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Abstract
Objectives To find how early experience in clinical
and community settings (“early experience”) affects
medical education, and identify strengths and
limitations of the available evidence.
Design A systematic review rating, by consensus, the
strength and importance of outcomes reported in the
decade 1992-2001.
Data sources Bibliographical databases and journals
were searched for publications on the topic, reviewed
under the auspices of the recently formed Best
Evidence Medical Education (BEME) collaboration.
Selection of studies All empirical studies (verifiable,
observational data) were included, whatever their
design, method, or language of publication.
Results Early experience was most commonly
provided in community settings, aiming to recruit
primary care practitioners for underserved
populations. It increased the popularity of primary
care residencies, albeit among self selected students. It
fostered self awareness and empathic attitudes
towards ill people, boosted students’ confidence,
motivated them, gave them satisfaction, and helped
them develop a professional identity. By helping
develop interpersonal skills, it made entering
clerkships a less stressful experience. Early experience
helped students learn about professional roles and
responsibilities, healthcare systems, and health needs
of a population. It made biomedical, behavioural, and
social sciences more relevant and easier to learn. It
motivated and rewarded teachers and patients and
enriched curriculums. In some countries, junior
students provided preventive health care directly to
underserved populations.
Conclusion Early experience helps medical students
learn, helps them develop appropriate attitudes
towards their studies and future practice, and
orientates medical curriculums towards society’s
needs. Experimental evidence of its benefit is unlikely
to be forthcoming and yet more medical schools are
likely to provide it. Effort could usefully be
concentrated on evaluating the methods and
outcomes of early experience provided within
non-experimental research designs, and using that
evaluation to improve the quality of curriculums.

Introduction
The norm for the past century has been for medical
students to learn theory for two to three years before
seeing it applied in practice. Encouraged by
professional bodies such as the UK General Medical
Council, many medical schools are “vertically integrat-
ing” various types of practical experience into the
early years,1–3 yet exponents of vertical integration
have not clearly argued the case for it, let alone
presented evidence in its favour. We developed a
theory, grounded in consensus, that early practical
experience (“early experience”) could orient medical
curriculums towards the social context of practice, and
strengthen students’ affective and cognitive learning.4

We have now extended this research by systematically
reviewing publications on the topic5 under the
auspices of the recently formed Best Evidence Medical
Education (BEME) collaboration.6 This paper
summarises the review and interprets its main
findings in relation to contemporary trends in medical
education.

Methods
Methods are reported in full elsewhere.5 We have not
completed the QUOROM statement since this is not a
systematic review of clinical trials. The topic review
group (all of whose members are authors) was
recruited to be international, experienced in innovative
clinical education, representative of community and
hospital perspectives, familiar with horizontal and ver-
tical integration, and conversant with evidence based
practice. A medical student was a lead member.

Review question, definitions, and inclusion criteria
The review question was: “How can experience in
clinical and community settings contribute to early
medical education?” Early was defined as “what would
traditionally have been regarded as the preclinical
phase; usually the first two years” and experience as
“authentic (real as opposed to simulated) human con-
tact in a social or clinical context that enhances learn-
ing of health, illness and/or disease, and the role of the
health professional.” All empirical studies (verifiable,
observational data) were included, whatever their
design, method, or language of publication. Although
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the search was directed towards medical education, evi-
dence from other health professions was not excluded
if it could be applied to medicine.

Search strategy and reference handling
The review covered the decade 1992-2001. After a
scoping search, the research group ran a main search
across seven major bibliographical databases (box 1),
searched three other databases by keywords, hand-
searched six journals, and screened the reference lists
of all informative articles. We used EndNote biblio-
graphical software (Thomson, Philadelphia, USA) to
handle the citations, of which there were 6981 after
elimination of duplicates.

Article selection, coding of outcomes, and synthesis
of results
All articles presenting empirical evidence on the effect
of experience on early education in the health profes-
sions, according to the definitions above, went to two
members of a coding pair, who independently
identified all outcomes and coded them for their
strength (on the 1-5 scale described in box 2) and edu-
cational importance (using Kirkpatrick’s hierarchy for
educational outcomes,7 which is also included in box
2). The researchers resolved disagreements by consen-
sus and entered the outcomes and their metadata into
a database. The review yielded 277 educational
outcomes from 73 studies. This report is based on the
116 of those outcomes from 38 studies, which the
review group judged admissible as evidence because
their strength was rated 3 or higher and their
Kirkpatrick level was 2a or higher. The group divided
the studies into positive outcomes (evidence of
benefit), negative outcomes (no benefit or harm) and
adverse outcomes, and coded them as coming from a
descriptive or comparative study. The theory previ-
ously developed by consensus4 provided an interpre-
tive structure. One author then re-read the original
papers and wrote this narrative; the other five authors
did a critique of it.

Results
Nature, strength, and importance of the evidence
Sixty nine per cent of studies were from North America,
23% from Europe, and 8% from other parts of the world.
Ninety three per cent were in medicine and the remain-
der in pharmacy (6%) or nursing (1%). Seventy two per
cent of interventions were in primary care, family medi-
cine, or community settings; and 28% in hospital,
hospice, or medical school. Sixty nine per cent were
clinical placements, ranging from a single half day
session to half day clinical visits through both preclinical
years; 8% were skills training events; 7% were
placements in “lay” community settings; 7% were attach-
ments to a single patient or family; and 9% were combi-
nations. The number of learners ranged from six to
1081. Most evidence was from descriptive studies (72%
descriptive v 28% comparative) with evidence of positive
publication bias (91% of outcomes positive), more so in
descriptive studies (99% of outcomes positive) than
comparative studies (70% of outcomes positive).

Effect on career choice
Recruitment of doctors to underserved, rural communi-
ties is a major public health issue in the United States,
whose publications dominated the evidence base. We
found strong evidence from comparative studies with
long follow-up that students who had early experience
were more likely than controls to choose residencies in
primary care,8–12 and show positive attitudes towards
rural practice.13–16 However, the students in those studies
often chose to have early experience and may have had
more positive attitudes from the outset. Moreover, their
early experience was in rural communities, usually as
part of a recruitment drive.17

Effect on students’ learning
Early experience influenced students in several ways.

Attitudes
Attitudes are notoriously hard to quantify, and it is hard
to compare without quantifying, so only 16% of attitudi-
nal outcomes were from comparative studies. However,
descriptive methods are well suited to exploring
students’ complex emotional reactions and the factors
that trigger them. Early experience motivated students
in numerous ways.16–21 It reminded them of their
vocation to be a doctor. It showed the practical relevance
of the theory they were studying and made it easier to
learn. It motivated them by giving welcome respite from
the discipline of preclinical studies and exposing them
to patients they could empathise with and doctors they
could strive to emulate. It also made students more con-
fident to meet and interview patients.13 15 19–25 Students
who chose to have early experience were more satisfied
with their studies26 because it gave them insight into the
social and psychological problems of “real people.”23 It
helped build self awareness, including the ability to rec-
ognise and respond to feelings of uncertainty and inad-
equacy.18 Early experience helped students develop
empathic responses to ill patients.18 27 Some of the
evidence concerned students’ socialisation to their role
as a clinical learner and future health professional. Two
comparative studies found no association between early
experience and the outcomes examined,22 26 although
six descriptive studies found positive effects,14 15 17 19 27 28

Box 1: Sources of references

Bibliographical databases screened electronically
British Education Index (BEI)

Education Resources Information Center (ERIC)

Medline

CINAHL

Embase

PsychINFO

TimeLIT

EBM reviews

SIGLE

Cochrane databases

Journals hand screened
Academic Medicine
Advances in Health Sciences Education
Journal of Educational Psychology
Medical Education
Medical Teacher
Teaching and Learning in Medicine
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including becoming more mature, acclimatising to pro-
fessional settings, and identifying with doctor role mod-
els. Looking back on their education, graduates felt that
early experience had reduced the stress they experi-
enced when they first met patients during clerkships.27

Understanding of subject matter
These findings were almost all positive and from
descriptive studies, reporting qualitative changes in
intellectual perspectives and patterns of thought. Early
experience made students more confident in their
knowledge, taught them things “that could not be
learned from books,”14 20 24 25 27 brought diseases to life,
and made medical science more comprehensi-
ble.13 17 20 29 It provided a framework to explain clinical
practice, showed students how professionals viewed
their interactions with patients, and helped develop
“clinical ways of thinking.”17 It also taught students how
people live, how their living conditions affect their
health, and how important it is that health services are
readily accessible to them.14 30 31 It helped them appre-
ciate the impact of illness18 28 30 and strengthened their
knowledge of healthcare delivery systems,14 16 32 health
professional roles and responsibilities, and the
importance of good interprofessional communication
and multidisciplinary working.18 19 30 31 It helped stu-
dents learn biomedical sciences,19 behavioural and
social sciences, and the ethical dimension of patient
care.18 23

Clinical skills
Again, much of the research explored the quality
rather than quantity of educational benefit, though
nearly half the outcomes came from comparative stud-
ies. Early experience improved students’ ability to
relate to patients and communicate empathy.20 22 It
helped them understand the doctor-patient relation-
ship and the importance of listening to patients, carers,
and other professionals.19 30 Students valued exploring
social and psychological determinants of health and
disease through contact with real patients23 and were
able to deliver preventive healthcare.33 They appreci-
ated learning to take diagnostic histories13 22 23 28 34–36

and performing simple physical examinations.13 24 35–37

Equipped with those skills, they felt better able to
approach patients.27

Study skills
Qualitative analysis of learning logs showed early
experience to uncover differences in students’ ability to
learn reflectively.38

Performance in examinations
It was concluded from several comparative studies that
early experience improved performance in examina-
tions, but the data were often sketchy, the study
methods weak, the effect sizes small, and the benefits
inconsistent.15 20 39–42 Experience in hospital had com-
parable effects to experience in community.43

Effects on teachers, organisations, populations, and
patients
Descriptive studies reported that students were not the
only beneficiaries of early experience, which could
motivate and reward teachers44 and patients in
hospital,45 increase the breadth of placements that
organisations provided,13 and bring health care to
underserved populations.37

Discussion
As part of a complex curriculum intervention,46 early
experience helped recruit residents to rural primary
care in the US. Many countries need urgently to recruit
health professionals to deliver primary care to under-
served populations. The nature of the research,
however, makes it unsafe to conclude that the benefit is
restricted to rural practice, or even primary care. The
students who opted for rural primary care had opted
to have early experience, which was often provided
within rural primary care. Early experience in an urban
setting or secondary or tertiary career might have led
to very different career choices. It is reasonable to con-
clude, however, that early experience has a strong
formative influence that can be used to foster a socially
responsive career orientation. In line with our previous
consensus survey, biomedical science had only a small
place in the rationale for early experience.4 One of us
has argued elsewhere that “the new medical education”
is not forsaking biomedical science but putting it in a
broader, social context.47 We view the move to offer
early experience as a sign of that paradigm shift
because it adds professional socialisation, the develop-
ment of appropriate attitudes, interpersonal skills and
study skills, and familiarity with the healthcare system,
to the benefits of a grounding in basic science. In
making the curriculum more socially responsive, it
aligns medical education with contemporary concepts

Box 2: Best Evidence Medical Education (BEME) coding scheme
for strength and importance of evidence as applied to this review

Strength
It would be possible to have a strong study with low impact, and vice versa.
Strength equates with critical appraisal and is a statement of your
confidence that the results of the study are credible. Having considered the
study design, the way the study was performed, and the data analysis, we
rated the outcome:

1 No clear conclusions can be drawn; not strong

2 Results ambiguous; there seems to be a trend

3 Conclusions can probably be based on the results

4 Results are clear and very likely to be true

5 Results are unequivocal

Importance
Level 1: Participation—covers learners’ views on the learning experience, its
organisation, presentation, content, teaching methods, and aspects of the
instructional organisation, materials, and quality of instruction

Level 2a: Modification of attitudes or perceptions—outcomes here relate to
changes in the reciprocal attitudes or perceptions between participant
groups towards intervention or simulation

Level 2b: Modification of knowledge and skills—for knowledge, this relates
to the acquisition of concepts, procedures, and principles; for skills this
relates to the acquisition of thinking and problem solving, psychomotor and
social skills

Level 3: Behavioural change—documents the transfer of learning to the
workplace or willingness of learners to apply new knowledge and skills

Level 4a: Change in organisational practice—wider changes in the
organisation or delivery of care, attributable to an educational programme

Level 4b: Benefits to patient or clients—any improvement in the health and
wellbeing of patients and clients as a direct result of an educational
programme

Note: The term importance is used to describe the Kirkpatrick hierarchy of
educational evidence is the authors’, not the BEME collaboration’s.
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of professionalism, which emphasise doctors’ account-
ability to the society they serve.48 49

Strengths and limitations of the study
This review is one of the early products of the BEME
collaboration, which seeks to bring medical education
into the “evidence era.”6 Educational interventions are
often complex and educational outcomes can be hard to
measure, so education systematic review has to
accommodate different research methodologies.
Nowhere is Einstein’s epithet that “not everything that
can be counted counts, and not everything that counts
can be counted” truer than of educational outcomes.
The evidence reviewed here includes comparative and
descriptive studies, and qualitative and quantitative
methods, weak and strong. Some of the studies that
yielded the most robust causal inferences were
qualitative and non-comparative. The review group has
striven to present this very varied evidence base in a way
that will help curriculum planners draw their own
conclusions. The strength of this review is in the rigour
of its methods, which evaluated complex evidence by
consensus between a heterogeneous, multinational
group of reviewers. They entered the review with open
minds and communicated solely through the internet,
keeping decision making relatively objective. The limita-
tions are the lack of rigour in many of the studies
reviewed and the inherent subjectivity of exploratory
research. A predominance of underpowered and poorly
designed studies, coupled with positive publication bias,
would tend to exaggerate the effect of early experience.
However, qualitative analysis of the benefits of a
complex intervention should only bias the opinions of
uncritical readers, while informing critical ones. Any
readers wishing to review the evidence for themselves
can trace each conclusion back to its primary source
from a summary table in the detailed report.5

These findings do not prove, but are consistent
with, the theory reported in our previous publication
that early experience could strengthen and deepen
cognitively, broaden affectively, contextualise, and inte-
grate medical education.4 They also support the view
that avoiding an abrupt transition into the clinical

environment would give students an easier passage
through medical education.4

Acknowledgements: We thank Liz Asbridge, Lucy Coxon,
Rhona Dalton, Kate Dornan, Alex Haig, Gwyn Hodgson, Debbie
Leadbetter, Pat Lilley, Pat McArdle, and Dan Powley for their
help. Diana Wood, Jill Morrison, and Iain Chalmers made help-
ful comments on the manuscript.
Contributors: SL did the literature search, validated the methods,
selected the articles, piloted the analysis and second-coded half
the articles in the final analysis. TD conceived of the study, super-
vised SL’s medical student project, convened the topic review
group, validated the methods, second-coded half the articles, ana-
lysed the results, wrote the paper, and revised it after peer review.
VY, SAM, AS, and JS helped validate the article selection, first
coded papers, and participated actively throughout the conduct,
analysis and writing of the study. TD is its guarantor.
Funding: None, except that minor expenses were met from TD’s
endowment funds.
Competing interests: None declared.
Ethical approval: Because it did not involve human subjects, the
study was not submitted to ethical scrutiny.

1 General Medical Council. Tomorrow’s doctors. 2nd ed. London: GMC,
2002.

2 Harden RM. Integrated teaching—what do we mean? A proposed
taxonomy. Med Educ 1998;32:216-7.

3 Dahle LO, Brynhildsen J, Berbohm Fallsberg M, Rundquist I, Hammar M.
Pros and cons of vertical integration between clinical medicine and basic
science within a problem-based undergraduate medical curriculum: exam-
ples and experiences from Linkoping, Sweden. Med Teach 2002;24:280-5.

4 Dornan T, Bundy C. What can experience add to early medical
education? Consensus survey. BMJ 2004;329:834-7.

5 Dornan T L, Margolis SA, Ypinazar V, Scherpbier A, Spencer J. How can
experience in clinical and community settings contribute to early medical
education? www.bemecollaboration.org/topics.htm (accessed 19 Jul 2005).

6 Albanese M, Norcini J. Systematic reviews: what are they and why should
we care? Adv Health Sci Educ Theory Pract 2002;7:147-51.

7 Kirkpatrick DL. Evaluation of training. In: Craig R, Bittel L, eds. Training
and development handbook. New York: McGraw-Hill, 1967:87-112.

8 Lynch DC, Teplin SE, Willis SE, Pathman DE, Larsen LC, Steiner BD, et
al. Interim evaluation of the rural health scholars program. Teach Learn
Med 2001;13:36-42.

9 Grayson MS, Klein MP, Franke KB. Impact of a first-year primary care
experience on residency choice. J Gen Intern Med 2001;16:860-3.

10 Levy BT, Hartz A, Merchant ML, Schroeder BT. Quality of a family medi-
cine preceptorship is significantly associated with matching into family
practice. Fam Med 2001;33:683-90.

11 Mengel MB, Davis AB. Required first-year generalist clinical experience
courses and their relationship to career choice: the critical effect of family
medicine involvement. Fam Med 1995;27:652-7.

12 Dobie SA, Carline JD, Laskowski MB. An early preceptorship and medi-
cal students’ beliefs, values, and career choices. Adv Health Sci Educ Theory
Pract 1996;2:35-47.

13 Quinby PM, Papp KK. Adopt-a-student, early mentoring in family medi-
cine. Med Teach 1995;17:47-53.

14 Vaz R, Gona O. Undergraduate education in rural primary health care:
evaluation of a first-year field attachment. Med Educ 1992;26:27-34.

15 Barley G, O’Brien-Gonzales A, Hughes E. What did we learn about the
impact on students’ clinical education? Acad Med 2001;76(4 suppl):
s68-71.

16 Riley K, Myers W, Gordon MJ, Laskowski M, Kriebel S, Dobie S. A
collaborative approach to a primary care preclinical preceptorship for
underserved settings. Acad Med 1991;66:776.

17 Mann MP. A light at the end of the tunnel: the impact of early clinical
experiences on medical students. Presented at the annual meeting of the
American Educational Research Association, New Orleans, LA, 4-8 April,
1994.

18 Kent GC. Medical student’s reactions to a nursing attachment scheme.
Med Educ 1991;25:23-32.

19 Hampshire A. Providing early clinical experience in primary care. Med
Educ 1998;32:495-501.

20 Rooks L, Watson RT, Harris JO. A primary care preceptorship for
first-year medical students coordinated by an area health education
center program: a six-year review. Acad Med 2001;76:489-92.

21 Steele D, Susman J, McCurdy F, O’Dell D, Paulman P, Stott J. The Interdis-
ciplinary Generalist Project at the University of Nebraska Medical Center.
Acad Med 2001;76(4 suppl):s121-6.

22 Novack DH, Dube C, Goldstein MG. Teaching medical interviewing. A
basic course on interviewing and the physician-patient relationship. Arch
Intern Med 1992;152:1814-20.

23 Orbell S, Abraham C. Behavioural sciences and the real world: Report of
a community interview scheme for medical students. Med Educ
1993;27:218-29.

24 Fernald DH, Staudenmaier AC, Tressler CJ, Main DS, O’Brien-Gonzales
A, Barley GE. Student perspectives on primary care preceptorships:
Enhancing the medical student preceptorship learning environment.
Teach Learn Med 2001;13:13-20.

25 Alford C, Miles T, Palmer A, Espino D. An introduction to geriatrics for
first-year medical students. J Am Geriatrics Soc 2001;49:782-7.

What is already known on this subject

Integrating various types of practical experience
into the early years of clinical education is
becoming increasingly common

This practice is strongly advocated by the UK
General Medical Council, but theoretical arguments
and empirical support for it are fragmentary

What this study adds

A systematic review of research evidence
published in 1992-2001 provides an inventory of
educational outcomes that can be enhanced by
early experience

Evidence shows early experience has a strong
formative influence that can be used to foster a
socially responsive career orientation.

The review gives pointers for future research effort

Learning in practice

390 BMJ VOLUME 331 13 AUGUST 2005 bmj.com



26 Johnson AK, Scott CS. Relationship between early clinical exposure and
first-year students’ attitudes toward medical education. Acad Med
1998;73:430-2.

27 Friedberg M, Glick S. Graduates’ perspective of early clinical exposure.
Educ Health 1997;10:205-11.

28 Frank D. An integrated curriculum for teaching preparatory clinical skills
at a traditional medical school. Teach Learn Med 1996;8:4-9.

29 Chisholm MA, McCall CY, Francisco GEJ, Poirier S. Student Exposure to
Actual Patients in the Classroom. Am J Pharm Educ 1997;61:364-70.

30 Cooper HC, Gibbs TJ, Brown L. Community-orientated medical
education: extending the boundaries. Med Teach 2001;23:295-9.

31 Waddell RF, Davidson RA. The role of the community in educating
medical students: Initial impressions from a new program. Educ Health
2000;13:69-76.

32 Bucci KK, Maddox RW, Holmes TJ, Broadhead WE, Tse C-KJ. Implemen-
tation and evaluation of a shadow program for PharmD students. Am J
Pharm Educ 1993;57:44-9.

33 Nieman LZ, Foxhall LE, Groff J, Cheng L. Applying practical preventive
skills in a preclinical preceptorship. Acad Med 2001;76:478-83.

34 Madray H, Pfeiffer CA, Ardolino A. Teaching patient wellness to first-year
medical students: the impact on future ability to perform the history of
present illness. Med Educ 2000;34:404-8.

35 Allen SS, Bland CJ, Harris IB, Anderson D, Poland G, Satran L, et al.
Structured clinical teaching strategy. Med Teach 1991;13:177-84.

36 Rogers JC, Dains JE. Can first year students master clinical skills. Acad Med
2001;76:1065-6.

37 Linder BM, Saha A, Heseltine GF. Teaching clinical skills to new medical
students: the Oman experience. Med Educ 1992;26:282-4.

38 Niemi PM. Medical students’ professional identity: self-reflection during
the preclinical years. Med Educ 1997;31:408-15.

39 Elnicki DM, Halbritter KA, Antonelli MA, Linger B. Educational and
career outcomes of a medicine preceptorship for first-year students. J Gen
Intern Med 1999;14:341-6.

40 Rogers JC, Swee DE, Ullian JA. Teaching medical decision making and
students’ clinical problem solving skills. Med Teach 1991;13:157-64.

41 Pamies RJ, Herold AH, Roetzheim RG, Woodard LJ, Micceri T. Does early
clinical exposure enhance performance during third-year clerkship? J
Nat Med Assoc 1994;86:594-6.

42 Carney P, Baron ME, Grayson MS, Klein M, Cochran N, Eliassen MS, et al.
The impact of early clinical training in medical education: A multi insti-
tutional assessment. Acad Med 1999;74(1 suppl):s59-s67.

43 Satran L, Harris IB, Allen S, Anderson DC, Poland GA, Miller WL.
Hospital-based versus community-based clinical education: Comparing
performances and course evaluations by students in their second-year
pediatrics rotation. Acad Med 1993;68:380-2.

44 Freeman J, Cash C, Yonke A, Roe B, Foley R. A longitudinal primary care
program in an urban public medical school: Three years of experience.
Acad Med 1995;70(11 suppl):S64-S68.

45 Thomas EJ, Hafler JP, Woo B. The patient’s experience of being
interviewed by first-year medical students. Med Teach 1999;21:311-4.

46 Murray E. Challenges in educational research. Med Educ 2002;36:110-2.
47 Dornan T. Osler, Flexner, apprenticeship, and “the new medical

education.” J R Soc Med 2005; 98: 91-5
48 Irvine D. The performance of doctors: new professionalism. Lancet

1999;353:1174-7.
49 Medical Professionalism Project. Medical professionalism in the new mil-

lennium: a physicians’ charter. Lancet 2002;359:520.

(Accepted 27 May 2005)

Commentary: The challenges of systematic reviews of educational
research
Jill Morrison

Littlewood et al present the results of a systematic
review of the evidence in the medical education litera-
ture about how early experience contributes to the
basic education of health professionals.1 Increasingly,
emphasis is being given to basing decisions about
teaching practice on evidence because the alternative is
the PHOG approach: prejudices, hunches, opinions
and guesses.2 The review was carried out under the
auspices of the Best Evidence Medical Education
(BEME, www.bemecollaboration.org) collaboration,
which aims to promote best evidence medical
education through dissemination of information,
producing systematic reviews and the creation of an
evidence based culture. It attempts to synthesise the
available evidence in a format that can be used by cur-
riculum planners and others involved in medical edu-
cation to enable them to make decisions about how to
provide the best learning opportunities for students.

What are the readers of the BMJ to make of this
review? Its readers are accustomed to a rather different
kind of systematic review that predominantly evaluates
the results of a number of randomised controlled trials.
As Littlewood et al say that early experience is part of a
complex curriculum intervention.1 It, therefore, does
not lend itself to evaluation using simple experimental
designs such as randomised controlled trials. BEME
recognises that systematic reviews should not be
restricted to randomised controlled trials, which may
have high validity from the perspective of research
methods but are expensive to undertake and may not
be the most appropriate type of study to answer the
questions raised.3

Norman and Schmidt go further and say that edu-
cational trials are ill founded, ill advised, and a waste of
time and resources.4 They argue that there is no such

thing as a blinded intervention or a pure outcome or a
uniform intervention in educational trials.

What is needed is for “multiple lenses to look at
data from different perspectives,”3 but Harden and
Lilley have described the challenge of identifying and
evaluating the evidence as formidable.2 The evidence
may not be available; the research method, the
outcomes investigated, or the replication of the
evidence may not be optimal; and the applicability of
the conclusions to the individual teacher in their
particular setting may not be appropriate. Of course,
this is true of much clinical evidence. We don’t know
the answers to many clinical questions because the evi-
dence is not available or not convincing and often
research carried out on a population of highly selected
patients cannot be generalised to an individual patient.

The BEME collaboration endorses the principle
that medical educators should implement the practice
of methods and approaches to education based on the
best available evidence. Littlewood et al have identified
and evaluated the evidence about early experience for
us. They freely discuss the limitations of the review but
point to the rigour of its methods. The evidence in this
review is as good as it gets for medical educators but, as
Harden points out, it is still up to the individual teacher
to evaluate the evidence and to arrive at the best
approximation of the truth for his or her teaching
practice.2
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