intellectual initiative
must not be treated as peripheral to the
course content (4). McMaster Univer-
sity Medical School (5) in Canada and
the Harvard New Pathway programme
(6) in the United States have shown that
undergraduate students taught by prob-
lem-based methods reflect more on
their learning, memorise less, and re-
port greater stimulation and satisfaction
with the course than those allocated
to a predominantly talk-and-chalk
curriculum.

We were initially sceptical about re-

placing the traditional lecture-based
conference format with a largely blank
timetable in which the delegates' first
task was to sit down in small groups and
decide 1) what they needed to know and
2) how they were going to teach it to
each other. We provided each group of
8 with little more than a seminar room
and a flip chart. But by day 2 of the 6-
day workshop, eminent professors were
happily engrossed in pretending to be
medical students not understanding
likelihood ratios; geriatricians were
role-playing as either patients who had
had a stroke or the managers charged
with rehabilitating them; and a group
of public health physicians were, within
the safety of their group, staging a mock
press conference to assuage public anxi-
ety about the safety of measles-mumps-
rubella vaccine.

The delegates, who created these
diverse teaching scenarios from their
own experiences, were simultaneously
required to consider the artificial situa-
tion they had created ("You are medi-
cal students; I am teaching you about
likelihood ratios") and the meta-situa-
tion ("I am someone who is learning to
teach; how could I do this more effec-
tively?"). Each group member had an
allocated role to play in the simulated
teaching scenario, but they and the tu-
tors could at any stage call a "time-out"
and comment on the meta-situation.

The first U.K. workshop to follow
the McMaster University model was
held at Oxford University in June 1995.
It led to the formation of the U.K. Con-
sortium on Teaching Evidence-Based
Medicine (supported by an educational
grant from the North Thames Regional
Office) in which centres throughout the
United Kingdom collaborate to share
educational materials (some of which
will soon be available over the Internet
[e-mail to http://cebm.jr2.ox.ac.uk]),
to plan workshops, and to develop
methods to evaluate their success, A
third workshop was held in Oxford
this July, and the UCL group will host
the fourth at the Royal College of
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Physicians in February 1997. A core
textbook has been published (7), and we
hope to explore the use of more imag-
inative teaching materials (such as video
scenarios) in future workshops.

The responses to questionnaires is-
sued before the UCL workshop showed
that, for many delegates, implementa-
tion of evidence-based medicine at their
home institutions was limited as much
by lack of time, information technology
skills, "political acceptance," and confi-
dence as by lack of knowledge (8). Post-
workshop responses showed that despite
these barriers, 40% of die 88 delegates
intended to introduce new teaching
programmes in clinical schools, health
authorities, or National Health Service
trusts, and of these delegates, ail but one
planned to use small-group, problem-
based learning in substantial portions of
the curriculum.

An important challenge for medical
educators in the United Kingdom is to
recognise that the competent student
(and clinician) is one who knows how
to cope with an immense and rapidly
changing body of knowledge and not
one who excels in recalling the tradi-
tional or memorising the ephemeral.
The deans of medical and nursing
schools must develop an infrastructure
that allows problem-based, self-directed

learning methods to develop within the
didactic, lecture-based curricula, which
have seen no fundamental changes for
2 centuries or more. As one delegate
asked me without a trace of irony, "Is
there any way of having small-group
seminars when you haven't got any
seminar rooms?"

The UCL workshop achieved unde-
niable short-term gains in terms of the
number of complex scientific articles
read and understood (estimated at
around 15 per delegate), new skills ac-
quired (35% of the delegates before the
workshop and 85% after were confident
in using MEDLINE), altered attitudes
(particularly to multidisciplinary learn-
ing), and exposure to new educational
techniques. Despite these gains, the
long-term influence of this type of
workshop on the educational strategies
used in traditional British medical
schools and die behaviour of busy health
professionals in the National Health
Service has still to be determined.

At our 6-month reunion workshop
this October, our first question to del-
egates will be this: Has the evidence-
based medicine you learned in this
workshop been incorporated into your
daily practice and has its key message
been passed on to others in a way that
they can understand? Or have your

notes, worksheets, and good intentions
been placed back on the shelf next to
the "Night Before File"?

For further information about die
4th U.K. Workshop on Teaching Evi-
dence-Based Practice, contact us by
e-mail at ebp@ucl.ac.uk.

Trisha Greenbalgb, MD
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