Module 2:     Writing the Background Section
Assignment:  Complete the Background section in the template available at:
http://www.columbia.edu/~mvp19/RMC/M1/Template.doc
You need only fill in the appropriate part of the template document.  As you progress through the course, you can use this document to ultimately generate a final grant proposal.

In the Background section write one or two pages to set the stage for WHY you wish to answer the question that you have chosen.  Have your research preceptor review it for you.
BACKGROUND

<<type your background here>>

SIGNIFICANCE



<< be certain to include this section on signficance >>

[image: image1.emf]Broad 


consideration of 


the field -- what is 


the topic area?


Asthma results in millions of 


outpatient visits annually


What is known 


about the area?


Facet #1


Facet #2


Facet #3


Where is the gap?


What makes you 


qualified to 


answer the 


question?


What is your 


hypothesis? 


objective?


What is the 


potential 


significance if 


you are correct?  


Incorrect?


Patient education is 


an important factor 


for reducing 


morbidity and 


mortality


Proof from the 


literature:


Smith et al showed:  x


Jones on the other 


hand showed:  y


Chan disagreed 


with both of them 


maintaining:  z


However, none of 


them considered 


education delivered 


via home visit


Each of these 


previous studies 


had methodological 


flaws


We hypothesize 


that asthma patient 


education delivered 


by a visiting 


nurse...


We propose to 


research question 


using a superior 


research design 


with greater 


numbers....


Our group has 


previously 


published several 


underfunded, 


underpowered 


studies in the 


Lancet on this 


subject


If we prove that home visit asthma education is 


superior to current methods, we can save hospital 


admissions, ED visits, school absence etc.  World 


peace would soon follow.


BROAD 


CONTEXT


LITERATURE 


REVIEW


EXPLAIN THE 


NOVELTY, 


INNOVATION


WELL FORMED 


RESEARCH 


QUESTION


ANSWERS THE 


"SO WHAT?" 


QUESTION


GENERIC OUTLINE OF A BACKGROUND SECTION




Broad 

consideration of 

the field -- what is 

the topic area?

Asthma results in millions of 

outpatient visits annually

What is known 

about the area?

Facet #1

Facet #2

Facet #3

Where is the gap?

What makes you 

qualified to 

answer the 

question?

What is your 

hypothesis? 

objective?

What is the 

potential 

significance if 

you are correct?  

Incorrect?

Patient education is 

an important factor 

for reducing 

morbidity and 

mortality

Proof from the 

literature:

Smith et al showed:  x

Jones on the other 

hand showed:  y

Chan disagreed 

with both of them 

maintaining:  z

However, none of 

them considered 

education delivered 

via home visit

Each of these 

previous studies 

had methodological 

flaws

We hypothesize 

that asthma patient 

education delivered 

by a visiting 

nurse...

We propose to 

research question 

using a superior 

research design 

with greater 

numbers....

Our group has 

previously 

published several 

underfunded, 

underpowered 

studies in the 

Lancet on this 

subject

If we prove that home visit asthma education is 

superior to current methods, we can save hospital 

admissions, ED visits, school absence etc.  World 

peace would soon follow.

BROAD 

CONTEXT

LITERATURE 

REVIEW

EXPLAIN THE 

NOVELTY, 

INNOVATION

WELL FORMED 

RESEARCH 

QUESTION

ANSWERS THE 

"SO WHAT?" 

QUESTION

GENERIC OUTLINE OF A BACKGROUND SECTION



Example #1:

EVIDENCE-BASED CHILD HEALTH IN BRITISH COLUMBIA

Maureen O’Donnell

Anne Klassen

Martin Pusic
BACKGROUND

Evidence-based medicine (EBM) is the acknowledgement of uncertainty followed by the seeking, appraising and implementation of new knowledge [1]. In recent years there has been a growing acceptance that health care should be based on the results of the best available evidence from clinical trials.  In 1992, the international Cochrane Collaboration was developed in response to a call for systematic, up to date reviews of all relevant randomized controlled trials of health care. The Cochrane Library of systematic reviews followed. However, insufficient emphasis on evidence relating to children and youth was noted.  In response to this gap, in February 2000 the Cochrane Collaboration’s Child Health Field was developed to ensure that children birth to 19 years of age received health services that are effective and based on up-to-date evidence. The Field aims to achieve this mission through the identification, organization, dissemination and use of current and future knowledge about effective health care for children (www.cochranechildhealth.org).     

However, the sheer volume of biomedical and clinical publications makes the task of keeping up-to-date with the literature difficult for the average clinician. While a number of surveys of physicians have sought to discover physicians’ attitudes, knowledge and behavior as it relates to evidence-based medicine, a recent review of the literature does not reveal any surveys focussing on child health practitioners.  Because there are differing volumes of medical evidence relating to children, there are unique questions as to how this information can and should be utilized.

Surveys of practitioners in Canada [2-3], and elsewhere [4-10] provide benchmark information that can be used for comparison. In the UK, McColl [5] sent a structured questionnaire to 452 General Practitioners (GP) in Wessex (67% responded). Awareness of evidence-based resources was low (only 40% knew of the Cochrane Library), and access to the necessary tools was limited (only 20% had access to bibliographic databases and 17% to the internet). Survey responders found that the main barrier to practicing EBM was lack of personal time. Few GPs thought it appropriate for them to identify and appraise primary literature and therefore the authors recommended providing and improving access to summaries of evidence. An Australian study [ 10 ] of 428 GPs (73% responded) in New South Wales found that while 43% had access to the internet, only 14% had access to this resource from work. Of the 22% aware of the Cochrane Library, only 4% had ever used it. In a smaller study of 60 GPs by the same authors [ 9 ], two-thirds had access to the internet at work or home, but only 8% had access to the Cochrane Library. Although the main barrier noted by GPs was that patients often demand treatment despite lack of evidence of effectiveness, another important barrier was the lack of time available to locate, read and appraise evidence, or discuss the evidence with patients. The authors recommended that simple digests of information with a clinical bottom line be provided to GPs. 

In a Canadian study of 495 general internalists (60% responded) [ 2 ], a high usage of traditional, non-evidence-based information sources was noted. Clinical experience (93%), the opinion of colleagues (61%), and textbooks (45%) were favorite sources of information. Only a minority used EBM-related resources such as primary research studies (45%), clinical practice guidelines (27%), or the Cochrane Collaboration Reviews (5%) on a regular basis. Less than half of the physicians were confident in basic skills of EBM such as conducting a literature search (46%) or evaluating the methodology of published studies (34%), but most expressed an interest in further education about these tasks. Similar findings were reported for a Canadian survey of 190 physicians involved in obstetric practice (family physicians and obstetricians)[3].  In a qualitative study of GPs, patient factors were the main reason given for not practising effectively; others were lack of time, doctors’ lack of knowledge and skills, lack of resources and “human failings” [ 11 ]. 

GOALS AND OBJECTIVES

Though there are now many sources of evidence-based information , we do not know how often physicians in our province access evidence nor what proportion of their clinical practice they would consider to be evidence-based. There is little known about access to bibliographic databases (from their office or home), connection to the world wide web and what sorts of informational needs physicians in our province might have. 

The goal of this study is to understand the attitudes, knowledge and behaviour of pediatricians and general practitioners  in BC  with respect to use of evidence and evidence-based care of children and youth.   

The specific objectives are: 

1. to document B.C. EBM practices in child health in 2002 specifically with respect to the volume and nature of evidence-based information used, level of influence of various information sources and beliefs regarding preferred methods of access; 
2. to describe how child health practitioners may differ from other practitioners with respect to EBM;  
3. to relay our findings to practitioners and policy-makers in BC so as to promote evidence-based practice and to plan interventions that can positively impact clinical practice and consequently the health of children and youth; 
4. to establish a procedure for repeating the survey in the future in order to track the evolution of evidence-based medicine in our province and the impact of interventions.
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Example #2:
BACKGROUND

Computer-based learning materials (CBLM) are widely used in medical education. QUOTE "(1)" 
(1)
  Besides logistical advantages such as scheduling flexibility and individualized pace of learning, this educational delivery medium also carries the potential for increased efficiency of learning, and better learning outcomes using novel instructional designs incorporating multiple media such as sound, animation and video. QUOTE "(2)" 
(2)

Research reports on the use of CBLM in medical education have been dominated by “one-of” demonstration articles or comparisons of format rather than instructional design.  Adler and Johnson found that of 2893 articles published to 1998 on computer-aided instruction in the medical literature only one percent were comparisons of one type of CBLM with another. QUOTE "(3)" 
(3)

Radiology educators have been early adopters of CBLM in support of their educational programs. QUOTE "(4)" 
(4)
  The American College of Radiology has produced video-disk or CD-ROM collections of “Learning Files” since the late 1980s.  Recently, interactive learning environments have been developed for the technical aspects of x-ray imaging QUOTE "(5)" 
(5)
 and for the interpretation of MRI images QUOTE "(6)" 
(6)
.  Unfortunately, neither of these incorporates an evaluation of the educational intervention. 

We propose to compare two different instructional designs for computer tutorials on the subject of cervical spine x-ray interpretation.  The two designs are based on different educational philosophies.  The behaviourist philosophy originated by B.F. Skinner and considerably refined by Bloom  QUOTE "(7)" 
(7)
 and Gagne QUOTE "(8)" 
(8)
 specifies that learning best takes place when a desired change in behaviour is pre-specified.  The educator provides a program of instruction specific to the objectives.  Extreme examples of instructional designs based on this “top-down” philosophy are lectures and programmed instruction.

In constructivist learning, the learners actively create their own knowledge from the materials provided. QUOTE "(9)" 
(9)
 The emphasis is frequently placed on having the learners discover new knowledge on their own instead of having it presented to them.  Examples of instructional designs based on this “bottom-up” philosophy are interactive learning environments (such as computer simulations) and problem-based learning.

The purpose of our study is to determine the effect of presenting an example topic via instructional designs that are based on these two different philosophies.  We will hold content and instructional strategies constant.

We know of no studies comparing these two approaches in the domain of radiology.  Hatala et al, while investigating a contrastive instructional strategy for the acquisition of ECG interpretation skills, used a block design where the instructional strategy was manipulated first during a small-group lecture and then during a practice session. QUOTE "(10)" 
(10)
  The greatest benefit of the intervention for this visual task was seen in the practice group where the students were free to compare and contrast features of unknown ECGs.  One might argue that this was the most “constructivist” of the four designs evaluated.

SIGNIFICANCE -- The investigation is timely since these two tutorials loosely represent two common presentation formats used for delivery of medical education – namely, a behaviourist tutorial resembling a PowerPoint® presentation (linear, programmed to achieve pre-defined objectives) to a constructivist tutorial that is analogous to a web site (branched, learner driven, oriented to discovery).

If we demonstrate a difference between these two instructional designs, the results of this study will help guide the development of online learning materials.  This example might have implications for other knowledge domains as well.  We hope to collect sufficient data to be able to hypothesize as to why the difference was observed and to suggest future avenues of research.
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�Demonstrates that the investigator has a grasp of what has been accomplished in the field, what the current problems are and what still needs to be done


�How will the study findings change the world (or at least advance understanding, change clinical practice or influence policy?)





