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Abstract

Background: Evidence-based practice the clinical decision-making process which integrates the best
evidence of research with patients’ values and opinions of clinical professionals. The faculty members
are the most important decision-makers in clinical, medical, and therapeutic centers, and play a
significant role in the use of evidence-based medical concepts in daily activities, decision making
and information transfer to residents. The purpose of this study was to evaluate the knowledge,
attitudes,behaviour and decisions/outcomes of faculty members in the Surgical and Non Surgical
wards of Imam Hossein Hospital, based on the evidence based practice adjusted tool (KABQ) in 2016.
Methods: This is a cross-sectional descriptive study using the convenient sampling method among 66
faculty members in the Surgical and Non Surgical departments of Imam Hossein Hospital in Tehran.
Anadjusted evidence based practice questionnaire(KABQ) was used after the approval of its original
designer (Dr. Johnston) and checking its reliability by calculating the Cronbach’s alpha coefficient
to be 0.85. SPSS software version 23 was used for data analysis. The variables were analyzed using
descriptive statistics and T-test. The statistical significance of all tests was considered at P<0.05.

Results: It was found that 93.9% of the subjects believed in their ability to use evidence-based
practice. A total of 97% of them made 62.22% of their decisions based on clinical research evidence.
The Surgical and Non Surgical groups believed in the effectiveness of evidence-based practice in the
proposed treatments with a mean of 5.48 and 6.16, respectively. However, unlike the Non Surgical
group, the Surgical group believed that there was similar validity for clinical trialsand observational
methods to prove the effictiveness of the treatment. It was necessary for the Surgical and Non Surgical
groups to search for clinical evidences 5.76 and 10.16 times a week, respectively. Over 90% of them
found clinical evidences through textbook once a week, through the original research papers every
12 days, every 24 days through the Cochrane database, and almost every 28 days through secondary
research resources. The Surgical and Non Surgical groups were referred to the evidence 1.95 and 3.27
hours per week, before, or during treatment. They spent 3.47 and 4.97 hours per week searching for
evidence, and 4.23 and 7.16 hours per week reading new research evidences, respectively. Over 92%
of them considered the use of evidence-based practice because they believed it improved the outcomes
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for patients.

Conclusion: The results of this study showed that both the Surgical and Non Surgical faculty members
of Imam Hossein Medical Center (Shahid Beheshti University of Medical Sciences) had good knowledge
about evidence-based practice and had a positive attitude toward its medical effect, but they are less
likely to use this approach. Thus, to enhance the skills of faculty professionals and adapt their decisions
to the best available evidence, a collaborative action plan is required.
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Introduction

Many sudies have investigated and compared
the performance of clinicians in different
geographical regions and with respect to
different types of diseases, indicating a gap
between science production and its application
(1). On the other hand, after graduating from
medical school, phycisians might not have
up-to-date knowledge and it is necessary for
them to gain novel information for the better
treatment of patients (2). Moreover, physicias’
inability to critically appraise information, the
delay in information transfer to physicians,
and varying decisions made by different
physicians on a specif patient has led to the
lower use of information (3). Evidence-based
medicine (EBM) is one of the strategies
designed to change clinical performance
and information use; and if it is based on the
recognition of obstacles and facilitators, it
could be succesfully applied (4). Therefore,
in recent years evidence-based care has been
approved by health policymakers as a means of
enhancing healthcare standards (5). However,
evidence-based practice is challenging (6).
Despite various studies on evidence-based
practice in Iran, we have no accurate and
clear information about it in different medical
fields. Therefore, summarizing and presenting
organized and useful information based on
the results of previous studies could play an
important rol in this regard (7).

Currently, the ultimate goal of most healthcare
systems in the world is to enhance the quality
of services and health-related care (8). To
reach this aim the foundations of high quality
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medical care should be provided in the country.
For this reason the best and most accurate local
evidence in various healthcare fields should
be at hand, which would lead to evidence-
based medicine and ultimately effective and
sage services (9). Since faculty members have
a crucial role in clinical decision making
in educational centers, and can implement
evidence-based medicine in their daily clinical
activities and transfer these information to
residents, the present study aimed to assess
the Knowledge, Attitude, behaviour and
decisions/outcomes of the Faculty Members
of the Surgical and Non Surgical wards of
Imam Hossein Hospital Based on the adjusted
(KABQ) questionnaire in 2016.

Matterials and Methods

This descriptive cross-sectional study was
done during 2016. The required permissions
were obtained from the Clinical Research
Development Center of Imam Hossein Hospital,
Tehran, Iran. A list of 120 faculty members
with different specialties were provided. A
sample size of 27 faculty members for each
group was calculated, and we considered 33
for each group considering possible dropout
using the convenient sampling method.

The KABQ was used in this study which was
initially devised by Johnston and colleagues
(10) and modified again by Dr. Johnston in
2013 (11). After obtaining his permission
and consent, two independent traslators
forward translated the questionnaire and
then the two translations were merged and
then backward translated by two independent
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native english editors. Then for assessing the
construct validity, it was send again to the
main developer of the questionnaire and after
it was confirmed data collecetion began. The
internal consistency and reliability of the
Persian version of this questionnaire was
calculated to be 0.85 using Cronbach’s alpha.
The KABQ has five sections. The first two
sections describe the study and assess the
demogrphic characteristics of the participants.
In the third section awareness is assessed using
six items socred on a seven-point Likert scale
(item three is reversely scored) and items seven
and eight are open-ended questions. The fourth
section has three open-ended questions and
five items scored on a 5-point Likert scale
as well as four other questions about patient
consequences and participants’ decisions,
and assessed evidence-based practice level.
Ultimately, the fith section has 13 items scored
on a 7-point Likert scale from 1 (completely
disagree) to 7 (completely agree). The target
population were asked to score each item
based on their own opinion about evidence-
based practice. Items 21, 23, 24, and 25 were
reversely scored.

The questionnaires did not contain the names
of the participants and were handed to them in
person. For ethical considerations, the aim of
the study was expalined to the faculty members
before giving them the questionnaires.

Data were analyzed using SPSS sotware,
version 23. Descriptive statistics such as
frequency, mean, percentage, and standard
deviation were used. Moreover, t test was
used as appropriated. P<0.05 was considered
as statistically significant.

Results

In this study, 33 faculty members were in
the surgical group and 33 were in the Non
Surgical ward group. 71.2% of the participants
were men and 24.2% were women. Most
participants (43.9%) were in the 41-50 year-old
age group, and the least were in the 61-70 year-
old age group (9.1%). Most (53%) were assistant

professors, followed by associate (25.8%) and
full (13.6%) professors. Most participants
(31.8%) had 21-25 years of exerience and
only 9.1% had less than 5 years of experience.
The mean age and work experience of the
surgical ward group was higher than the Non
Surgical group. 27 (40.9%) of the participants
had previously participated in EBM courses;
13 (39.3% in the surgical ward group and
14 (42.2%) in the Non Surgical ward group.
Moreover, 3 (4.5%) participants did not answer
the sexual state question and 5 (7.6%) did not
state their academic rank. Table 1 shows the
data related to the awareness dimensions and
table 2 indicated the analysis results about
the performance dimension. Moreover, table
3 shows the results related to the attitude
dimension and table 4 shows the analysis
results of each question in total.

Discussion

The role f EBM in attaining desirable clinical
outcomes and successful clinical governance
has been confirmed in Iranian medical
universities and affiliated hospitals (12). the
present study aimed to assess the Knowledge,
Attitude, behaviour and decisions/outcomes
of the Faculty Members of the Surgical and
Non Surgical wards of Imam Hossein Hospital
Based on the adjusted (KABQ) questionnaire
in 2016.

In this study, 93.9% of participants were
confident in their ability to use evidence-
based practice and 98.5% in the effectiveness
of evidence-based practice in the proposed
treatments. Considering P=0.034, it can be
stated that this difference was more significant
statistically, and familiarity with evidence-
based practice was favorable in both groups.
According to the third item, the surgical
group, contrary to the Non Surgical group,
believed that clinical trial and observational
methods had similar validity to prove the
treatment’s efficacy (P=0.005). Given that
the more we move from systematic review
articles to experts’ theories, the level of
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Table 1: Shows the data related to the awareness dimensions

Questions Physicians Maximum Minimum Number MeantSD  Mean t P
Fieled Difference value

I am sure about Surgical 7 2 30 5.13£1.68 0.18 0.51 0.615

my ability in using Non 7 3 32 5.31£1.06

evidence-based surgical

practice.

The use of Surgical 7 2 33 5.48+1.58 0.67 2.17 0.034

evidence-based Non 7 3 32 6.16+0.77

practice increases  Surgical

the assurance of the

effectiveness of the

proposed treatment.

Clinical trials Surgical 7 1 33 4.45+1.86 1.3 2.92 0.005

and observational ~ Non 7 1 33 3.15+1.77

methods have Surgical

the same validity

in proving the

effectiveness of the

treatment.

For me, it is Surgical 7 1 33 5.39+1.60 0.64 1.64 0.106

important to search Non 7 2 32 6.03+1.53

in bibliographic Surgical

databases to

become a useful

and effective

clinician.

For me, it is Surgical 7 1 33 5.39+1.64 0.82 2.34 0.023

important to Non 7 2 32 6.22+1.16

critically appraise ~ Surgical

research papers to

become a useful

and effective

clinician.

In clinical Surgical 7 2 33 4.88+1.63 0.25 0.61 0.544

decisions, evidence Non 7 1 32 4.63£1.72

and patients Surgical

have the same

importance.

What percentage  Surgical 100 0 33 58.79+£32.86 6.86 1.03 0.306

of your decisions is Non 100 30 31 65.65+17.55

based on evidence  Surgical

from clinical

researches?

How often Surgical 70 0 29 5.76£13.03 44 1.35 0.181

do questions Non 50 1 31 10.16£12.17

regarding patient  Surgical
management

which may require

research evidence

to be answered

occur in your

mind?
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Table 2: Indicated the analysis results about the performance dimension

Questions Physicians Maximum Minimum Number Mean+SD Mean t P
Fieled Difference value

In general, how often do  Surgical 5 2 33 3.09£1.01 0.68 2.57 0.013

you get access to clinical Non 5 1 31 3.77£1.12

research evidence? Surgical

How often do you Surgical 5 2 33 2.85¢091 04 1.4 0.167

get access to clinical Non 5 1 32 3.25+1.37

research evidence Surgical

through a textbook?

How often do you Surgical 5 2 33 2.61+0.79  0.39 1.73  0.089

get access to clinical Non 5 1 30 3.00£1.02

research evidence Surgical

through original

research papers?

How often do you Surgical 5 1 32 2.28+0.96 0.03 0.13 0.901

get access to clinical Non 4 1 28 2.25+0.97

research evidence Surgical

through Cochrane

database?

How oftendo youget  Surgical 5 1 31 2.23+0.92 0.23 0.89 0.375

access to secondary Non 4 1 30 2.00+£1.05

research sources? These Surgical
sources include: 1- ACP
2- POEMs 3 —CAT

On average, how Surgical 6 0 28 1.95¢1.63 1.32 2.16 0.035
often, before or during  Non 12 0 30 3.27+2.83

treatment do you refer to  Surgical

evidence?

How many hours a Surgical 14 0.5 31 347£295 1.5 1.84 0.07
week do you spend Non 12 1 30 4.97£3.40

searching for evidence? Surgical

How many hours a Surgical 20 1 31 4.23+4.74 294 1.45 0.153
week do you spend Non 48 1 31 7.16£10.26

reading the new Surgical

research evidence?

How much does the Surgical 6 2 33 4.64£1.25 0.04 0.16 0.875
usage of evidence-based Non 6 3 31 4.68+0.75

practice affects your Surgical

clinical decisions?

How much does the Surgical 6 2 33 4.55+1.20 0.1 0.39  0.699
usage of evidence-based Non 6 3 31 4.65+0.80

practice affects your Surgical

patient outcomes?

How often does new Surgical 6 2 33 4.00£1.25 0 0 1
research evidence leads Non 6 2 32 4.00+0.92

to changes in your Surgical

practice?

How sure are you about  Surgical 5 4 33 4.61+£0.50 0.17 1.16 0.252
your clinical decision ~ Non 5 3 32 4.44+0.67

making? Surgical

231



Knowledge, Attitude, Behaviour and Decisions/Outcomes of the Surgical and Non Surgical .../ Zekavati et al.

Table 3: Shows the results related to the attitude dimension

Questions Physicians Maximum Minimum Number Mean+SD Mean t P
Fieled Difference value
Evidence-based practice  Surgical 7 1 30 3.63+1.65 0.63 1.43  0.159
is a clinical performance Non 7 1 33 3.00+1.85
guide which ignores Surgical
clinical experience.
Finding research is easy. Surgical 6 1 29 3.52+1.53 0.48 1.17 0.249
Non 7 1 31 4.00+1.67
Surgical
Evidence-based practice  Surgical 7 1 30 4.53+1.53 0.35 0.87 0.388
takes a long time. Non 7 1 33 4.18+1.67
Surgical
Evidence-based Surgical 6 1 30 3.43£1.63 0.8 1.98 0.052
practice ignores clinical Non 7 1 33 2.64+1.56
performance art. Surgical
Previous clinical Surgical 7 1 30 4.10£1.65 0.79 1.88 0.065
experience is more Non 6 1 32 3.31£1.65
important than research ~ Surgical
findings in finding the
best treatment for a
patient.
Evidence-based practice  Surgical 7 3 30 5.23£1.07 0.89 371 0
should be an integral part Non 7 4 33 6.12+0.82
of clinical performance.  Surgical
According to my Surgical 7 1 30 4.07£1.34 0.16 042 0.678
personal experience, Non 7 1 33 3.91+1.63
I have observed that Surgical
evidence-based practice
is used by my colleagues
on a daily basis.
I use evidence-based Surgical 7 2 30 5.07£1.48 0.54 1.74 0.086
practice because it Non 7 3 33 5.61+0.93
improves patient Surgical
outcomes.
I use evidence-based Surgical 7 2 30 5.10£1.63  0.71 2.06 0.044
practice because | Non 7 4 31 5.81+0.98
believe in it. Surgical
I use evidence-based Surgical 6 1 30 3.63£1.52 0.6 1.52  0.134
practice because my Non 7 1 32 3.03£1.60
colleagues use it. Surgical
I don’t use evidence- Surgical 6 1 30 3.03£1.52  0.67 1.89 0.064
based practice because ~ Non 6 1 33 2.36+1.29
I don’t have the timeto  Surgical
use it.
I don’t use evidence- Surgical 7 1 30 3.23£1.63 093 252 0.014
based practice, because  Non 6 1 33 2.30+1.29
change is hard. Surgical
I don’t use evidence- Surgical 6 1 26 3.50+1.65 0.82 1.77 0.083
based care due to other  Non 7 1 25 2.68+1.65
reasons (state your Surgical

reasons):
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Table 4: Shows the analysis results of each question in total

Questions Number Percent Minimum Maximum Mean+SD
I am sure about my ability in using evidence- 62 93.9 2 7 5.23+1.28
based practice.

The use of evidence-based practice increases the 65 98.5 2 7 5.82+1.29
assurance of the effectiveness of the proposed

treatment.

Clinical trials and observational methods have 66 100 1 7 3.80£1.92

the same validity in proving the effectiveness of
the treatment.

For me, it is important to search in bibliographic 65 98.5 1 7 5.71£1.59
databases to become a useful and effective

clinician.

For me, it is important to critically appraise 65 98.5 1 7 5.80+1.47
research papers to become a useful and effective

clinician.

In clinical decisions, evidence and patients have 65 98.5 1 23 5.03£2.81
the same importance.

What percentage of your decisions is based on 64 97 0 100 62.114£26.59
evidence from clinical researches?

How often do questions regarding patient 60 90.9 0 70 8.03£12.68

management which may require research
evidence to be answered occur in your mind?

In general, how often do you get access to 64 97 1 5 3.42+1.11
clinical research evidence?

How often do you get access to clinical research 65 98.5 1 5 3.05+1.16
evidence through a textbook?

How often do you get access to clinical research 63 95.5 1 5 2.79+0.92
evidence through original research papers?

How often do you get access to clinical research 60 90.9 1 5 2.27+0.95
evidence through Cochrane database?

How often do you get access to secondary 61 92.4 1 5 2.11+0.98

research sources? These sources include: 1- ACP
2- POEMs 3 -CAT

On average, how often, before or during treatment 58 87.9 0 12 2.63£2.40
do you refer to evidence?

How many hours a week do you spend 61 92.4 0.5 14 4.20+3.24
searching for evidence?

How many hours a week do you spend reading the 62 93.9 1 48 5.69+8.06
new research evidence?

How much does the usage of evidence-based 64 97 2 6 4.66+1.03
practice affects your clinical decisions?

How much does the usage of evidence-based 64 97 2 6 4.59+1.02
practice affects your patient outcomes?

How often does new research evidence leads to 65 98.5 2 6 4.00+1.09
changes in your practice?

How sure are you about your clinical decision 65 98.5 3 5 4.52+0.59
making?

Evidence-based practice is a clinical 63 95.5 1 7 3.30+1.77
performance guide which ignores clinical

experience.

Finding research is easy. 60 90.9 1 7 3.77+1.61
Evidence-based practice takes a long time. 63 95.5 1 7 4.35+1.60
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Evidence-based practice ignores clinical 63
performance art.

Previous clinical experience is more important 62
than research findings in finding the best

treatment for a patient.

Evidence-based practice should be an integral part 63
of clinical performance.

According to my personal experience, I have 63
observed that evidence-based practice is used by

my colleagues on a daily basis.

I use evidence-based practice because it 63
improves patient outcomes.

I use evidence-based practice because I believe 61
in it.

I use evidence-based practice because my 62
colleagues use it.

I don’t use evidence-based practice because I 63
don’t have the time to use it.

I don’t use evidence-based practice, because 63
change is hard.

I don’t use evidence-based care due to other 51

reasons (state your reasons):

95.5 1 7 3.02+1.63
93.9 1 7 3.69+1.68
95.5 3 7 5.70+1.04
95.5 1 7 3.98+1.49
95.5 2 7 5.35+1.25
92.4 2 7 5.46+1.37
93.9 1 7 3.32+1.58
95.5 1 6 2.68+1.43
95.5 1 7 2.75+1.52
77.3 1 7 3.10+1.69

evidence decreases (13), it seems that the
surgical group were less familiar than the Non
Surgical group in this category, which may be,
according to Yazdani (14), due to the small
number of suitable clinical studies in surgical
field (as only 3.4% of the articles published
in the surgical journals are RCTs). Another
possibility could be, according to Shi (11), the
difference in “evidence level” or “quality” of
observational studies that may have affected
the significance of this option. Respondents
may have evaluated large observational studies
higher than small trials.

98.5% of participants agreed with the equal
importance of evidence and patients in clinical
decision-making, and considered searching in
library databases and critical evaluation of
research articles important in their clinical
performance that indicated awareness of both
groups about evidence-based practice and
P=0.023 in the fifth item was statistically more
significant. Of course, since the surgical group
accessed clinical research evidence through
the Cochran database and secondary research
resources, compared to the Non Surgical
group, they pointed out less to the importance
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of critical evaluation of research articles in
their clinical performance. In the study of Zare
(15), the study population were not familiar
with assessment methods and accuracy and
validity of evidence and did not know about
specialized websites that did not match the
results of this study.

The results showed that 58.79% of the surgical
group and 65.65% of the Non Surgical group
considered their decisions based on clinical
research evidence. In the study by Sadeghi et
al. (16), about 5.3% of residents used evidence-
based decision-making in more than 50% of
their clinical work, which indicates better
status of the target group in this regard than
the mentioned study. The surgical group and
the Non Surgical group required research to
answer their questions about 5.76 and 10.16
times a week. Of course, it has been stated that
in specialized clinics, theyhad one question
per 1-2 patients and in the hospital ward, five
questions per patient (13), however, due to the
high number of outpatient and inpatient visits,
admitted by professors, it seems that they fail to
answer many of their clinical questions, which
could be due to the short time caused by the high
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number of clients; regarding the health system
development plan and the scientific view of
Imam Hussein Medical center or lack of access
to information resources on patient’s bedside,
it seems that disregarding the use of research
and relying on experience in health workers
have general acceptance, as Bennett (17)
showed in his study on an Australian treatment
group that 96% of them relied primarily on
their clinical experiences for decision-making,
during two months, and rarely used research
findings, which are consistent with the present
study. Also, in another study in Canada (18),
the results showed that only 8% of doctors
refer to Medline, when they have a problem
related to the disease that is consistent with
the current study.

Over 90% of samples accessed clinical research
evidence, approximately once a week through
a textbook, every 12 days through primary
original research papers, every 24 days
through Cochran database and almost every
28 days through secondary research resources.
The Non Surgical group accessed clinical
evidence (almost every 3 to 4 days) more
than the surgical group (almost every other
week) (P=0.013). This difference can be due
to the fact that the Non Surgical group needed
clinical research evidence more, considering
higher number of questions. Evidence
suggests that the Non Surgical group could
access clinical evidence through textbooks
and primary research articles more than the
surgical group and the surgical group through
the Cochran database and secondary research
resources more than the Non Surgical group,
but in general both groups had unfavorable
performance in this regard and the difference
was not statistically significant. The results of
the present study were similar to the Kalavani’s
study (19) in 2016 on 192 reidents of Shahid
Beheshti University of Medical Sciences. In
this study, 21% of reidents referred to reference
books and directories, 5.7% to websites and
non-filtered search engines, and only 2.01%
used evidence-based medical databases.

In this study, the surgical group referred to

evidence 1.95 hours a week and the Non
Surgical group 3.27 hours a week before
or during treatment (P=0.035), which was
probably due to the type of work in the surgical
group, as they can refer to evidence less in the
operating theater, before or during treatment.
Furthermore, the surgical and Non Surgical
groups spent 3.47 and 4.97 hours a week to
search evidence, respectively, and 4.23 and 7.16
hours a week reading new research evidence,
respectively. In a study by Gazerani and
collaborators (20), in 25% of cases, evidence
search was reported at an average of 2 hours
per week, which indicates a better status of the
target group than the present study, but in the
study of Rangraz-Jeddy et al. (21), physicians
searched evidence on the internet at an average
of 5 hours a week, which indicates a better
status of the research samples in this study
compared with their target group.

The results showed that 97% of people
acknowledged that application of evidence-
based practice principles had a moderate to
high effect on their clinical decisions and their
patients’ outcome, and the Non Surgical group
believed in it more than the surgical group.
Also, 98.5% of them acknowledged that new
research evidence led to a change in their
performance frequently, and they believed in
their clinical decision-making modertae to
high, and the surgical group were confident
in their own clinical decision-making more
than the Non Surgical group. In the study of
AL-Kubaisi et al. (22), 90.1% of physicians
agreed that evidence-based medicine was
effective in clinical decision-making, which
was consistent with the findings of this study.
The present study showed that, in general, both
groups of faculty members of Surgical and
Non Surgical departments of Imam Hossein
(AS) Educational-Medical Center, Tehran,
had a positive attitude towards evidence-
based practice and there was a significant
difference between the groups only in few
cases. Considering the statement “evidence-
based practice disregards the art of clinical
performance”, the Non Surgical group
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disagreed or somehow disagreed, and the
Surgical group somehow disagreed or had no
idea (P=0.052), which may be, according to
Yazdani (14), due to the fact that providing even
the best evidence to prove the effectiveness
of an operation does not cause a surgeon
to perform that kind of surgery. Because
the surgeon’s experience in conducting an
operation is very important and necessary.
Also, in terms of the 26™, 29" and 32™
items, the Non Surgical group had a more
favorable attitude than the surgical group, and
the probable cause of significant differences
can be, according to Yazdani (14), due to the
fact that in many cases, refering to evidence
limits the indication and reduces the number
of procedures, and this is not pleasant to
surgeons. Other studies that are consistent with
the present study include Loise and Koohpayeh
zadeh (23), reporting that 86.5% of participants
used EBM daily and considered it a practical
method for daily patient care; in the results
of the study by Khoja et al. (24) showed that
93% of GPs considered EBM effective in
improving patient care. Finally, Knops and
his colleagues (25) showed positive attitude
towards evidence-based surgery.

Conclusion

All in all, considering the results described,
it was found that faculty members of both
the Surgical and Non Surgical departments
of Imam Hossein (AS) Educational-Medical
Center Tehran, had aapropriate awareness
about evidence-based practice and a positive
attitude towards the effect of EBM on clinical
decision-making; but they used this approach
less. Therefore, in order to enhance the
professional skills of faculty members and
adjust their decisions to the best available
evidence, a continuous practical curriculum
is requireds, and since the ultimate goal in
medical education is behavioral change and
performance improvement, in order to promote
community health; unfortunately, many of
the efforts made so far have been ineffective
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in achieving this goal, and the pursuit of

continuous education courses are less effective

due to inactivity, thus, it is recommended that:

1. EBM-based training workshops be hold
at regular intervals for active presence of
faculty members.

2. EBM courses become necessary for
promotion of faculty members.

3. Hold training workshops for necessity
of taking EBM courses for promotion of
faculty members.

4. Formulate and use clinical audit protocols
to ensure the quality of clinical practice
in faculty members.

5. Consider strategies for encouragement and
appropriate privileges for faculty members
that act based on evidence-based medicine.

6. Use Information and Communication
Technology (ICT) in clinics, departments,
and operating theatres be expanded to
ensure easy access to evidence.

7. Hold evidence-based journal clubs,
morning reports, and clinic rounds based
on applied standards with the presence of
librarians and medical informants.

8. Include evidence-based practice topics in
the curriculum approved by the specialized
disciplines.

9. Plan for empowering faculty members on
clinical trials.

10. Use knowledge produced at the national
level, and formation of evidence-based
practice committee in the ward considering
issues requiring knowledge products.

11. Considering that the best time to introduce
and learn EBM is during general medical
education study period, it is necessary to
develop an EBM educational curriculum
in Iran’s medical sciences universities.

12. Use local evidence-based practice
questionnaire of this research, applicable
to other clinical groups, in future studies.
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