
because its focuses on the outcome, which really
matters to patients—clinicians who know what they
need to know to practise good medicine. Learning and
education—the process by which we hope to achieve
it—are everyone’s business in medicine today. Yet
learning remains one of the most unexamined parts of
clinical practice. All doctors are teachers and learners
throughout their careers, and lifelong learning is
something we aspire to. Yet most of us know little about
how to do it well.

Beacons of excellence in medical education exist,
but much of the landscape is murky. The common pic-
ture is of ad hoc policies and initiatives, poorly
informed by evidence. In the darkest corners things
have moved little beyond the rhetoric of “see one, do
one, teach one.” Meanwhile, a cycle of educational
abuse continues to play its part in doctors’ under-
performing or even leaving the profession.

If clinicians are relatively uninformed about best
educational practice it is not because no evidence
exists. True, much educational research is conducted
using methods unfamiliar to doctors. Its quality is
mixed, with a greater focus on observational research
and inductive reasoning and fewer experimental data
than is the case with clinical research. Much of it is
published in medical education journals, which
clinicians tend not to read. So the evidence that exists
seems inaccessible and easy to dismiss. Yet this is unac-
ceptable where the alternative is evidence free medical
education at the public expense. Allowing educational
knowledge, expertise, and inspiration to accumulate,
unused and undervalued, in ivory towers marked
“medical education department,” while clinicians battle
on in ignorance, is profligacy with resources no health-
care system can afford.

What can a general medical journal do? Clearly not
provide all the answers, or even a significant
proportion of the content needed to address this gap
between educational evidence and practice. What we
can do is encourage a wider debate. In our new section
we hope to publish original research and review
articles which highlight good teaching and learning
practices of use to a wide range of clinicians. If we can-

not fill the gap, we might draw attention to it. Learning
in Practice will appear each month and will be the
place where educationalists and clinicians can
exchange ideas aimed at delivering better educated
doctors capable of better patient care.

Tomorrow’s doctors need more than ever to be life-
long learners. Rather than mere pails full of
educational content they must be adept at accessing
“just in time” knowledge, driven by professionalism,
responsible for their own learning, and enthusiastic to
learn how to manage patients better. Please send us
articles that might help point in this direction.
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Researching the outcomes of educational
interventions: a matter of design
RCTs have important limitations in evaluating educational interventions

Problem based learning, an educational interven-
tion characterised by small group and self
directed learning, is one of medical education’s

more recent success stories, at least in terms of its
ubiquity. From its beginnings in McMaster University
in the 1960s it has been adopted in undergraduate
medical courses worldwide. It is also being used in
postgraduate and continuing medical education.

Problem based learning has been the subject of at
least four much quoted reviews, three published in the
early 1990s and one more recently.1–4 Such attention is
not surprising. What might be surprising is that the

effects of such a popular educational approach are
seemingly small, except in the area of student satisfac-
tion. According to the reviews the extent of knowledge
gained by such measures as performance in licensing
examinations is at best unclear. Participants in problem
based learning, however, can expect small gains in
clinical reasoning.

The paper by Smits and colleagues in this issue
provides a review of problem based learning in
postgraduate and continuing education (p 153).5 It is,
however, based on only six studies which met the
authors’ inclusion criteria for controlled study designs.
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The conclusions of the paper are similar to those of the
major reviews. There is limited evidence that use of
problem based learning in postgraduate and continu-
ing medical education increases knowledge, doctor
performance, and patient outcomes. There is moderate
evidence for increased satisfaction of participants.

The debate on systematic reviews of problem based
learning was taken to a new level with the publication
of two articles in Medical Education in September
2000.6 7 They focused on the potential effects of
research design on the findings of reviews. Albanese
concentrated on effect size while Norman and Schmidt
argued for a theory based approach to the study of
educational interventions. Taking the debate to this
level is timely given the recent interest in the nature of
evidence in medical education research, particularly
through the work of the best evidence medical educa-
tion movement. Smits and his colleagues claim that
controlled evaluation studies provide the best evidence
of educational effectiveness. Despite claims in the
paper to the contrary, this is not necessarily supported
by the advocates of best evidence medical education,
who have moved away from grading studies according
to the gold standard of randomised control to a
scheme based on criteria such as quality, utility, and
strength of evidence.8 Norman and Schmidt provide a
critique of the randomised control trial approach to
researching curriculum interventions suggesting that
such studies are doomed to fail. This is familiar to edu-
cational researchers outside medicine who some time
ago abandoned the supremacy of randomised designs
to embrace a range of quasi-experimental and qualita-
tive designs.

Three of the limitations of randomised control
studies for studying educational interventions are
highlighted by the paper. The first is randomisation.
While randomisation is theoretically possible in
educational research it is often not feasible nor justifi-
able. Is it justifiable to enrol medical professionals in
postgraduate and continuing education programmes
in which they are given no choice over the learning
methods they will engage in? Furthermore, as
Norman and Schmidt point out, randomisation relies
on the maintenance of blind allocation.7 Maintaining
blinding is rarely possible in research on educational
interventions.

The second issue is control of variables. At the very
least the intervention itself may be variable. There are
many variants of problem based learning. The process
of education depends on the context. A myriad of fac-

tors, including facilities and resources, teacher and stu-
dent motivation, individual expectations, and institu-
tional ethos affect the process. Again it is theoretically
possible to control for such variables but in doing so
the key factors that determine the success or failure of
the intervention may be removed.

The third issue concerns the choice of appropriate
outcome measures. There is much interest in the
defining of clear outcomes for medical education and
hence for medical education research.9 10 But the
outcomes must be appropriate for the intervention.
For example, is improved patient health an appropri-
ate measure of educational effectiveness in continuing
medical education? After all it is influenced by a whole
range of factors within and outside a doctor’s control.

Education is a discipline that is rich in theory. One
of the functions of educational theory is to make
predictions about outcomes and their relationships
that can be tested through empirical work. Much
research about medical education proceeds devoid of
theory. More not less theory based research is needed7

so that researchers will focus on significant outcomes
that are amenable to intervention.

There is a clear imperative to research the effects of
educational interventions at all levels of medical
education and training. The research, however, must be
designed so that the findings can be truly ascribed to
the intervention rather than being an artefact of the
methods used.
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Oh NHS, thou art sick
The NHS’s main problem may be overpoliticisation

It seems to be universally agreed that the NHS is
sick. It is plagued by delay, low quality care, and
poor outcomes.1 The chancellor of the exchequer

has called for a great debate on the service,2 which
must include exploring the causes of the sickness and
possible treatments. Ideally the debate will be informed
by evidence, and the BMJ today publishes a study that

is an important contribution (p 135).3 It is a broad
brush comparison between the NHS and Kaiser
Permanente, a health maintenance organisation that
cares for some 6.1 million Californians. The study finds
that the two systems have similar resources but that
Kaiser performs substantially better. In particular,
patients from Kaiser have faster access to both primary
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