EVIDENCE-BASED CHILD HEALTH IN BRITISH COLUMBIA

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.
PROJECT ACTIVITIES AND METHODOLOGY

Design Architecture

The goal and objectives of this study will be met through the use of survey methodology.  A mailed survey method is an appropriate and relatively inexpensive means of collecting information which reflects the  beliefs and attitudes of physicians without introducing significant social desirability bias. 

Sample Specification 

The target population for this study is those physicians caring for children and youth in the province. In B.C., children and youth are cared for by pediatricians and by family/general practitioners. There are approximately 4,000 family/general practitioners(GPs) and 250 pediatricians in active practice in the province. 

The College of Physicians and Surgeons of BC will provide (for a fee) a database listing all GPs and pediatricians (including name, work address, gender, medical school attended and year of graduation). In order to reach those caring for children, we will survey all pediatricians and a random sample of GPs. The sample of GPs will be stratified by Health Authority (HA) to ensure that the views of physicians from all parts of the province are represented, especially given the fact that health related policy decisions in BC are made at the level of HA  We will assign each GP to his or her HA using a postal code translation linkage file available from the Centre for Health Services and Policy Research at UBC. GPs within each HA will be numbered and SPSS will be used to randomly select approximately 15% from each HR. This will provide a total sample size of 600 GPs. Since the purpose of our study is to provide descriptive information rather than to test hypotheses, our sample size will be based on ensuring representation rather than on a power calculation.  

From a current survey of GPs in BC (Miller, personal communication), we recognize that we may lose approximately 17% of our sample due to reasons such as retirement and no longer practicing at the address provided.  In addition, we will exclude GPs that see fewer than 5 children or youth (aged 0 to 18) per month for any kind of consultation (Miller found this to be 4.5%). We anticipate, therefore, that our final survey sample will  include approximately 470 GPs and 210 pediatricians.

The Experimental Manoeuvre

Measures

A 24-item questionnaire, entitled Evidence-Based Child Health, has been developed for this research project (Appendix 1). The items included in the questionnaire were developed and revised by the study team after consulting the research literature to determine what had already been done in this area (2-3,4-10). . The study team includes two pediatricians, both with extensive experience in evidence based practice and research and a health services researcher, with expertise in survey methodology. The survey instrument includes questions with respect to knowledge of EBM principles, use of specific resources associated with EBM and attitudes towards key tenets of EBM.  Finally, several questions were designed to collect demographic characteristics of the physicians, and a box was created for physicians to check if they would like to receive a one-page summary of the study findings. 

Procedure

A recent review of 292 randomized controlled trials including 258,315 participants looked at 75 strategies for influencing response to postal questionnaires [12].  The odds of response were more than doubled when a monetary incentive was used, and almost doubled when incentives were not conditional on response. Response was more likely when short questionnaires were used. Personalised questionnaires and letters increased response, as did the use of coloured ink. The odds of response were more than doubled when the questionnaires were sent by recorded delivery and increased when stamped return envelopes were used and questionnaires were sent by first class post. Contacting participants before sending questionnaires increased response, as did follow up contact and providing non-respondents with a second copy of the questionnaire. Questionnaires designed to be of more interest to participants were more likely to be completed, but questionnaires containing questions of a sensitive nature were less likely to be. Questionnaires originating from universities were more likely to be returned than were questionnaires from other sources, such as commercial organisations.

To ensure a high response rate, we will use a number of the strategies shown to be effective in this systematic review. We intend to alert physicians in advance about our study by including a letter with a regular mailing from the College of Physicians.  The entire sample of physicians will be randomly allocated (using SPSS) into four groups. The mailing of questionnaire packages for each group will be spaced eight weeks apart in order to allow the project team time to follow-up non-respondents for each wave. The package will consist of the questionnaire, a personalised covering note from the principal investigator, a letter outlining the study objectives, and a small incentive. The letterhead will clearly indicate that our study originates from the University of British Columbia. We have intentionally kept the questionnaire as short as possible and plan to use coloured ink.  A prepaid self-addressed envelope will be included for physicians to return their completed questionnaire to the Centre for Community Health and Health Evaluation Research.  One week after the initial mailing, a thank you/reminder letter will be sent. Four and 8 weeks after the initial mailing, a letter and replacement questionnaire will be sent to non-respondents. After the final mailing, the study team will contact all remaining non-respondents by telephone, in order to encourage their participation, to identify physicians that do not meet our inclusion criteria and to discover reasons for non-response. 

At the completion the study, study results will be either faxed or sent to the email address (to reduce costs) of all physicians that request these. 

Pilot Study

We will  pilot test our questionnaire with a convenience sample of GPs. The purpose of this pilot will be to  check for face validity and ease of use. We will ask 10 GPs to note any ambiguous or difficult wording and to estimate the time it took to complete the instrument. These GPs will be interviewed in order to discuss the questionnaire and their answers in depth, and in this way identify any particular items that may require modification.

Date management and analysis plan

Data from the questionnaires will be entered into Microsoft Access and stored in a secure database server, backed up regularly, and converted into SPSS files for data analysis. No personal identifiers will be included in any of the SPSS database files.  In addition to descriptive statistics reporting the main results of the survey, we will be able to conduct a number of secondary analyses linking characteristics of the physicians to their responses. For example, by grouping responses from physicians into two groups representing predominantly urban vs. rural health regions, we will be able to conduct t-tests, or multivariate Hotelings Ts, comparing the responses of these groups... .      .   Such analyses may need to incorporate control for the confounding effects of other group differences (e.g., practice size), and this could be done with covariance techniques (e.g., ANCOVA). We will also be able to conduct analyses relating physicians’ responses to different parts of the survey.

CONTRIBUTION TO HEALTH OF BRITISH COLUMBIANS

The results of the survey will have immediate application for healthcare in B.C.  We will structure our survey so as to allow comparison with previous surveys of other parts of Canada and internationally.  The study team members are all involved with the Cochrane Collaboration’s Child Health Field  which sponsors educational outreach activities for B.C. physicians.  These presentations, workshops, newsletters and research consultations will be greatly aided by the identification of barriers to evidence-based practice broken out geographically.  All study team members are also members of the Evidence Transfer in Child Health unit, which is a new research unit within the Centre for Community Child Health Research within the BC Research Institute for Children’s and Women’s Health. Future research by our group and others will study the effectiveness of the educational interventions suggested by the surveyed child health practitioners.  Beyond B.C., our survey will be the first to consider the penetration of EBM to clinicians caring specifically for children. 

In addition, we will make the results of our survey available to key practitioners and policy-makers in British Columbia.  We will send a copy of our results, which will include Health Authority-specific information, to key policy-makers at each of the Health Authorities.  The B.C. Paediatric Society and the College of Physicians and Surgeons of B.C. both have active educational missions which could be more specifically targeted using the results of this survey. 
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