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has not been the case.11 One might also predict that the
increasing use of proton-pump inhibitors in the past decade,
and particularly in the past few years, would reduce the rate
of oesophageal adenocarcinoma. However, this effect is not
yet evident either in follow-up of patients prescribed ome-
prazole,12 or in national cancer monitoring (Ian McDermid,
Australian Institute of Health and Welfare, personal com-
munication).

Even if chemoprevention using potent acid suppression,
with or without COX inhibition, can be shown to slow
development of malignancy, given the modest absolute risks
(1 per 20 patients with Barrett’s oesophagus and perhaps 1
per 200 of those with gastro-oesophageal reflux), we must
still identify and target appropriate groups for this or other
interventions. We must also carefully examine strategies for
efficacy and cost effectiveness. Low-risk strategies, such as
chemoprevention, may be broadly applicable, whereas
intensive strategies, such as endoscopic surveillance with
examination of biopsy specimens for biomarkers of malig-
nancy, will need to be targeted to high-risk groups.13

The jury is still out.

Geoffrey S Hebbard
Director of Gastroenterology, Royal Melbourne Hospital

and Associate Professor, Department of Medicine, University of Melbourne
Melbourne, VIC

geoff.hebbard@mh.org.au

Sanjay Nandurkar

Competing interests: G S H has acted as a consultant to AstraZeneca, Novartis and
Pharmacia (Pfizer), and has received research support, sponsored travel and hono-
raria for speaking from AstraZeneca, Novartis and Wyeth. S N has acted in an advisory
capacity to Pharmacia and has received research support, sponsored travel and
honoraria for speaking from AstraZeneca and Pharmacia (Pfizer).

1. Falk GW. Barrett’s oesophagus. Gastroenterology 2002; 122: 1569-1591.

2. Shaheen NJ, Crosby MA, Bozymski EM, Sandler RS. Is there publication bias in
the reporting of cancer risk in Barrett’s esophagus? Gastroenterology 2000; 119:
333-338.

3. Conio M, Blanchi S, Lapertosa G, et al. Long-term endoscopic surveillance of
patients with Barrett’s esophagus. Incidence of dysplasia and adenocarcinoma:
a prospective study. Am J Gastroenterol 2003; 98: 1931-1939.

4. Macdonald CE, Wicks AC, Playford RJ. Final results from 10-year cohort of
patients undergoing surveillance for Barrett’s oesophagus: observational study.
BMJ 2000; 321: 1252-1255.

5. Rabinovitch PS, Longton G, Blount PL, et al. Predictors of progression in Barrett’s
oesophagus III: baseline flow cytometric variables. Am J Gastroenterol 2001; 96:
3071-3083.

6. Triadafilopoulos G. Acid and bile reflux in Barrett’s esophagus: a tale of two evils.
Gastroenterology 2001; 121: 1502-1506.

7. Souza RF, Spechler SJ. Barrett’s esophagus: chemoprevention. Gastrointest
Endosc Clin N Am 2003; 13: 419-432.

8. Hillman LC, Chiragakis L, Shadbolt B, et al. Proton-pump inhibitor therapy and
the development of dysplasia in patients with Barrett’s oesophagus. Med J Aust
2004; 180: 387-391. Add web address when available

9. Corley DA, Kerlikowske K, Verma R, Buffler P. Protective association of aspirin/
NSAIDs and esophageal cancer: a systematic review and meta-analysis.
Gastroenterology 2003; 124: 47-56.

10. Spechler SJ. Disputing dysplasia. Gastroenterology 2001; 120: 1864-1868.

11. Richter JE. Antireflux surgery and adenocarcinoma of the esophagus: let the
truth be told. Gastroenterology 2001; 121: 1506-1508.

12. Bateman DN, Colin-Jones D, Hartz S, et al. Mortality study of 18 000 patients

Tested teaching tips
Tips for teaching in tough times

PATIENTS, FAMILIES, CARERS AND OUR COMMUNITIES

expect high-quality, safe, efficient, acceptable health services
in which advice and interventions are based on evidence.
The quality of undergraduate, postgraduate and continuing
education is a key determinant of the capacity of clinicians
to work with patients, administrators and other health
professionals to fulfil such expectations. Successful teaching
programs recognise and address the needs of students and
teachers within particular educational settings. They use
techniques that are likely to be effective, efficient and
acceptable.

This issue of the Journal features the beginning of a series
called “Teaching on the run tips”. The first article, “Doc-
tors as teachers”1 (page 415), outlines barriers to quality
medical education and offers practical solutions. The title of
the new series is particularly apt, as it highlights two causes
of anguish among teachers: lack of time, because of expand-
ing clinical and administrative workload, and lack of know-
ledge of teaching techniques. Teachers’ anguish is increased
by changes that have occurred within hospitals, such as
reductions in junior-doctor working hours and shortened

lengths of stay. These changes have resulted in fewer
learning opportunities with inpatients and hence an even
greater need for comprehensive and efficient teaching. To
compound the problem, increasing specialisation means
that a smaller pool of clinicians is both available and willing
to teach across the breadth of clinical areas. Furthermore,
clinician-teachers feel unsupported — a recent survey across
US teaching hospitals reported that only a minority offer
faculty development in teaching skills.2

Thirty years of research in medical education has pro-
vided some valuable insights.3 Much is now known about
the attributes of effective clinical teachers,4 but knowledge
of these advances is limited to a relatively small number of
clinical teachers. The “Teaching on the run tips” series
aims to improve dissemination of knowledge by providing
practical tips on undergraduate and postgraduate clinical
teaching.

One barrier to the uptake of advice about teaching is the
fact that some teachers are sceptical about the effectiveness
of recommendations for changing teaching techniques.
This is especially relevant for clinicians supporting evi-
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dence-based practice, who may seek the same standards for
recommendations about teaching that they have learned to
expect for recommendations about treatment and diagno-
sis. Unrealistic expectations for high “levels of evidence”
may lead to disappointment, as there are fewer randomised
trials and systematic reviews of educational interventions
than there are of clinical interventions. Clinician teachers
may also be concerned about the applicability of teaching
recommendations derived from other settings to their own
situation.

The essential problem is that we have not yet developed
“best practice” for assessing recommendations about teach-
ing. The ultimate “outcomes” should be clinical and should
reflect the needs of patients. These largely relate to the
quality, safety, acceptability, appropriateness and accessibil-
ity of healthcare services. The problem is that such out-
comes are all difficult to measure, and changes in them often
reflect factors other than the uptake of teaching recommen-
dations. Furthermore, the protracted time between uptake
of educational initiatives and clinical outcomes makes it
difficult to establish associations and causal relationships.

Three developments might serve to reduce such scepti-
cism. Firstly, in teaching, as in clinical areas, where
outcomes prove too difficult to assess it may be possible to
develop surrogate markers of process that reliably predict
clinical outcomes of educational interventions. Secondly,
pleas for more evidence in medical education5,6 are being
heard. In recent years, several guides to “best evidence
medical education” (BEME) have been published in
Medical Teacher,7 BEME has become an established inter-
national collaboration of medical educationalists,8

research directions in medical education have been
defined,3 and an educational section has been established
in the BMJ.9

The third development offers great promise. The recogni-
tion of the limitations of randomised controlled trials in
many educational areas10 is an incentive to switch the focus
towards scientific evaluations of educational initiatives using
studies specifically designed for this purpose.11,12 Although
“level-of-evidence” hierarchies are essential for assessing
research quality, in themselves they are insufficient. They
should be considered along with other dimensions of scien-
tific quality, including the magnitude of the effect; applica-
bility in different settings; and the extent to which bias,
confounding and statistical error are minimised. Scientific
rationality, educational reasonableness, resource implica-
tions and ethics13 should also be taken into account, and
evidence across a range of research strategies must be
sought.12

Good clinical teaching improves student performance.14

It clearly has the potential to improve clinical outcomes and
to help satisfy the community’s expectations of a high-
quality healthcare system. The recent recommendation for
medical graduates in the United Kingdom to “understand
the principles of education as they are applied to medi-
cine”15 may help to enhance teaching skills in the United
Kingdom and elsewhere. Along with other recently pub-
lished resources for teachers, such as the BMJ’s “ABC of

learning and teaching medicine” section, this MJA series is
enthusiastically welcomed.
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