
1Hisham R, et al. BMJ Open 2018;8:e018933. doi:10.1136/bmjopen-2017-018933

Open access�

A comparison of evidence-based 
medicine practices between primary 
care physicians in rural and urban 
primary care settings in Malaysia: a 
qualitative study

Ranita Hisham, Su May Liew, Chirk Jenn Ng

To cite: Hisham R, Liew SM, 
Ng CJ.  A comparison of 
evidence-based medicine 
practices between primary 
care physicians in rural 
and urban primary care 
settings in Malaysia: a 
qualitative study. BMJ Open 
2018;8:e018933. doi:10.1136/
bmjopen-2017-018933

Received 5 August 2017
Revised 3 May 2018
Accepted 1 June 2018

Department of Primary Care 
Medicine, University of Malaya, 
Kuala Lumpur, Malaysia

Correspondence to
Assoc. Prof. Dr. Su May Liew;  
​su_​mayliew@​um.​edu.​my

Research

Abstract
Objective  This study aimed to compare the evidence-
based practices of primary care physicians between those 
working in rural and in urban primary care settings.
Research design  Data from two previous qualitative 
studies, the Front-line Equitable Evidence-based Decision 
Making in Medicine and Creating, Synthesising and 
Implementing evidence-based medicine (EBM) in primary 
care studies, were sorted, arranged, classified and 
compared with the help of qualitative research software, 
NVivo V.10. Data categories were interrogated through 
comparison between and within datasets to identify 
similarities and differences in rural and urban practices. 
Themes were then refined by removing or recoding 
redundant and infrequent nodes into major key themes.
Participants  There were 55 primary care physicians who 
participated in 10 focus group discussions (n=31) and 9 
individual physician in-depth interviews.
Setting  The study was conducted across three primary 
care settings—an academic primary care practice and 
both private and public health clinics in rural (Pahang) and 
urban (Selangor and Kuala Lumpur) settings in Malaysia.
Results  We identified five major themes that influenced 
the implementation of EBM according to practice settings, 
namely, workplace factors, EBM understanding and 
awareness, work experience and access to specialist 
placement, availability of resources and patient population. 
Lack of standardised care is a contributing factor to 
differences in EBM practice, especially in rural areas.
Conclusions  There were major differences in the 
practice of EBM between rural and urban primary care 
settings. These findings could be used by policy-makers, 
administrators and the physicians themselves to identify 
strategies to improve EBM practices that are targeted 
according to workplace settings.

Background  
Evidence-based medicine (EBM), an 
approach that started in the 1990s, attempts 
to address the limitations of clinical prac-
tices that rely on opinions and the unstruc-
tured use of evidence.1 Although the concept 
of EBM has now become widely accepted, 

issues still remain regarding its adoption in 
clinical practice.2 This challenge is likely to 
be of particular concern in areas that are 
resource limited, where factors such as differ-
ences in health conditions, availability of 
resources, lack of good quality research and 
differences in patient populations have been 
viewed as limiting the relevance of evidence to 
clinical practice.3 All of these factors indicate 
that differences exist between the practice of 
EBM in rural and urban settings; however, 
studies comparing the two settings are scarce.

Studies in the rural setting have found that 
the level of evidence-based practice is low 
due to poor awareness, knowledge gaps, atti-
tudes and lack of resources.4 5 Physicians in 
urban settings seemed to have better EBM 
awareness and better availability of resources. 
Furthermore, workplace factors were found 
to influence the practice of EBM in urban 
settings.6 7 The literature has also described 
differences between rural and urban practice 
that are likely to affect the practice of EBM 

Strengths and limitations of this study

►► Findings were analysed from two datasets (rural and 
urban settings), allowing an in-depth comparison of 
the evidence-based medicine practices of primary 
care physicians in both settings.

►► Although two different studies were conducted, both 
used the same research questions, methodological 
approach and research team.

►► The original datasets from rural and urban settings 
were not merged to preserve data context and 
integrity.

►► A limitation of this study is that private general prac-
titioners in the rural setting were not interviewed, 
limiting the generalisability of the results.

►► The qualitative design does not allow for generalisa-
tion of the findings.
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in these settings such as differences in the availability of 
continuing professional training.8

The aim of this study is to explore the differences in 
EBM practices in rural and urban primary care settings. 
This comparison will help to highlight issues relevant to 
the practice of EBM across different settings.

Methods
This is a reanalysis of data from two previous studies 
in Malaysia: the Front-line Equitable Evidence-based 
Decision Making in Medicine (FrEEDoM) study, which 
was conducted in rural primary care settings, and the 
Creating, Synthesising and Implementing (CSI) study, 
which was conducted in urban settings. The methods for 
these studies have been published elsewhere.5 6

Study design
Both the rural and urban studies used a qualitative study 
design to explore primary care physicians’ personal views 
and experiences regarding EBM. Senior physicians were 
interviewed by semistructured individual in-depth inter-
views (IDIs) to reduce participation inhibition in focus 
groups, which may arise from a reluctance to discuss 
issues with junior physicians under their supervision. 
Medical officers and junior general practitioners (GPs) 
were grouped according to their clinical settings and 
interviewed using focus group discussions (FGDs).

Participants in both studies were asked questions 
based on the topic guide. The topic guide was devel-
oped based on the theory of planned behaviour, an 
extensively used psychological model for understanding 
human behaviour.9 This framework and findings from 
other studies in the medical literature were used in the 
formulation of the interview questions. Further details 
including the topic guides used can be obtained from 
the initial two articles.5 6 The interviews and FGDs in the 
two studies were audio recorded. Field notes were made 
during the interviews. The duration of the IDIs and FGDs 
was 45–60 min per session.

Participant recruitment
This research started with the FrEEDoM study in which 
interviews were conducted at rural primary care clinics 
in the state of Pahang, Malaysia. Four FGDs with 15 
medical officers and 3 IDIs with family medicine special-
ists were carried out. After completion of the rural study, 
we continued with the CSI study in which interviews were 
conducted at urban primary care settings in two states: 
Kuala Lumpur and Selangor, Malaysia. All 39 physicians 
working in public and private healthcare clinics were 
recruited purposively through email and telephone 
invitations.

In total, there were 55 physicians from various back-
grounds and settings who participated in this study. The 
locations and timing of the interviews were at the physi-
cians’ convenience. Recruitment was continued until data 
saturation was achieved. When no new codes or themes 

emerged from the analysis, this indicated that data satura-
tion was reached.10 Data were analysed while data collec-
tion was ongoing.

Sampling techniques
Primary care physicians in rural and urban areas were 
recruited through purposive sampling. Medical officers 
and family medicine specialists from public health clinics 
in urban and rural areas and from private health clinics 
and tertiary clinics in urban areas were interviewed to 
achieve maximum variation based on EBM knowledge, 
working experiences and settings.

Data management
Data from the two previous qualitative studies were 
sorted, arranged, classified and compared with the help 
of qualitative research software (NVivo V.10). Both data-
sets (data from the FrEEDoM and CSI studies) were kept 
open and worked with simultaneously. Thematic analysis 
was used in analysing the data. Data categories were inter-
rogated through comparison between and within datasets 
to identify similarities and differences in rural and urban 
practices. The main focus was to highlight the core differ-
ences, and therefore, the differences were identified and 
analysed in a new dataset. The original datasets from the 
rural and urban settings were not merged to preserve data 
context and integrity. Only nodes and themes found to 
be different between datasets were chosen and renamed. 
This process was done by HR.

Once completed, the similarities and differences were 
presented to the team (SML and CJN) for review. Themes 
were then refined by removing or recoding redundant and 
infrequent nodes. Review of the themes was conducted by 
returning to the data repeatedly to check for fit. Quotes 
were annotated by the participant number, gender, posi-
tion and their location (rural or urban).

Patient and public involvement
This was a study to compare physicians’ views on EBM in 
different work settings. Public involvement was limited to 
having non-healthcare personnel involved in the design 
and conduct of the study. Patients were not involved.

Results
The demographic and clinical backgrounds of the partic-
ipants are presented in table 1. Five major themes that 
had influenced the implementation of EBM in practice 
emerged from comparison of the datasets: workplace 
factors, EBM understanding and awareness, work expe-
rience and access to specialist placement, availability of 
resources and patient population. The core differences 
in the rural and urban primary care settings are shown 
in box 1.

Workplace factors
Important differences in EBM practice existed between 
settings; this finding was seen between rural and urban 
workplaces, and among the types of primary care practices, 
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that is, academic, private and public primary care settings. 
Participants noted that a reason for these disparities was 
the difference in the physician-to-patient ratio. All public 
health clinics had to manage large numbers of patients; 
however, in rural clinics, this problem was compounded 
by a lack of physicians, especially in small clinics serving 
isolated areas. Therefore, those practising in rural areas 
felt that it was not feasible to practise EBM.

In rural areas, there is one physician to so many thou-
sand patients, so it depends on how fast they can see 

their patients again. They might see them one month 
later, but for us in urban areas, it’s very easy; we retain 
the folder and the patient can come the next day, we 
can see them within a week. (P26, medical officer, ac-
ademic primary care, urban)

Health system practices also differed between the rural 
and urban practices, which could also affect the practice 
of EBM. A participant gave an example of postnatal care 
where nurses can still manage to have a scheduled visit in 
rural practices even though the population is large and 
scattered.

From what I heard, for example, postnatal care, the 
staff nurse (especially the one in my healthcare clinic) 
and also in Pahang, they are really concerned about 
their patients, visiting them according to the days. 
But, in Selangor (a state in Malaysia), I heard that 
even at one day postnatal, a staff nurse who comes 
to the house is like something huge because they 
got too many patients. They can't, so even though 
Pahang is a big area, I guess the population is scarce, 
so they can still do this. So, I feel that sometimes the 
research conducted in urban areas can’t be applied 
here. (P12, medical officer, primary care clinic, rural)

Another participant agreed that the situations at the 
different settings are not the same.

It’s not the same, different settings are different. I 
find the KKM [Ministry of Health] recommendations 
are a bit different from what we do here. Here, [ac-
ademic primary care], our environment encourages 
evidence-based medicine. But, in KKM, it’s mostly 
just based on expert opinion. Whatever your boss 
says, you just follow, no questions! (P14, medical offi-
cer, academic primary care, urban)

Lack of standardisation in care also contributed to 
differences in EBM practices. This was especially marked 
in rural areas where limited resources such as hospital 
beds and medications meant that physicians had to 
adhere to the known practices of the specialist in charge 
of the district. For example, in the state of Pahang, a 
system known as the ‘buddy system’ was established. Every 
primary care physicians in a district was assigned his or 
her own ‘buddy’, a specialist in obstetrics and gynae-
cology (O&G) working in the closest referral hospital. 
This arrangement was found to be useful because the 
physicians felt that they could rely on their ‘buddy’ to get 
answers.

And luckily, we have our buddy! In Pahang, we have a 
buddy, a buddy system. For O&G, they give one O&G 
specialist to cover this area, so we can contact our 
buddy. Quite easy to get answers because sometimes 
we don’t have enough time to go to the computer 
and check for the evidence-based answers; we just call 
the O&G specialist and straight away we get the right 
answer (giggle). I’m not sure whether this is only in 
Pahang or not. Only O&G. I find it helpful because 

Table 1  Demographic and clinical background of 
participants

Characteristics
No of participants 
(n=55)

Rural
(n=18)

Urban
(n=37)

Age (years) 28–65 28–48 26–65

Gender 

 � Male 17 6 11

 � Female 38 12 26

Position 

 � Family medicine 
specialists (FMSs) 

10 3 7

 � Medical officers 
(MOs) 

37 15 22

 � General 
practitioners (GPs) 

8 NA 8

Workplace 

 � Academic primary 
care settings 

15 NA 15

 � Public health clinics 32 18 14

 � Private health 
clinics 

8 NA 8

Years of practice 
(years)

3–36 3–28 1–36

Ever attended an EBM training course

 � Yes 14 2 12

 � No 41 16 25

FMS=physicians with postgraduate qualifications practising in 
public health clinics.
MOs=physicians without postgraduate qualifications practising in 
public health clinics.
GPs=physicians practising at private clinics.
EBM, evidence-based medicine; NA, not applicable.

Box 1  Major differences between rural and urban primary 
care settings

►► Rural and urban divide.
►► Workplace factors.
►► Physicians’ understanding and awareness of evidence-based med-
icine (EBM).

►► Work experience and access to specialist placement.
►► Accessibility and availability of resources.
►► Patients’ acceptance towards EBM.
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we know our buddy and our buddy also knows us, and 
two-way communication is better because sometimes, 
if you don’t have the buddy, you will call the ‘on call’ 
people and it’s quite disturbing. (P1, family medicine 
specialist, primary care clinic, rural)

However, the lack of standardisation in clinical practice 
meant that rural physicians needed to know and follow 
the individual clinical practices of different specialists. If 
a patient required referral to secondary care, the primary 
care physician would have to decide where to refer to 
and manage the patient according to the practices of the 
specialist in charge at that hospital.

Physicians’ understanding and awareness of EBM
Differences and similarities in the understanding and 
awareness of EBM among physicians emerged during data 
analysis. There was almost no EBM practice in the rural 
setting except by family medicine specialists. Both rural 
and urban physicians viewed EBM as being restricted to 
guidelines, research and statistics.

I think it’s because they don’t know what to do. If 
you know what to do, usually you won’t spend longer 
time. Like I said, you search, you just blindly search 
like that and then you end up with all these things 
[results], right. At the end of the day, you are going 
to give up! But if you know the technique, what’s the 
best… then you just go for it, but some don’t know 
how to search. (P5, family medicine specialist, prima-
ry care clinic, rural).

Urban physicians in this study appeared to be more 
aware about EBM.

Evidence-based medicine is actually done based on 
their study research. So, most of it is based on ran-
domized controlled trials. So, I think it is very accu-
rate in terms of managing patients; this is best for the 
patients because they have studied and did research 
on it. So, that’s why they have come out with some-
thing and we try to apply it on our patients. (P23, 
medical officer, academic primary care, urban).

Work experience and access to specialist placement
One aspect that emerged from the data in this study was 
that the rural physicians were mainly junior physicians 
with less work experience who were posted there as part 
of the mandatory government service. The junior rural 
physicians voiced uncertainty regarding clinical practice 
and did not know how to search for information. The 
only reliable source of information was hospital special-
ists who were sometimes difficult to contact.

When we are really not sure, we hope that they can 
give us answers, but sometimes it’s just difficult and 
we have to consult another doctor. It’s frustrating! 
It happened many times, the MO (medical officer) 
cannot decide; then, they ask to call their specialist. 
When you call, sometimes they are at places with no 

coverage, then you have to try a few times, so it’s diffi-
cult! Even though the MO is a very good senior. (P21, 
medical officer, primary care clinic, rural)

As specialists were difficult to contact, social apps such 
as WhatsApp were highlighted by many of the rural junior 
physicians as constituting an important medium of infor-
mation. This app allowed them to source answers to clin-
ical questions from their peers—a social group that can 
be contacted easily and quickly.

It’s our friends. Actually, it’s the fastest. For example, 
during an emergency setting and when we want an 
answer, that’s the fastest medium! I mean, of course 
you can run home, Google and read one-by-one, but 
that’s not practical! (P8, medical officer, primary care 
clinic, rural)

The junior rural physicians in this study viewed 
searching for answers on the internet as being impractical 
due to the time factor and lack of facilities. In comparison, 
the practice of searching for answers in urban settings was 
different because of easier accessibility to information 
sources. Physicians in urban practices in this study were 
older and preferred using direct communication rather 
than using mobile apps.

Hmm, I don't have WhatsApp or a smartphone, so 
I just call someone up. (GP31, general practitioner, 
urban)

Some of the senior physicians were worried about the 
gap between the junior and senior primary care physi-
cians. There has been a dramatic increase in the number 
of medical universities and an increase in junior physi-
cians being posted to public health clinics. The quality of 
the junior physicians has been a substantial concern to 
the senior primary care physicians.

Maybe they can sort of make it as an arahan [an 
order] for all the physicians; in fact, our Health 
Department is actually worried because we are get-
ting junior physicians and medical officers, and now 
they are getting housemen in clinics. We are so wor-
ried about the quality of the physicians, whether they 
are actually as good as previous physicians, you know, 
like before. Not sure whether these junior physicians 
are exposed to EBM or not because so many of them, 
we don’t know what they have been taught. So, the 
Director can set the rules for all physicians, especially 
the junior ones, to be exposed to EBM. At the end 
of the day, all we are talking about is the benefit of 
the patient. (P32, general practitioner, private health 
clinic, urban)

Senior physicians also reported that the practice of 
sending new junior physicians to rural clinics would 
create problems as there is a lack of experienced physi-
cians in those locations.

I think because in Hospital X [hospital in a larg-
er district in Pahang] now, most of them are new 
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physicians; when you work as a houseman in Kuala 
Lumpur (national capital of Malaysia) and after fin-
ishing housemanship, you become a MO, you have 
to go up to the rural area or somewhere else, right? 
Sometimes when we call them, they are not sure, and 
they ask us to call their specialist! It makes our life 
quite difficult too because we have to call the physi-
cians and recite the history again and again, right? I 
understand, but I feel that they just don't have the 
confidence … (laugh) (P1, family medicine special-
ist, public health clinic, urban)

Accessibility and availability of resources
Although resources were limited for both settings, the 
effects were more impactful for rural practices. Restric-
tions on the accessibility and availability of resources 
were highlighted to be a major issue influencing EBM 
practice.

We have some medications here, which I do try to 
limit, and we are not able to freely purchase any 
drugs here, it has to be under the ‘A’ list. If you have 
a beta blocker, I would have only two or three types 
of beta blockers in that drug group, whereas the hos-
pital would have so many types. (P19, medical officer, 
primary care clinic, urban)

It was felt that the availability of many different types 
of medications and facilities was crucial to the practice of 
EBM and that this circumstance was one of the reasons 
why it was harder to practise EBM in rural settings. There 
were participants who felt that they could not practise 
EBM at times because of the limited selection of medica-
tions and that decisions were made simply on the basis of 
what was available.

But usually we won’t be able to practice based on evi-
dence because we have very limited resources back in 
clinic. Yes, based on evidence of course, the best med-
ication would be this, this, this and yet we are limited 
to this kind of, we only have this; by hook or by crook, 
you have to manage your patient with the resources 
that you have. We want to go a step ahead. For ex-
ample, in terms of anti-hypertensives, beta-blockers, 
nifedipine, we still give nifedipine in practice, am-
lodipine, and some of them, they cannot tolerate this, 
and you know we need some ARBs or whatever but 
we can't go the extra mile to have … (P10, medical 
officer, primary care clinic, rural)

Even when the doctor knew about studies showing that 
certain drugs were harmful, he/she had to continue prac-
tising the old methods, which are non-evidence based, 
due to the lack of resources.

It’s just that the access that we have is very limited for 
us; I think that is what our bosses need to consider be-
cause it’s all not evidence-based medicine and we’ve 
been practising the old methods. Even in terms of 
bringing down the BP in a hypertensive emergency, 

and now we are not supposed to be practising using 
nifedipine because there are studies saying that it will 
cause hypoperfusion. But, we are still using nifedip-
ine as for now, and it’s not our own initiative to go 
and do research ourselves. (P10, medical officer, pri-
mary care clinic, rural)

Restrictions to resources affecting EBM practice include 
accessibility to secondary care. Physicians had to consider 
hospital access for patients requiring secondary care in 
terms of distance and availability.

Yes, it’s difficult! It depends on medication-wise, the 
availability of medications and services. For example, 
a pregnant diabetic patient, by evidence, we have to 
refer for an eye check-up referral and all, but when 
you are in a rural setting, you have to take into ac-
count for the patient to go there [clinic], so if they 
can go, we will refer, and then, the waiting time. It’s 
not like we cannot proceed based on the clinical 
guidelines, it’s the easy access for that that counts. 
(P5, family medicine specialist, primary care clinic, 
rural)

Geographical distance to medical care is a problem 
for rural practices, and this issue did not emerge in the 
interviews with physicians practising in urban settings. 
Physicians found it difficult to help patients. They were 
concerned that patients would struggle to travel to the 
hospital and that they may not be able to afford the cost 
of travelling and hospitalisation.

We just tell our patients, ‘we are sorry, this is the only 
thing that we have in the clinic’ and if you want to 
go further, then just write a letter for them to be 
referred, but some of them they couldn’t, those in 
this kampung [village] setting, as you said, in a rural 
setting, right? Travelling to other centres, like going 
all the way to Temerloh (district in Pahang) for fol-
low up, it’s really a huge deal for them because it’s 
not like us earning monthly; they go there, they leave 
their family behind, they don’t get paid for that par-
ticular day, so it’s really a struggle for them. (P10, 
medical officer, primary care clinic, rural)

The greater distances found in rural settings also meant 
that access to training for the rural physicians was diffi-
cult. A participant suggested that teleconferencing could 
be useful to overcome this problem.

It’s different! Rural areas, they have one clinic, one or 
two MOs only. The distance is like one to two hours 
from the main clinic. Rural areas, I suggest doing 
video trainings. I think it is good, also because that’s 
what I did when I did my rural posting attachment in 
Canada. That area was quite rural, and it was like a ru-
ral family medicine practice, the family doctor would 
be in a room with a computer, and CME is conducted 
from the hospital in Calgary for, like, four, five hours 
once a week. (P6, family medicine specialist, primary 
care clinic, rural)
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Patients’ acceptance of EBM
Patients were considered an important factor influ-
encing the physicians’ practice of EBM. This finding was 
observed for both rural and urban physicians. However, 
rural patients prefer traditional medicine.

Because that day we conducted research in a rural 
area, they have the Orang Asli [aborigines], their be-
liefs and things like that, so many traditional herbal 
medicines and all, you cannot change their practice. 
(P26, medical officer, tertiary hospital, urban)

Bomoh! (Shaman!) Normally they believe the 
Bomoh (Shaman) rather than a doctor because they 
are more human. Yes! It happens in urban areas too! 
Not only in rural areas. (P27, medical officer, tertiary 
hospital, urban)

A lot, we have a lot of patients who are on alternative 
complementary treatment. All the herbs and tradi-
tional medicines. (P21, medical officer, public prima-
ry care, rural)

Urban patients were viewed as being more knowledge-
able with some doing their own health research before 
consulting the doctor.

See, we live in a population where they are all retired 
professionals. They read, and they are proficient in 
English, so they understand internet English. They 
Google a lot and they ask for a lot of opinions from 
people of different backgrounds, then they formulate 
this kind of opinion for themselves. They self-treat a 
lot and change their own medication and come up 
with Google’s internet papers. (P31, medical officer, 
primary care clinic, urban).

Discussion
The research identified major differences and gaps in the 
description of EBM practices between rural and urban 
primary care. Major themes that emerged to indicate 
differences in the practice of EBM were workplace factors, 
lack of understanding and awareness of EBM, work expe-
riences and access to specialist placement, accessibility 
and availability of resources and patients’ acceptance of 
EBM.

The original aim of the research team was to explore 
the influence of the work setting on EBM practices 
because previous literature had indicated that the setting 
could influence EBM practices. We also postulated that 
physicians in rural settings have limited access to evidence 
compared with those in urban settings. However, there 
was a scarcity of research in this area, specifically of prac-
tices in the rural setting. Thus, we first explored the 
research question in the rural setting by the FrEEDoM 
study5 and subsequently in the urban setting by the CSI 
study.6 In-depth exploration of practices in both settings 
was possible through the use of a qualitative study design, 
although with the understanding that the findings were 

not generalisable. The data were subsequently compared 
with explore differences between the two settings. These 
findings will also be used to inform the development of 
an instrument for a quantitative study.

We found differences in the management of healthcare 
processes between the rural and urban areas, which led 
to differences in workplace culture towards EBM. These 
disparities included differing ways in the management 
of large numbers of patients, in organisational support 
and in access to specialist care and hospital beds. Interest-
ingly, although the physicians practising in rural settings 
lauded the ‘buddy system’, this approach meant that clin-
ical practice was not influenced as much by evidence as 
towards expert opinion. Patient management differed 
according to the specialist managing the case. This situa-
tion was not found in the urban setting, where accessibility 
towards tertiary care was easier. Our findings indicated 
that there was a variation in practice that was influenced 
by expert opinion rather than by the use of research 
evidence. Some variation is useful as this indicates consid-
eration of individual preferences; however, too much vari-
ation leads to inequity in healthcare, meaning that some 
patients may not receive the best of care simply because 
of geographical location.11

We also found that awareness regarding EBM was 
poorer in the rural setting. This finding was similar to the 
results of other studies,12 13 which also found that primary 
care physicians practising in rural settings lacked aware-
ness regarding EBM. A contributing factor may be the 
lack of accessibility to EBM training in rural settings. It 
is difficult to attend conferences and workshops in rural 
settings due to the remoteness of the locations. The 
limited numbers of physicians in rural clinics also meant 
that physicians needed to take turns to attend these 
courses. Urban practice offered a greater opportunity to 
attend training, especially for those whose practices were 
located at academic hospitals.

Our study further highlighted the difficulties that arise 
from remote rural postings. Within the Malaysian health 
system, junior physicians are more likely to be sent to rural 
postings compared with experienced physicians. Junior 
physicians are retained in public services through a 3-year 
compulsory service scheme. Furthermore, rural post-
ings are often regarded as a necessary requirement for 
applying for specialty training14 Thus, junior physicians 
posted in rural areas often lack insight and experience 
in the management of diseases.14 15 This factor is likely 
to affect the quality of healthcare services in rural areas. 
The EBM approach was considered to be an approach 
that could help the physicians make better decisions in 
rural settings.6 However, this promise remained unful-
filled because the junior physicians lacked understanding 
of EBM and skills in its practice.

Similar to other studies,16–18 the availability and acces-
sibility of resources including drugs and facilities were 
perceived as a major barrier to the practice of EBM. 
However, in this study, these circumstances also appeared 
to affect the urban setting, possibly because resources in 
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a low/middle-income country are limited, even in urban 
areas. However, this study did find that this issue was of 
greater importance in the rural areas where the lack of 
resources was greater compared with urban settings. For 
the practice of EBM to improve, it is not enough to simply 
increase resources for the health clinics—a wider perspec-
tive is needed. Our findings have shown that rural post-
ings must be made more engaging to ensure an adequate 
supply of primary care physicians. The current incentive 
plans to retain experienced physicians in rural settings 
are inadequate.19 In addition, non-financial incentives 
could be made available such as a reduction in work hours 
and the availability of good schools and other resources 
important to retain physicians in rural areas.20–23

Finally, there were perceived differences in the patients’ 
acceptance of EBM. In rural areas, traditional medicine 
and other complementary medicine practices appeared 
to be highly regarded and practised compared with those 
practices and perceptions among urban populations. In 
the urban areas, patients’ acceptance of EBM was also 
challenging due to the population having assumptions 
and expectations from various information sources. 
They also tended to be more assertive at times with their 
decisions. This led to feelings of frustration among the 
physicians who felt that such attitudes and behaviours 
hindered the practice of EBM. However, EBM is defined 
as the integration of research evidence, clinical expertise 
and patients’ values. Patient values and preferences are 
considered to constitute an important and integral part 
of this approach. This is where shared decision-making 
should be incorporated into the consultation process.

The findings from this study are specific to the Malay-
sian context. There is a lack of literature that compares 
rural and urban primary care settings. However, there are 
published studies that have focused only on a particular 
setting, either rural or urban, and for these studies, there 
are some similarities to our findings. The similarities 
found in other rural studies indicate that there is a lack of 
access to resources, lack of knowledge and skills regarding 
EBM, high workload, greater time pressure and lack of 
support from the workplace organisation.24–26 Studies 
conducted in urban settings reported that primary care 
physicians seemed to have awareness of EBM and that 
attitudes differed based on work experience.27 28

The participants were recruited from rural clinics in 
Pahang and urban clinics in the Klang Valley. This factor 
limits generalisability to primary care physicians from 
other states or locations. However, study participants 
shared and compared their work experiences in other 
states and locations during the interviews. Therefore, a 
wide range of views and important insights were obtained.

Although there were two datasets, the studies were simi-
larly designed to allow for comparison. This new compar-
ison raises the question of whether the questions posed 
by the interviewers were adequate to answer a different 
research question (comparison of the urban and rural 
settings). As this was planned from the start of the 
research, the topic guide directly addressed the influence 

of the work setting towards the practice of EBM, which 
allowed us to answer the research question of this study.

Strengths and limitations
The strength of this study was that the two studies were 
conducted separately in two different settings, that is, 
rural and urban areas, but using the same research ques-
tion, the same methodological approach and the same 
research team. The aim of the research team was to 
explore in-depth views and experiences of primary care 
physicians working in the different settings. The separate 
datasets were used to explore similarities and differences. 
The limitation of this study is that the private GPs in rural 
practices were not interviewed in the FrEEDoM study, 
which limits the data analysis process in this study. Finally, 
the qualitative design does not allow for generalisation of 
the findings.

However, our aim was to generate understanding of the 
influences that affect the practice of EBM in the rural and 
urban settings. Further studies are needed to identify and 
quantify the actual associated factors.

Conclusion and recommendations
There were major differences in the practice of EBM 
between rural and urban settings, which impacted clin-
ical practice. Workplace factors, healthcare organisation, 
availability of resources and patient populations were 
found to differ significantly. Strategies to overcome these 
issues are required before improvement in the practice of 
EBM can be seen. It is important that the policy-makers 
consider changing the system to encourage the practice 
of EBM in all workplace settings, whether rural or urban. 
Therefore, it should be ensured that there is equitable 
and sufficient distribution of resources needed for clinical 
practice to be evidence based in all primary care settings.
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