Learning in practice

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 TFriedberg 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 | 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.

‘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 T], Broadhead WE, Tse C-K]. Implemen-

tation and evaluation of a shadow program for PharmD students. Am ]

Pharm Educ 1993;57:44-9.

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.

Rogers JC, Dains JE. Can first year students master clinical skills. Acad Med

2001;76:1065-6.

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.

3

—_

33

Co

36

oo
3

39 Elnicki DM, Halbritter KA, Antonelli MA, Linger B. Educational and
career outcomes of a medicine preceptorship for first-year students. / 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.

Pamies R], Herold AH, Roetzheim RG, Woodard L], Micceri T. Does early

clinical exposure enhance performance during third-year clerkship? J

Nat Med Assoc 1994;86:594-6.

Carney P, Baron ME, Grayson MS, Klein M, Cochran N, Eliassen MS, et al.

The impact of early clinical training in medical education: A mult insti-

tutional assessment. Acad Med 1999;74(1 suppl):s59-s67.

43 Satran L, Harris 1B, 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.

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.

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.” / R Soc Med 2005; 98: 91-5

Trvine 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.

4

—_

4

o

4.

S

S
St

4

@

(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.' 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.” The review was carried out under the
auspices of the Best Evidence Medical Education
(BEME, wwwbemecollaboration.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 Littdewood et al say that early experience is part of a
complex curriculum intervention.' 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.’

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

BM] VOLUME 331 13 AUGUST 2005 bmj.com

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,” but Harden and
Lilley have described the challenge of identifying and
evaluating the evidence as formidable.* 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.”
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What the educators are saying

How can I know what I don’t
know?

Although the ability to assess your
own deficiencies is considered
essential for lifelong learners, most
people are not very good at it.
Students at McMaster University,
Canada, were asked to judge
themselves relative to their peers in
10 medical subject areas in rote
factual knowledge and higher order
conceptual information. Their self
assessments were compared with the
results on the personal progress
inventory (PPI), a recurrent
longitudinal multiple choice
examination containing both factual
recall and higher order conceptual
items. Overall, no significant
correlation was found between the
self assessment and the actual
performance on the test. Even when
students were asked to assess their
performance after they sat the test,
their assessment was at best
moderately correlated with their
actual scores.

Advances in Health Sciences
Education 2004;9:211-24

Course teaches how to request
organs for donation

Requesting organ donation is a
complex challenge for doctors,
consisting of breaking bad news,
dealing with family emotions, and
asking relatives for permission to
donate organs. A new training
programme may help doctors gain
the knowledge and communication
skills to deal with such an intricate
situation more effectively—and
might also help with current donor
organ shortages. Participants in the
European donor hospital education
programme (EDHEP) in both the
United Kingdom and the
Netherlands scored higher on self
efficacy (judgment of their ability to
reach a goal) after taking part in the
programme, and the improvement
remained at six months’ follow-up.
The participants also found it easier
to make requests for organ donation
after completing the course.

Advances in Health Sciences
Education 2004;9:261-82

Judging portfolios in a specialist
training programme

Assessment using portfolios seems
ideal for specialist training
programmes. Portfolios allow
material collected from various
sources (patient care, scientific
results, self reflection, etc) to be used
as a basis for appraisal, evaluation, or

Medical school admission
interviews are too unreliable

Selection procedures for medical schools
often include interviews. At the
University of lowa, researchers collected
data from interviews for admission to
medical school. For a total of

550 applicants, 92 of whom were
reapplying, two independent interviewers
obtained data from a standardised
interview for each candidate. The
inler-rater reliability was moderate to
low and below the level needed for
making decisions with important
consequences. The authors conclude that
a selection process in which only
interviews are used or in which the
resulls of the interview are weighted
heavily is not advisable as it will lead to
unfair decisions about applicants.

Advances in Health Sciences
Education 2004;9:147-59
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assessment, but this variety of input
may make portfolio judgment seem
subjective and unreliable. In a study
of the reliability of portfolio
judgments for registrars in
psychiatry in the United States,
trained raters scored five examples
of registrars’ best work, reflecting
necessary psychiatric skills, such as
crisis management, legal issues, and
neuropsychiatry. Two raters and five
entries were found to be sufficient
for relative decisions (determining
which candidate is better than the
other) and three raters and six
decisions for absolute decisions
(grading, for example).

Advances in Health Sciences
Education 2004;9:309-23
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Do modern medical students know
enough anatomy?

Students following modern medical
school curriculums often assume
that they don’t know enough
anatomy, but they needn’t be so
worried. One way of determining
the standard for a test is a so called
Angoff procedure. In this procedure
a panel of experts are asked to
review all items of a test and to
estimate the chance that a
borderline student would answer the
item correctly. Four such panels
(fourth year medical students,
anatomists, clinicians, and recent
graduates) were used to determine
pass-fail scores for an anatomy test
that was given to medical students in
the fourth year of a six year
programme. The medical students
were the most stringent judges;
using their standard, 64% of their
peers would have failed the test.
Clinicians were second, leading to

a failure rate of 58%), followed by
anatomists (42%), and recent
graduates (26%). It seems that
medical students overestimate the
level of anatomy knowledge they
need.

Medical Education 2005;39:326-32

Why is studying medicine so
stressful?

A study of 342 medical students at
the Karolinska Institute Medical
University, Sweden shows that
students experience high levels of
stress during their studies. Workload
and lack of positive feedback by
teachers were identified as
particular problems, together with
worries about finances. In addition,
a higher percentage of the medical
students fulfilled the criteria for self
rated depression on the major
depression inventory than did the
general population. And female
students scored significantly

higher not only than male students
but also than females in the general
population. Slightly fewer than
30% of the medical students had
had suicidal thoughts. The findings
of this study are not unique;

similar studies in various

countries have come to similar
conclusions.

Medical Education 2005;39:594-604
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