£

and Public Health

International Journal of
Environmental Research

Article

Knowledge, Attitude, and Practice of Evidence-Based Medicine
among Emergency Doctors in Kelantan, Malaysia

Mohd Ghouse Ahmad Ghaus 19, Tuan Hairulnizam Tuan Kamauzaman ! and Mohd Noor Norhayati 2*

check for

updates
Citation: Ahmad Ghaus, M.G.; Tuan
Kamauzaman, T.H.; Norhayati, M.N.
Knowledge, Attitude, and Practice of
Evidence-Based Medicine among
Emergency Doctors in Kelantan,
Malaysia. Int. ]. Environ. Res. Public
Health 2021, 18, 11297. https://
doi.org/10.3390/ijerph182111297

Academic Editor: Helen Edwards

Received: 1 September 2021
Accepted: 24 October 2021
Published: 27 October 2021

Publisher’s Note: MDPI stays neutral
with regard to jurisdictional claims in
published maps and institutional affil-

iations.

Copyright: © 2021 by the authors.
Licensee MDPI, Basel, Switzerland.
This article is an open access article
distributed under the terms and
conditions of the Creative Commons
Attribution (CC BY) license (https://
creativecommons.org/licenses /by /
4.0/).

Department of Emergency Medicine, School of Medical Sciences, Health Campus,
Universiti Sains Malaysia, Kubang Kerian 16150, Kelantan, Malaysia;
ahmad.ghaus.786@gmail.com (M.G.A.G.); hairulnizam@usm.my (T.H.T.K.)
Department of Family Medicine, School of Medical Sciences, Health Campus,
Universiti Sains Malaysia, Kubang Kerian 16150, Kelantan, Malaysia

*  Correspondence: hayatikk@usm.my; Tel.: +60-13-938-8416

Abstract: This study aimed to determine the prevalence of high levels of knowledge, positive
attitude, and good practice on evidence-based medicine (EBM) and identify the associated factors
for practice score on EBM among emergency medicine doctors in Kelantan, Malaysia. This cross-
sectional study was conducted in government hospitals in Kelantan. The data were collected
from 200 emergency physicians and medical officers in the emergency department using the Noor
Evidence-Based Medicine Questionnaire. Simple and general linear regressions analyses using SPSS
were performed. A total of 183 responded, making a response rate of 91.5%. Of them, 49.7% had a
high level of knowledge, 39.9% had a positive attitude and 2.1% had good practice. Sex, race, the
average number of patients seen per day, internet access in workplace, having online quick reference
application, and attitude towards EBM were significantly associated with EBM practice scores. It
is recommended that appropriate authorities provide emergency doctors with broader access to
evidence resources. EBM skill training should be enhanced in the current medical school curriculums.

Keywords: evidence-based medicine; emergency medicine; knowledge; positive; practice

1. Introduction

Evidence-based medicine (EBM) is defined as “the conscientious, explicit and judicious
use of current best evidence in making decisions about the care of individual patients” [1]
(p. 71). The EBM is a paradigm for clinical practice involves integrating the best available
evidence with individual clinical expertise with consideration of individual patient’s right
and preferences in clinical decision making [2]. The five basic steps in applying EBM
include defining the problem, searching for resources and databases, critically evaluating
information, obtaining valid evidence, and evaluating the usefulness and effectiveness of
the evidence [3].

One of the most significant principles in EBM is the hierarchy in validating evidence
based on which judgments are made, which indicates that it is critical to evaluate the value
of evidence before making decisions. The evidence is ranked in the hierarchy based on their
likelihood of bias. Evidence obtained by meta-analysis of several randomized controlled
trials is highest in the hierarchy since they are designed to be unbiased and have a lower
likelihood of systematic mistakes. A case series or expert opinion is frequently skewed by
the author’s experience or opinions, and confounding factors are not controlled for [4].

Clinicians must have solid communication skills, as well as an ethical awareness and
understanding of cultural and societal impacts on patient encounters. These characteristics
aid physicians in gaining a better understanding of their patients’ needs and preferences
in order to better manage their illnesses and select suitable interventions. Establishing
professional standards can be aided by guidelines and credible study summaries that
are based on solid research data [5]. By bridging the gap between best practice and
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standard care and reducing dangerous and ineffective treatments, evidence-based clinical
practice saves money and improves healthcare quality [6]. The goal of EBM is to enhance
the quality of care by supporting good practices and encouraging clinicians to try new
scientific methods and abandon ineffective ones [2].

In a systemic review, many physicians reported having poor EBM knowledge and
skills. Yet, they have a positive attitude towards implementing EBM in their daily prac-
tice. [7]. Another systemic reported lack of suitable facilities, low motivation, negative
attitude towards EBM, lack of confidence in research results and lack of training in EBM.
Resistance to change was also identified as a barrier in EBM [8].

General practitioners in the United Kingdom welcome EBM and agree that it improves
patient care. However, they had a low level of awareness regarding extracting journals,
reviews, and databases [5]. The knowledge of doctors in Saudi Arabia was considered
acceptable. However, the gap between understanding and practice of EBM was due to
time and accessibility of resources limitations [9]. A study among Norwegian physicians
reported limited knowledge of EBM but a positive attitude towards implementing EBM in
clinical practices. They agreed that EBM helps physicians improve practice and patients’
care. Instead, most physicians would consult their colleagues rather than searching for
evidence-based resources [10].

Over recent years, EBM has created an impact on emergency medicine worldwide. It
is associated with a high workload but, at the same time, is required to uphold the quality
of healthcare. Emergency doctors and paramedics are on the front line of emergency care
services, require the latest updates in disease management, and must keep patients’ best
interests in mind. There have been few studies conducted in Malaysia on EBM. However,
these are limited by the study population size and may not be representative [11,12].

Emergency doctors work in resuscitation areas that are both time-critical and information-
sparse. To the best of our knowledge, no study evaluating the application of EBM has been
conducted among emergency doctors. To address this gap, this study aimed to determine
the prevalence of high level of knowledge, positive attitude, and good practice on EBM and
identify the associated factors for practice score on EBM among emergency medicine doctors in
Kelantan. We believe this study will help promote EBM among emergency doctors and provide
data for appropriate authorities to provide emergency doctors with broader access to EBM
resources.

2. Materials and Methods
2.1. Population and Sample

This is a cross-sectional study among emergency doctors in Kelantan. It is a state
located in the north-eastern corner of Malaysia with an estimated population of 2,001,000.
The state has 10 hospitals with approximately 250 emergency medical officers working
under the supervision of 30 emergency physicians in the emergency department. This
study includes emergency medical officers and emergency physicians in district hospitals
and general hospitals. It excluded house officers and those working in private hospitals or
retired from practice.

Simple random sampling was used. The sample size was calculated based on a single
proportion formula [13] for the prevalence of a high level of knowledge of EBM. Assuming
the precision of 0.05 with a 95% confidence interval and nonresponse rate of 10%, a sample
of 200 emergency doctors was needed.

2.2. Research Tool

The questionnaire consists of five sections. Section 1 includes the sociodemographic data
of the population such as age, sex, race, marital status, qualification, place of practice, and
years of clinical experience. Section 2 consists of environmental factors pertinent to the study;,
such as the average number of patients seen in a day, internet in the workplace, accessibility
to subscribed online databases, online mobile applications, and supportive colleagues.
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Sections 3-5 utilized the validated Noor Evidence-Based Medicine Questionnaire on
knowledge, attitude, and practice among primary care practitioners [14,15]. It consists of
15 knowledge, 17 attitude, and 11 practice items on EBM. The knowledge and attitude
items are assessed based on a five-point Likert scale of “Strongly Agree” =5, “Agree” =4,
“Neutral” = 3, “Disagree” = 2, “Strongly Disagree” = 1; while the practice items are
assessed based on five-point Likert scale of “Always” = 5, “Often” = 4, “Sometimes” = 3,
“Seldom” =2, “Never” =1 [15]. The psychometric properties for the knowledge domain
of EBM were also analysed based on the item-response theory for the Rasch model. The
rating scale diagnostics suggest collapsing of category 1 (observed count = 15, 1%; outfit
MnSq = 1.91) and category 5 (observed count = 221, 16%; outfit MnSq = 1.01) with sensible
adjacent category categories. A three-point Likert scale of “Correct = 3”, “Not sure” =2,
“Wrong” = 1, with reverse scoring for negative-worded items, was suggested [14].

Total scores were calculated for each knowledge, attitude, and practice domain. Each
total raw score was transformed into a “percent score” and categorized based on Bloom's
cut-off point [16]. Scores less than 59% are determined to have a low, negative, and poor
level of knowledge, attitude, and practice. Scores within 60-80% were equated with a
moderate, neutral, and fair level of knowledge, attitude and practice. Scores more than
81% are determined to have a high, positive, and good level of knowledge, attitude, and
practice [17].

2.3. Data Collection

The approval for this research was obtained from the human research ethics commit-
tee of Universiti Sains Malaysia (USM/JEPeM/1909514) and the medical research ethics
committee of the ministry of health (NMRR-19-2502-50090). Data collection was conducted
from February-May 2020. The researcher made appointments with the prospective par-
ticipants at their respective facilities, explained the study, and distributed the informed
consent forms. When the participants understood and consented to join the study, they
were given the self-administered questionnaire. They were free to ask the researcher if they
encountered problems while answering it. The time estimated to complete the case report
form was 20 min. The questionnaires were checked for completeness, and the participants
were thanked for their cooperation.

2.4. Data Entry and Analyses

The data were entered and analyzed using SPSS version 26 (SPSS Inc., Chicago, IL,
USA, 2019). Before analysis, the data were checked and cleaned. Then, descriptive analyses
were conducted to define a high level of knowledge, a positive attitude, and a good practice
of EBM. Simple and general linear regression analyses were used to determine the factors
associated with EBM practice scores.

3. Results

A total of 200 respondents were invited. However, only 183 responded, making a
response rate of 91.5%. The nonrespondents did not complete their questionnaires. The
median age of the responders was 31. The majority of the respondents (n = 156, 48.6%)
were of Malay ethnicity, with 94 (51.4%) females. The percentage of respondents who were
married at the time of the survey was 53%, while the rest were single. Bachelor’s degree
holders accounted for 153 (83.6%) of the respondents, followed by Master’s degree holders
30 (16.4%). The majority of responders (1 = 129, 70.5%) worked in a general hospital. Most
of the respondents had internet access in the workplace (1 = 175, 95.6%) with 152 (83.1%) of
them had online quick reference application. Continuous medical education was accessible
in the majority of respondent workplaces (1 = 162, or 88.5%). Sociodemographic profiles of
the 183 emergency doctors are shown (Table 1).
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Table 1. Characteristics of the study respondents (1 = 183).

Variables Median (IQR ?) n (%)
Age (year) 31(4)
Experience in current workplace (year) 4(5)
Sex
Male 89 (48.6)
Female 94 (51.4)
Ethnicity
Malay 156 (85.2)
Non-Malay 27 (14.8)
Marital status
Single 86 (47)
Married 97 (53)
Highest academic qualification
Bachelor 153 (83.6)
Master 30 (16.4)
Place of practice
General Hospital 129 (70.5)
District Hospital 54 (29.5)
Average number of patients seen per day
<10 21 (11.5)
10-20 97 (53.0)
21-30 32(17.5)
>30 33 (18.0)
Availability of provided internet access in workplace
Yes 175 (95.6)
No 8 (4.4)
Availability of subscribed online databases in workplace
Yes 124 (67.8)
No 59 (32.2)
Presence of online quick reference application
Yes 152 (83.1)
No 31 (16.9)
Presence of continuous medical education in workplace
Yes 162 (88.5)
No 21 (11.5)

Note: Description is based on Noor Evidence-Based Medicine Questionnaire [15]. # Interquartile range.

Ninety-one respondents (49.7%) were classified as having a high level of knowledge.
It was followed by moderate (47.5%, n = 87) and low (2.8%, n = 5) levels of knowledge.
The majority of the respondents only knew two components of EBM: critically appraising
research findings (90.2%) and patient care (56.8%), whereas the third component, clinical
expertise, was incorrectly answered (54.6%). When it came to the use of EBM in clinical
decision making, the majority of respondents (79.2%) knew about using the PICO format
to create a good clinical question, 90.7% knew that EBM can be used if there is a doubt
in clinical management, and 90.2% agreed that improved access to summaries evidence
would encourage evidence-based practice. However, only 3.3% of respondents were aware
that EBM encourages self-directed learning (see Appendix A Table A1l for responses to
knowledge items related to EBM).

Seventy-three respondents (39.9%) were classified as having a positive attitude to-
wards EBM. It was followed by neutral (54.6%, n = 100) and negative (5.5%, n = 10) attitudes
towards EBM. EBM is a threat to good clinical practice, according to the majority of our
respondents (97.8%). Despite this, the majority of them believe EBM will improve patient
outcomes (95.6%) and are eager to learn EBM if given the chance (95.1%). Moreover, half
of the respondents (51.9%) believed that research findings are critical in their day-to-day
patient treatment. The majority of respondents strongly agreed that database access is
critical for getting EBM journals (45.9%) (see Appendix A Table A2 for attitude items
towards EBM and possible response).



Int. J. Environ. Res. Public Health 2021, 18, 11297

50f 14

Four respondents (2.1%) were classified as having good practice. Most respondents

had poor (74.9%, n = 137) followed by moderate (23.0%, n = 42) levels of practice. Only
3.3% of those respondents never attend continuing medical education to stay up to date
on EBM. When it came to having no time to study EBM, the majority of our respondents
(44.8%) selected “Sometimes.” For systemic review, the vast majority of responders (98.4%)
use multiple search engines (see Appendix A Table A3 for practices related to EBM and
possible response).

General linear regression showed that sex, ethnicity, the average number of patients

seen per day, availability of subscribed online databases in the workplace, having on-
line quick reference applications, and neutral attitude towards EBM were significantly
associated with EBM practice scores (Table 2).

Table 2. Factors associated with EBM practice in emergency doctors using simple and general linear regression analyses

(n =183).
Variables Simple Linear Regression General Linear Regression ¢
Crude reg. coef. ? ¢ Adj. reg. coef ¢ ¢
(95% CI®) t Stat p Value (95% CI ) t Stat p Value
Age (year) 1.1 (0.36,1.79) 2.99 0.003
gmergency department experience (year) 0.9 (0.15,1.59) 2.38 0.020
ex
Male
Female —5.7 (—9.89, 1.45) —2.65 0.009 —6.3(—9.90, —2.64) —341 0.001
Ethnicity
Malay
Non-Malay 11.1 (5.29, 16.96) 3.76 <0.001 8.5 (3.62,13.51) 3.42 0.001
Marital status
Single
Married 0.6 (—3.75, 4.86) 0.26 0.798
Highest academic qualification
MBBS/MD/MBChB
Specialist 5.3 (—0.50, 11.00) 1.80 0.730
Place of practice
General hospital
District hospital —7.4(-11.97, —2.80) —3.18 <0.001
Average number of patients per day
<10
10-20 5.6 (—1.11, 12.48) 1.65 0.101
21-30 8.5(0.59, 16.45) 2.12 0.035 4.9 (0.20,9.52) 2.06 0.041
>30 13.4 (5.53, 21.29) 3.36 0.001 8.0 (3.43, 12.60) 3.45 0.001
Internet access in workplace
Yes
No —10.7 (-21.05, —0.27) —2.02 0.044
Subscribed online databases in workplace
Yes
No —9.9 (—14.36, —5.64) —4.43 <0.001 —6.8 (—10.95, —2.67) -3.25 0.001
Online quick reference application
Yes
No —11.7 (-17.14, —6.2) —4.22 <0.001 —9.2(—-14.22, —4.19) —3.62 <0.001
Continuous medical education
Yes
No —7.8(—14.46, -1.17) —2.32 0.021
Knowledge categories
High
Moderate —4.0 (—8.34,0.30) —1.83 0.068
Low 3.6 (—9.68, 16.80) 0.53 0.596
Attitude catgories
Positive
Neutral —9.6 (—13.88, —5.38) —4.47 <0.001 —9.4 (—13.00, —5.86) —5.21 <0.001
Poor —2.8 (—12.08, 6.55) —0.59 0.559

Note: Variable is based on Noor Evidence-Based Medicine Questionnaire [15]. # Crude regression coefficient; b confidence interval; © ¢
statistic; ¢ adjusted regression coefficient; ¢ general linear regression (R? = 0.388; no significant interaction; no multicollinearity problem;

model assumptions met).

4. Discussion

In this study, the respondents’ knowledge of EBM was mainly high or moderate. In

comparison to a survey conducted among primary care doctors in Selangor, Malaysia,
using a similar research instrument, it was found that 60.9% of the respondents had a

moderate level of knowledge, whereas 6.2% had a low level of knowledge [17].



Int. J. Environ. Res. Public Health 2021, 18, 11297 6 of 14

Statistical terms in EBM have been known to cause difficulty in applying the evidence-
based practice in this study. An almost similar finding was found among the primary
care in Selangor [17]. These findings were also supported further by a study in Melaka,
which found that more than half of the respondents did not understand the terms used, i.e.,
number needed to treat, meta-analysis, odds ratio, and confidence interval. In comparison,
more than half of the respondents have some understanding of terms like relative risk
and absolute risk [12]. However, studies from other countries have different findings. For
example, in Sri Lanka, less than 38% of the medical officers understood some statistical
phrases like systemic review and meta-analysis [5]. On the other hand, in a study done
among doctors in England, one-third of them could understand the statistical terms and
able to explain to others the meaning of the statistical terms [18].

In our study, most of the respondents understood that EBM involves critically apprais-
ing research findings to make relevant clinical decisions. Critical appraising is a systemic
method to evaluate the evidence for its validity and clinical usefulness systemically. It is a
crucial step because it lets the clinician decide whether an article can be relied on to provide
helpful guidance or information. Individuals without research expertise can master critical
appraisal, which entails learning how to ask a few key questions about the validity of the
evidence and its relevance to a particular patient or group of patients. These fundamentals
can be trained within a few hours in tutorials, workshops or interactive lectures [19]. A
study of 1080 Hungarian medical students found that those who had EBM training rated
their skills in critical appraising significantly better than students who did not receive EBM
training [20]. In a French study involving 397 health care professionals, the authors found
that lack of skills for critical appraisal of studies was perceived as a barrier in EBM among
21.7% of respondents [21].

Almost half of the respondents in this study answered wrongly regarding EBM
focuses on the best current available research without considering clinical experience. In
comparison, in a three-point Likert scale survey, half of the physicians perceived clinical
experience or physicians skills as “Quite” important component of EBM [22]. Evidence-
based medicine is defined as a systematic approach to clinical problem solving, which
allows the integration of the best available research evidence with clinical expertise and
patient values. Here, we need to emphasize that clinical expertise is one of the vital parts
in EBM. The skills that physicians acquired during years of clinical practice and clinical
experience is a necessary and indispensable part of what makes a good doctor [4].

A similar outcome was found in our study with regards to making a decision with
consideration of patient preferences. Nearly half of the respondents answered wrongly in
which they considered that there is no need for patients’ preferences in making a clinical de-
cision. In comparison to a study, 61% of the participants perceived patients’ will as “Quite”
important component in EBM [22]. This can be concluded that our respondents were not
aware of another core component of EBM, including patient values and expectations [4].

In the current study, half of the respondents understood that EBM is suitable for mak-
ing decisions about patients’ care and policymaking. One of the World Health Organiza-
tion’s goals for the 21st century is producing and expanding knowledge for evidence-based
policy and implementation [23]. EBM is often portrayed as the “model” for evidence-based
policymaking. There are three advantages to assist in policymaking. Firstly, EBM is more
transparent about the processes and structures used to find and use evidence. Secondly,
EBM considers how to balance evidence and other interests (i.e., clinician clinical experi-
ences and patients” expectation). Third, it helps to provide a forum for shared discussion
and sense-making among the researchers, public, and stakeholders [24]. In a descriptive
study among pharmacists in Kuwait, the authors concluded that higher organizations
should develop policies to practice EBM to organize, standardize, and facilitate clinical
framework [25].

In this study, the majority of the respondents knew that EBM has four essential
components structured in the PICO format, which will facilitate in making good clinical
questions. The previous study also had a similar response, which was 81.3% [17]. A
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focused clinical question containing PICO elements is believed to be the key to efficiently
finding high-quality evidence and clinical decision [26]. The PICO framework was initially
developed for therapy questions and later extended to all types of clinical questions. It is a
tool that has been tested, and it is adequate and suitable as a knowledge representation for
clinical questions [27].

In our study, more than half of the respondents answered correctly regarding meta-
analysis ranked higher in the level of evidence when compared to case-control studies. This
item is made to test the knowledge of the respondents regarding the strengths of various
study designs. Almost all knew that practicing EBM improves clinicians” understanding of
research methodology. In EBM, evidence refers to what is proved by studies conducted
according to the best research design. For example, a study design which is a randomized
controlled, double-blind, placebo-controlled trial conducted with a homogenous patient
group and followed up, provide the least risk of bias and the strongest evidence. On the
contrary, a case report or an expert opinion is considered a weak level of evidence because
it has a high probability of bias [28].

Eighty-two percent of the respondents are not aware that EBM does promote self-
directed learning. Self-directed learning is recognized as an important tool in the medical
profession as medicine, and its practice changes so rapidly as time goes. It is a lifelong
process. The framework of self-directed learning and EBM is not widely differing. Self-
directed learning is a process in which individuals take the initiative, with or without others’
help, in diagnosing their learning needs, formulating learning goals, identifying human
and material resources for learning, choosing and implementing appropriate learning
strategies and evaluating learning outcomes. These steps are near the PICO framework
mentioned [29]. In EBM practice, clinicians can ask effective clinical questions, acquire
information through emerging research, appraise its quality and relevance based on the
research methodology, apply evidence to practice, and assess its impact on patient and
practice [30]

The majority of our respondents knew that the application of evidence-based practice
is cost-effective to the healthcare system. It was found that evidence-based treatment in
non-small-cell carcinoma resulted in an average cost savings of 35% over 12 months [31].
As for general physicians, the National Health Service England has already issued GP
prescription guidance, which was evidence-based interventions. The challenge here is for
the GP to stop practicing ineffective or low-value interventions. Higher quality medical
care may even happen to be less expensive [32].

The EBM can be practiced in situations where there is doubt about any aspect of
clinical management. The majority of our respondents acknowledged this fact. Three
main elements need to be fulfilled when there is a doubt in clinical practice and applying
the evidence. First, the evidence must be good evidence that each test or procedure
recommended is medically effective in reducing morbidity or mortality. Secondly, the
medical benefits must outweigh the risks; thirdly, each test or procedure’s cost must be
reasonable compared to its expected benefits. The recommended actions must be practical
and feasible [33].

In our study, about 40% of the respondents have a positive attitude towards EBM.
Compared to another local survey among primary care doctors, 12% of the respondents
have a positive attitude towards EBM [17]. It suggests that the attitude towards EBM
may vary among subspecialties. A study in Wuhan, China, also found that the physicians’
specialties were significantly associated with their attitudes towards EBM [22]. In Saudi
Arabia, different specialties scored differently towards the attitudes, in which surgeons
scored the lowest attitude score while the pediatricians scored the highest [34]. The
variation among the subspecialties can be due to the incorporation of EBM training in the
residency syllabus. In a survey in the United States, the authors found that only one-third
of the residency programs offered EBM curricula that targeted EBM skills [35].

The majority of our respondents agree that EBM is a threat to good clinical practice.
These findings can be supported by a qualitative study in Klang Valley that was conducted
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among primary care practitioners. The authors found that most of the doctors considered
EBM a threat to clinical practice. This negative perception increases the resistance to accept
EBM [11].

Despite the unfavorable attitude towards EBM, most of our respondents perceived
that EBM would improve patients” health outcomes and learn EBM if given the opportunity.
It agrees with findings in a study in Sri Lanka and Egypt where more than 80% of the
doctors agree that EBM will improve patients” outcomes [2,5]. However, a systemic review
found no evidence suggesting that EBM training will improve patients” outcomes. Yet,
investigating the relationship between patient outcomes with EBM training is difficult
because the outcomes may be related to many different factors in the clinical context.
Therefore, it isn’t easy to measure the direct contribution of EBM among these many
factors [36].

We also found that most of the respondents agreed that research findings were essential
in their day-to-day management of patients. It is also similar to primary care physicians
in Selangor [17] and Jordan [37], in which 68% and 67% of the respondents, respectively,
agreed that research findings are useful in their daily practices. Among our respondents,
only 68% disagree that EBM has limited value in the management of emergency care.
This result is comparatively better than other two studies conducted in Selangor [17] and
Jordan [37].

We found that almost half of our respondents were neutral towards the notion that
years of clinical experience are more valuable than EBM. This finding was also mirrored
among the primary care physicians in Selangor. Intuition plays a vital role in clinical
practice. Although it has varied definitions, the recurring element was that intuition has
its origins from personal clinical experience. In a qualitative study among 15 general
practitioners, some of them described themselves as EBM practitioners includes intuition
in clinical their clinical decision making. Thus, EBM and intuition are not two opposing
forces instead, both are complementary to each other [38].

Most of the respondents feel that having access to databases is vital in obtaining EBM
journals. PubMed (65.3%) was the most widely visited database among local primary care
practitioners, while UpToDate was only accessed by one-third of those who responded. [17].
In a cross-over randomized trial held in Tehran, the authors found that for first-time users
accessing a database to answer a clinical question, using UpToDate compared to PubMed
can lead to a higher proportion of relevant answers within a shorter time and higher
clinician satisfaction [39]. It varied from a study conducted in Egypt in which 61.3% of the
physicians used PubMed in clinical decision-making rather than UpToDate, which was
used by only 19.2% of the physicians [2].

In the current study, we observed that the respondents’ good practice on EBM was low.
Similarly, among the primary care doctors in Selangor, their prevalence of good practice on
EBM was only 0.4% [17]. Likewise, less than 10% of the Jordanian primary care physicians
applied EBM in their daily clinical practices [37]. In France, only a minority of health
professionals (14.2%), including physicians, nurses, and pharmacists, admitted to using
EBM regularly in their daily practice [21]. The barriers for good practice identified from
the previous studies were poor attitude towards EBM, lack of access to information, lack of
time, and lack of critical appraisal skills.

More than 90% of the respondents to this current study joined CME to get updated
on EBM. This is also similar to findings among primary care physicians in Selangor, in
which 94.2% of them receive updates regarding EBM by joining CME. This good response
towards CME is possibly due to the compulsory requirement set by the Malaysian medical
council to renew the annual physician practice license [40]. Lower prevalence was found
in a study in Wuhan, China, in which 61.8% of the participants use CME as the primary
channel to learn about EBM in comparison to school education, hardcopy journals, internet,
colleagues and advanced training [22].

Clinical practice guidelines (CPG) are defined as statements that comprise recom-
mendations intended to optimize patient care that are informed by a systematic review
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of evidence and an assessment of the benefits and harms of alternative care options. In
Malaysia, the CPG development group and review group include senior consultants in
public healthcare facilities and private consultants [41]. The majority of our respondents are
not involved directly in the development of CPG. This is because 83% of our respondents
are emergency medical officers, and only a minority are emergency physicians.

The majority of our respondents chose “Sometimes” on having no time to study EBM.
In a study conducted in Egypt, 60% of the physicians recognized that lack of time as
a barrier in practicing EBM [2]. This is further supported by studies done locally and
internationally that agree that lack of time is one of the barriers in practicing EBM [7,12,42].

In the current study, 98% of the respondents used multiple search engines for literature
searches. This finding is further supported by a study done in Egypt, in which 87.6% of
the participants used the Internet for literature searches [2]. However, in this current
study, we do not test the respondents’ competency on online searches. In Oman, from a
self-administered survey among the medical residents, about 57% of the respondents were
competent users of search engines compared to 25% of the respondents who rated their
skills as neutral [43].

In the present study, most of the participants (32.8%) chose “Often” when reporting the
sharing knowledge of EBM among colleagues in the workplace. Sharing knowledge about
EBM among colleagues can be considered as a medium. Similar findings were reported
among physicians in Wuhan in which 34.4% of the participants do get their knowledge of
EBM from colleagues [22]. Despite this, colleagues’ attitudes can be a barrier to practicing
EBM. This is reported by Abdeel-Kareem, in which 47% of the participants perceived
that their colleagues” attitudes are a barrier to EBM practice [2]. In a systemic review
regarding EBM, the authors found that the majority of the physicians commonly refer to
their colleagues or expert in the fields in an attempt to answer their clinical questions [7].

The majority of our respondents rarely or never had time to study EBM. For exam-
ple, in a study conducted in Egypt, 60% of the physicians recognized that lack of time
was a barrier to practicing EBM [2]. It is further supported by studies done locally and
internationally that agree that lack of personal time to study EBM is one of the barriers in
practicing EBM [7,17,21,22,44].

In the present study, most participants frequently shared EBM knowledge of EBM
among colleagues in the workplace. Therefore, sharing knowledge about EBM among
colleagues can be considered as a medium. Similar findings were reported among physi-
cians in Wuhan, in which 34.4% of the participants do get their knowledge of EBM from
colleagues [22]. Despite this, colleagues’ attitudes can be a barrier to practicing EBM.
This was reported by Abdeel-Kareem'’s study: 47% of the participants perceived that their
colleagues’ attitude is a barrier to EBM practice [2]. In a systemic review regarding EBM,
the authors found that most physicians commonly refer to their colleagues or to experts in
their field to answer their clinical questions [7].

We also determined that sex, race, the average number of patients seen in a day,
availability of subscribing to an online database in the workplace, quick online references,
and a neutral attitude have been significantly associated with the practice of EBM at the
workplace. Previous research found that race, attitude, length of work experience and
quick access to online reference applications were significantly associated with the practice
of EBM [17]. We found that female healthcare providers have relatively poor practice
towards EBM compared to their male counterparts. The effect of gender on the practice of
EBM has also been explored in previous studies. In a survey conducted among healthcare
providers in Ethiopia, the authors found that male participants were more likely to have
more knowledge of EBM than females [6].

On the contrary, another study found no association between knowledge of EBM
and sex [20]. With reference to our study, there was no association between having good
knowledge of EBM and good practice of EBM. Similar results were also found in a study in
France, in which there was no gender difference in terms of the depth of EBM knowledge
and EBM practice [21].
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In this current study, we found that being Malay was associated with emergency
doctors practicing EBM. That is further supported by a survey among primary care physi-
cians in Selangor, which found that non-Malay physicians had good practice of EBM [17].
However, no other local studies have explored the relationship between race and practice of
EBM [11,12,45]. Furthermore, up to our knowledge, there are also no international studies
that examine the relationship between race and evidence-based practice, mainly because
not many countries are as multiracial as Malaysia.

We also found that quick online references in the workplaces were associated with
the practice of EBM. A study in France found that the absence of availability and access
to information have been perceived as obstacles in EBM practice [21]. In another study in
Kuwait, among pharmacists, the authors found that 75% identified that access to online
EBM resources is a barrier in EBM practice [25]. EBM libraries should be easy to use, contain
up-to-date information, and have electronic databases. Cochrane Library, Best Evidence,
UpToDate, Evidence-Based Medicine Review, and Medscape have these features [28].

We discovered that the average number of patients seen per day was related to
the level of EBM practice, particularly in the groups of 10-20 and 21-30 patients. This
finding was contrary to a survey among primary care physicians in Selangor which found
no relevance between the average number of patients seen per day to the level of EBM
practice [17]. Contrarily, patient overload has been reported as a barrier in EBM practice
in different world regions. Sixty-eighty percent of the participants in an Egyptian study
found that patient overload was reported as a barrier to EBM [2]. It is further supported
by a study in France that 26.1% of the participants perceived lack of time as an obstacle
in EBM practice [21]. In Wuhan, China, 32.5% of physicians perceived lack of time as a
barrier in implementing EBM practice [22]. In a systemic review of 56 studies regarding
EBM, patient overload was perceived as one barrier in EBM practice [7].

In this study, having a neutral attitude among physicians was significantly associated
with the practice of EBM. This finding is different to that of another local study in which
having a negative attitude was significantly associated with the practice of EBM [17]. The
poor attitude was a barrier in practicing EBM [7]. Besides that, a few studies also reported
that colleagues’ attitudes were a barrier to implementing EBM [2,46]. Factors that affect
attitudes to EBM practice were gender, clinical specialty, previous medical qualifications,
and previous EBM training [2].

Historically, research has demonstrated that internet accessibility has been a barrier to
EBM practice [5]. This is a shift from recent years when internet connectivity was not seen
as a significant obstacle to EBM practice, as supported by this and other studies [2,17].

This study has several limitations. The emergency doctors have a high patient work-
load; therefore, they had a limited time to answer the questionnaires, leading to nonre-
sponse bias. We are also aware that the questionnaire relied on the self-rated assessment of
knowledge and beliefs. As a result, research participants might have felt pressured into
completing the questionnaire or might have been unwilling to divulge their knowledge
and skill deficiencies.

5. Conclusions

Although most emergency doctors have good knowledge and a positive attitude
towards EBM, they have a low EBM practice. Factors associated with the poor practice of
EBM were higher patient volume, ethnicity, poor access to subscribed databases, unavail-
ability of access to the online application, and a neutral attitude towards EBM. The gap and
barriers recognized in this study can serve as baseline data to design effective interventions
to improve emergency doctors” knowledge, attitude, and practice. This includes giving
them more access to evidence resources and boosting awareness of the importance of
incorporating EBM skill training into ongoing medical education, and improving current
medical school curricula.

Decision-makers should also include strategies for fostering change among emer-
gency doctors to become more EBM-oriented. It is high time to establish a Malaysian
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EBM board to aid in disseminating EBM concepts, methodologies, and practices among
Malaysian doctors.
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Appendix A
Table A1. Responses to Knowledge on Evidence-Based Medicine.
e Correct Unsure Wrong
Item Description 1 (%) 1 (%) n (%)
K1 Evidence-based me.dlc.me involves thg process of cr1t1§a'lly appraising research 165 (90.2) 14 (77) 1(22)
findings as the basis for clinical decisions.
K2 Evidence-based medicine foc.useg on the.best currgnt available research without 41 (22.4) 42(230) 100 (54.6)
considering clinical experience.
K3 Evidence-based medicine is suitable for ma.kmg dec.lsmns about care of patients 104 (56.8) 43 (23.5) 36 (19.7)
rather than for policy making.
K4 Patients’ preferences should b('e cons'ldvered f1r.st' than clinicians’ preferences in 53 (29.0) 38 (20.8) 92 (50.3)
making clinical decisions.
K5 Evidence-based medicine improves clinical .management by using evidence from 59 (32.2) 48 (26.2) 76 (41.5)
meta- analysis only.
K6 Evidence-based medicine does not help to promote self-directed learning. 6(3.3) 27 (14.8) 150 (82)
K7 Meta-analysis is superior to case-control studies in evidence- based medicine. 115 (62.8) 56 (30.6) 12 (6.6)
Four essential components structured in the PICO format (Patient or problem,
K8 Intervention, Comparison, Outcome) will make a good clinical question. 15(79.2)  37(202) 1(05)
K9 Evidence-based medicine improves clinicians’ understanding on 170 (92.9) 11 (6.0) 2(1.1)
research methodology.
K10 Clinicians who practice ev1denc.e—based medlc%ne become less critical in using 15 (8.2) 67 (36.6) 101 (55.2)
data in systemic reviews.
Ki1 Evidence based medicine can be practls'eq in situations where there is doubt 166 (90.7) 15 (82) 2(1.1)
about any aspect of clinical management.
K12 Improving access to summaries of evidence is appropriate to encourage 165 (90.2) 14 (7.7) 1(22)
evidence-based practice.
Increasing number of systematic reviews, which are applicable to general
K13 practice can be found in Cochrane Library. 110 (60.1) 68 (37.2) 5@27)
Kl4 Difficulty in understandmg' statistical terms 1s’t}'1e major setback in applying 132 (72.1) 41 (22.4) 10 (5.5)
evidence- based medicine.
K15 Application of evidence-based practice is cost-effective to healthcare system. 116 (63.4) 46 (25.1) 21 (11.5)

Note: Description is based on Noor Evidence-Based Medicine Questionnaire [15].
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Table A2. Attitude toward Evidence-Based Medicine.
Strongly
Item Description SKO?eg:y Agree Neutral Disagree Dis-
P & n (%) n (%) n (%) agree
n ( /o) 0,
n (%)
Al I believe that ev1dence.—b.ased mecpcme is a threat to good 115 (62.8) 64 (35.0) 3(1.6) 1(0.5) )
clinical practice.
I believe practicing evidence-based medicine improves
A2 patient health outcome. 100 (54.6) 75 (41.0) 7(3.8) 1(0.5) -
A3 I am keen to learn eV1dence—bas.ed medicine if given 103 (56.3) 71 (38.8) 9(49) - -
the opportunity.
A4  Tamready to practice evidence-based medicine in my work. 89 (48.6) 76 (41.5) 16 (8.7) 1(0.5) 1(0.5)
I feel that research findings are very important in my
A5 day-to-day management of patients. 95 (51.9) 62(33.9) 24(13.1) 1(0.5) 1(0.5)
I feel that evidence-based medicine is of limited value in
A6 emergency medicine because management in emergency 6 (3.3) 17 (9.3) 35(19.1) 84 (45.9) 41(22.4)
care requires less scientific evidence.
A7 Ibelieve that years of clinical experience is more valuable 8 (4.4) 33(180) 78(426) 50(273) 14(7.7)
than evidence-based medicine. ' ' ' ' '
A8 I am .convmce(.i that applying ev1den.ce—based medicine in 62 (33.9) 103(56.3) 18 (9.8) ) )
clinical practice increases the effectiveness of my work.
I feel confident managing patients with
A9 evidence-based medicine. 71 (38.8) 85 (46.4) 24(13.1) 1(0.5) 2(1.1)
A10 ITam certalr} that gr}derstandmg ba.51.c mechan.lsm of disease 39 (21.3) 53(200)  47(257) 33(180) 11 (6.0)
is sufficient for good clinical practice.
All I feel that access to qatabases is vital in (?btammg journals on 84 (45.9) 82 (44.8) 13(7.) 422) )
evidence-based medicine.
AL2 I feel that reading the conclu.51(?ns of a systemic review is 12 (6.6) 30 (164)  56(306) 68(372) 17(93)
adequate for clinical practice.
I feel that practicing evidence-based medicine would
AL3 produce better health practitioners. 75 (41.0) o1@9.7) 15@2) i 2D
I often feel burdened whenever needing to use
Ald evidence-based medicine in practice. 949 36(197)  74(404) 56 (306) 844
I think it is mandatory for physicians to continuously update )
ALS their knowledge in order to deliver efficient patient care. 114 (62.3) 64 (35.0) 422) 1(05)
I am interested in receiving education materials on
Al6 evidence-based medicine as they relate to various topics. 106 (57.9) 68 (37.2) 949 i )
I think that educational interventions and incorporating
Al17 formal teaching of evidence-based medicine at medical 104 (56.8) 74 (40.4) 5(2.7) - -
education is very important.
Note: Description is based on Noor Evidence-Based Medicine Questionnaire [15].
Table A3. Practice related to Evidence-Based Medicine.
Item Description Always Often  Sometimes Seldom Never
P n%  n%  n%  n(% n (%)
P1 I apply evidence-based medicine in practice. 19 (10.4) 63(34.4) 80(43.7) 21(11.5) -
P2 I use multiple search engines for systemic review. 26 (14.2) 61(33.3) 70(38.3) 23(12.6) 3(1.6)
P3 I search for ev1dence-bas?d medicine material from published 22(120) 59(322) 67(36.6) 35(19.1) )
journal only.
I do not have enough time to study on
P4 evidence-based medicine. 18(9.8) 55(30.1) 82(44.8) 24(13.1) 4(2.2)
I cannot practice evidence-based medicine due to limitations
P5 of the management that I can offer to patients in 13(7.1) 39(21.3) 89(48.6) 33(18.0) 9 (4.9)
emergency settings.
6 I use evidence-based mec.hc.lne for answering the questions in 18(9.8) 67(366) 72(393) 23(12.6) 3(1.6)
clinical setting.
P7 I'join continuous medical education for update regarding 23(126) 75(410) 47(257) 32(17.5) 6(3.3)

evidence-based medicine.
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Table A3. Cont.

Item Description

Always Often  Sometimes Seldom Never
n (%) n (%) n (%) n (%) n (%)

I promote evidence-based practice to my colleagues
at workplace.

I share knowledge on evidence-based medicine with
my colleagues.

Iam involved in the development of clinical practice

22(12.0) 55(30.1) 55(30.1) 41(22.4)  10(5.5)

26(142) 60(32.8) 56(30.6) 35(19.1)  6(3.3)

P10 guidelines in Malaysia. 6(3.3) 17 (9.3) 10 (5.5) 15 (8.2) 135 (73.8)
T usually translate a clinical question from a form that can be
P11 y e frgm tho Lteratome. 6(33) 25(137) 51(27.9) 51(27.9) 50 (27.3)
Note: Description is based on Noor Evidence-Based Medicine Questionnaire [15].

References

1. Sackett, D.L.; Rosenberg, W.M.; Gray, ].A.; Haynes, R.B.; Richardson, W.S. Evidence based medicine: What it is and what it isn't.
BM]J 1996, 312, 71-72. [CrossRef]

2. Abdel-Kareem, A.; Kabbash, I; Saied, S.; Al-Deeb, A. Knowledge, practices and attitudes of physicians towards evidencebased
medicine in Egypt. East Mediterr Health J. 2019, 25, 82-89. [CrossRef]

3.  Ebadifard Azar, F; Rezapour, A.; Mousavi Isfahani, H.; Azami-Aghdash, S.; Kalavani, K.; Mahmoudi, F. Evidence- based medicine
performance among health care providers in Iranian hospitals: A nationwide survey. Med. J. Islamic Repub. Iran 2017, 31, 77.
[CrossRef]

4. Masic, I; Miokovic, M.; Muhamedagic, B. Evidence based medicine—New approaches and challenges. Acta Inform. Med. 2008, 16,
219-225. [CrossRef]

5. Abeysena, C.; Jayawardana, P.; Wickremasinghe, R.; Wickramasinghe, U. Evidence-based medicine knowledge, attitudes, and
practices among doctors in Sri Lanka. J. Evid. Based Med. 2010, 3, 83-87. [CrossRef]

6. Abdulwadud, O.; Tadesse, F; Yilma, G.; Midekssa, M.; Ibraghimova, I. Knowledge and experience with Cochrane and evidence
based medicine among health professionals in Debreberhan referral hospital in Ethiopia: A cross-sectional survey. Pan Afr. Med. ].
2018, 30, 162. [CrossRef]

7. Barzkar, F; Baradaran, H.R.; Koohpayehzadeh, ]J. Knowledge, attitudes and practice of physicians toward evidence-based
medicine: A systematic review. J. Evid. Based Med. 2018, 11, 246-251. [CrossRef]

8.  Ghojazadeh, M.; Azami-Aghdash, S.; Pournaghi Azar, F.; Fardid, M.; Mohseni, M. A systematic review on barriers, facilities,
knowledge and attitude toward evidence-based medicine in Iran. J. Anal. Res. Clin. Med. 2015, 3, 1-11. [CrossRef]

9.  Al-Musa, H.M. Knowledge, perceptions, attitude and educational needs of physicians to evidence based medicine in South-
Western Saudi Arabia. Saudi Med. |. 2010, 31, 308-312.

10. Ulvenes, L.V.; Aasland, O.; Nylenna, M.; Kristiansen, I.S. Norwegian physicians’ knowledge of and opinions about evidence-based
medicine: Cross-sectional study. PLoS ONE 2009, 4, €7828. [CrossRef]

11. Hisham, R,; Ng, C.J.; Liew, S.M.; Hamzah, N.; Ho, G.J. Why is there variation in the practice of evidence-based medicine in
primary care? A qualitative study. BM] Open 2016, 6, e010565. [CrossRef]

12.  Chan, G.C; Teng, C.L. Primary care doctors’ perceptions towards evidence-based medicine in Melaka State: A questionnaire
study. Med. J. Malaysia 2005, 60, 130-133. [PubMed]

13. Daniel, W.W. Determination of sample size for estimating proportion. In Biostatistics: A Foundation for Analysis in the Health Science,
8th ed.; John Wiley & Sons: Hoboken, NJ, USA, 2005.

14.  Norhayati, M.N.; Zanaridah, M.N. Psychometric properties of the knowledge for evidence-based medicine questionnaire using
Rasch measurement model. BMC Med. Res. Methodol. 2021. submitted.

15. Norhayati, M.N.; Zanaridah, M.N. Validity and reliability of the Noor Evidence-Based Medicine Questionnaire: A cross-sectional
study. PLoS ONE 2021, 16, €0249660. [CrossRef]

16. Bloom, B.S. Tuxonomy Education; David McKay: New York, NY, USA, 1956.

17.  Zanaridah, M.N.; Norhayati, M.N.; Rosnani, Z. Knowledge, attitude and practice of evidence-based medicine among primary
care practitioners in Malaysia: A cross-sectional study. BM] Open 2021, 11, e044372. [CrossRef] [PubMed]

18. McColl, A.; Smith, H.; White, P; Field, J. General practitioners; perceptions of the route to evidence based medicine: A
questionnaire survey. BMJ 1998, 316, 361. [CrossRef]

19. Rosenberg, W.; Donald, A. Evidence based medicine: An approach to clinical problem-solving. BM] 1995, 310, 1122-1126.
[CrossRef]

20. Csertd, M.; Berényi, K.; Decsi, T.; Lohner, S. Self-reported attitudes, knowledge and skills of using evidence-based medicine
in daily health care practice: A national survey among students of medicine and health sciences in Hungary. PLoS ONE 2019,
14, e0225641. [CrossRef]

21. Lafuente-Lafuente, C.; Leitao, C.; Kilani, I.; Kacher, Z.; Engels, C.; Canoui-Poitrine, F.; Belmin, ]. Knowledge and use of evidence-

based medicine in daily practice by health professionals: A cross-sectional survey. BM] Open 2019, 9, e025224. [CrossRef]


http://doi.org/10.1136/bmj.312.7023.71
http://doi.org/10.26719/emhj.18.010
http://doi.org/10.14196/mjiri.31.77
http://doi.org/10.5455/aim.2008.16.219-225
http://doi.org/10.1111/j.1756-5391.2010.01077.x
http://doi.org/10.11604/pamj.2018.30.162.14667
http://doi.org/10.1111/jebm.12325
http://doi.org/10.15171/jarcm.2015.001
http://doi.org/10.1371/journal.pone.0007828
http://doi.org/10.1136/bmjopen-2015-010565
http://www.ncbi.nlm.nih.gov/pubmed/16114151
http://doi.org/10.1371/journal.pone.0249660
http://doi.org/10.1136/bmjopen-2020-044372
http://www.ncbi.nlm.nih.gov/pubmed/34078635
http://doi.org/10.1136/bmj.316.7128.361
http://doi.org/10.1136/bmj.310.6987.1122
http://doi.org/10.1371/journal.pone.0225641
http://doi.org/10.1136/bmjopen-2018-025224

Int. J. Environ. Res. Public Health 2021, 18, 11297 14 of 14

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Hong, J.; Chen, J. Clinical physicians’ attitudes towards evidence-based medicine (EBM) and their evidence-based practice (EBP)
in Wuhan, China. Int. J. Environ. Res. Public Health 2019, 16, 3758. [CrossRef] [PubMed]

Avsar, U.Z.; Avsar, U.; Cansever, Z.; Acemoglu, H.; Cayir, Y.; Khan, A.S. Evidence based medicine: Teaching, learning and
practice: Results of a cross-sectional study from Turkey. J. Pak. Med. Assoc. 2014, 64, 762-765.

Oliver, K.; Pearce, W. Three lessons from evidence-based medicine and policy: Increase transparency, balance inputs and
understand power. Palgrave Commun. 2017, 43. [CrossRef]

Buabbas, A.J.; Alsaleh, EM.; Al-Shawaf, H.M.; Abdullah, A.; Almajran, A. The readiness of hospital pharmacists in Kuwait to
practise evidence-based medicine: A cross-sectional study. BMC Med. Inform. Decis. Mak. 2018, 18, 4. [CrossRef] [PubMed]
Richardson, W.S.; Wilson, M.C.; Nishikawa, J.; Hayward, R.S. The well-built clinical question: A key to evidence-based decisions.
ACP J. Club 1995, 123, A12-A13. [CrossRef] [PubMed]

Huang, X.; Lin, J.; Demner-Fushman, D. Evaluation of PICO as a knowledge representation for clinical questions. AMIA Annu.
Symp. Proc. 2006, 2006, 359-363.

Kang, H. How to understand and conduct evidence-based medicine. Korean J. Anesthesiol. 2016, 69, 435-445. [CrossRef]

Towle, A.; Cottrell, D. Self directed learning. Arch. Dis. Child. 1996, 74, 357. [CrossRef] [PubMed]

Straus, S.; Glasziou, P.; Scott, W.; Richardson, R.; Haynes, B. Evidence-Based Medicine: How to Practice and Teach, 5th ed.; Elsevier:
Amsterdam, The Netherlands, 2018; p. 336.

Neubauer, M.A.; Hoverman, J.R.; Kolodziej, M.; Reisman, L.; Gruschkus, S.K.; Hoang, S.; Alva, A.A.; McArthur, M.; Forsyth, M.;
Rothermel, T.; et al. Cost effectiveness of evidence-based treatment guidelines for the treatment of non-small-cell lung cancer in
the community setting. J. Oncol. Pract. 2010, 6, 12-18. [CrossRef]

McCartney, M.; Finnikin, S. Evidence and values in the NHS: Choosing treatments and interventions well. Br. |. Gen. Pract. 2019,
69, 4-5. [CrossRef]

Eddy, D.M. Guidelines for the Cancer-Related Checkup: Recommendations and Rationale; American Cancer Society: Atlanta, GA,
USA, 1980.

Alshehri, A.A.; Al-Khowailed, M.S.; Alnuaymah, EM.; Alharbi, A.S.; Alromaihi, M.S.; Alghofaili, R.S.; Al-Maddallah, W.S.;
Algattan, S.J.; Alyahya, M.A. Knowledge, attitude, and practice toward evidence-based medicine among hospital physicians in
Qassim Region, Saudi Arabia. Int. |. Health Sci. (Qassim) 2018, 12, 9-15.

Green, M.L. Evidence-based medicine training in internal medicine residency programs a national survey. J. Gen. Intern. Med.
2000, 15, 129-133. [CrossRef]

Simons, M.R.; Zurynski, Y.; Cullis, J.; Morgan, M.K.; Davidson, A.S. Does evidence-based medicine training improve doctors’
knowledge, practice and patient outcomes? A systematic review of the evidence. Med. Teach. 2019, 41, 532-538. [CrossRef]
Barghouti, E.; Halaseh, L.; Said, T.; Mousa, A.H.; Dabdoub, A. Evidence-based medicine among Jordanian family physicians:
Awareness, attitude, and knowledge. Can. Fam. Physician 2009, 55, e6—e13. [PubMed]

Tracy, C.S.; Dantas, G.C.; Upshur, R.E. Evidence-based medicine in primary care: Qualitative study of family physicians. BMC
Fam. Pract. 2003, 4, 6. [CrossRef] [PubMed]

Sayyah Ensan, L.; Faghankhani, M.; Javanbakht, A.; Ahmadi, S.F.; Baradaran, H.R. To compare PubMed Clinical Queries and
UpToDate in teaching information mastery to clinical residents: A crossover randomized controlled trial. PLoS ONE 2011,
6, €23487. [CrossRef] [PubMed]

MMC. Guidelines on Continuing Professional Development. Malaysian Medical Council. Available online: https://www.
mycpd2.moh.gov.my/attachment/docs/D242392.pdf (accessed on 27 January 2020).

MOH. Manual on Development and Implementation of Evidence-Based Clinical Practice Guidelines; Ministry of Health Malaysia:
Putrajaya, Malaysia, 2015.

Hisham, R.; Liew, S.M.; Ng, C.].; Mohd Nor, K.; Osman, L.F.; Ho, G.J.; Hamzah, N.; Glasziou, P. Rural doctors” views on and
experiences with evidence-based medicine: The freedom qualitative study. PLoS ONE 2016, 11, €0152649. [CrossRef]

Al Wahaibi, A.; Adawi, S.A.; Shehhi, W.A ; Rizvi, S.G.; Al-Kemyani, N.; Al-Amrani, K.; Al-Khabori, M. Knowledge and attitudes
of Oman Medical Specialty Board residents towards evidence-based medicine. Oman Med. |. 2014, 29, 178-184. [CrossRef]
Baig, M.; Sayedalamin, Z.; Almouteri, O.; Algarni, M.; Allam, H. Perceptions, perceived barriers, and practices of physicians’
towards evidence-based medicine. Pak. |. Med. Sci. 2016, 32, 49-54. [CrossRef] [PubMed]

Lai, N.M.; Teng, C.L.; Lee, M.L. The place and barriers of evidence based practice: Knowledge and perceptions of medical,
nursing and allied health practitioners in Malaysia. BMIC Res. Notes 2010, 3, 279. [CrossRef]

Amin, Z.; Aw, M,; Soo, R.; Ooi, S.; Sivaraman, P.; Jin Fei, Y.; Chan, E.; Seng Gee, L. Attitudes, practice and educational preferences
towards evidence-based medicine among physicians in a large teaching hospital. Med. Educ. Online 2007, 12, 4464. [CrossRef]
[PubMed]


http://doi.org/10.3390/ijerph16193758
http://www.ncbi.nlm.nih.gov/pubmed/31591286
http://doi.org/10.1057/s41599-017-0045-9
http://doi.org/10.1186/s12911-018-0585-y
http://www.ncbi.nlm.nih.gov/pubmed/29325555
http://doi.org/10.7326/ACPJC-1995-123-3-A12
http://www.ncbi.nlm.nih.gov/pubmed/7582737
http://doi.org/10.4097/kjae.2016.69.5.435
http://doi.org/10.1136/adc.74.4.357
http://www.ncbi.nlm.nih.gov/pubmed/8669942
http://doi.org/10.1200/JOP.091058
http://doi.org/10.3399/bjgp19X700313
http://doi.org/10.1046/j.1525-1497.2000.03119.x
http://doi.org/10.1080/0142159X.2018.1503646
http://www.ncbi.nlm.nih.gov/pubmed/19602641
http://doi.org/10.1186/1471-2296-4-6
http://www.ncbi.nlm.nih.gov/pubmed/12740025
http://doi.org/10.1371/journal.pone.0023487
http://www.ncbi.nlm.nih.gov/pubmed/21858142
https://www.mycpd2.moh.gov.my/attachment/docs/D242392.pdf
https://www.mycpd2.moh.gov.my/attachment/docs/D242392.pdf
http://doi.org/10.1371/journal.pone.0152649
http://doi.org/10.5001/omj.2014.45
http://doi.org/10.12669/pjms.321.8841
http://www.ncbi.nlm.nih.gov/pubmed/27022344
http://doi.org/10.1186/1756-0500-3-279
http://doi.org/10.3402/meo.v12i.4464
http://www.ncbi.nlm.nih.gov/pubmed/28253101

	Introduction 
	Materials and Methods 
	Population and Sample 
	Research Tool 
	Data Collection 
	Data Entry and Analyses 

	Results 
	Discussion 
	Conclusions 
	
	References

