
 
 
 

EDITORIAL 

 

Season‟s greetings!  In this Edition we draw to your attention to new research, reviews, ideas and reports  

relating to the big issues our healthcare leaders are grappling with, such as: a systematic review of the 

effectiveness of telemedicine; a Kings Fund report outlining the evidence base to support integrated 

healthcare systems; the Bureau of Health Information‟s  report into elective surgery rates across NSW 

hospitals;  research into: consumer engagement in health research; prevention of in hospital falls; and 

reducing surgical mortality through a medical team training program.    

By far and away, most of the debate in the past quarter has been about the evidence base concerning 

the design and implementation of electronic health records. The latest evidence from the UK reported in 

the British Medical Journal found that rates of usage of an internet accessible personal electronic health 

record were low and that quantifying impacts on care was very difficult.  Reflecting on these UK results 

and the fit between the evaluation methods and the reform, Trisha Greenhalgh and colleagues have put 

forward a set of guiding principles for eHealth evaluations in Plos Med.  National leaders have written 

insightful analyses in the Medical Journal of Australia about what this means for Australia‟s eHealth policy – 

in short they argue we should start our implementation based on what has been shown to work well and 

rigorously evaluate the roll-out. 

HARC will be very interested to see how the national evaluation of our eHealth policy implementation will 

be designed so it can contribute to international understanding about eHealth.  

Mary Haines, Editor, HARC eBulletin 

 

REVIEW ROUND UP 

 
More large scale studies of the effectiveness of telemedicine interventions needed 

Telemedicine has been widely implemented globally yet previous reviews have concluded that there is a 

lack of sufficient evidence regarding the impact of telemedicine on clinical outcomes. 

 

The aim of this systematic review of reviews, published in the International Journal of Informatics, was to 

synthesise the evidence to date on the impacts and costs of telemedicine services. 80 heterogenous 

systematic reviews covering relevant health related outcomes (morbidity, mortality, quality of life, patient 

satisfaction), process outcomes  (quality of care, professional practice, adherence to recommended 

practice, professional satisfaction) and costs or resources use were included.  Twenty-one reviews 

concluded that telemedicine is effective and has positive impacts including: therapeutic effects; 

increased efficiency; and technical usability.  Interventions that were found to be therapeutically effective 

included online psychological interventions, programs for chronic heart failure and home monitoring of 

respiratory conditions. Home monitoring of vital signs and diabetes patients were found to be effective in 

reducing health service use. However, nineteen reviews considered the evidence promising but 

inconclusive, highlighting a need for further research and twenty-two reviews concluded that the 

evidence for the effectiveness of telemedicine is still limited and inconsistent across a range of fields with 

research being narrowly focused. Several reviewers suggested that telemedicine is cost-effective, 

particularly for telehomecare and telemonitoring, but others did not find good evidence for cost-

effectiveness.  The authors conclude that “despite large numbers of studies and systematic reviews on the 

effects of telemedicine, high quality evidence to inform policy decisions on how best to use telemedicine 

in health care is still lacking” and there is a need for more focus on patients‟ perspectives.    

 
Ekeland AG, Dowes A & Flottorp S. Effectiveness of telemedicine: a systematic review of reviews. 



International Journal of Informatics 2010; 79: 736-771. Click here for the full review. [cited 2010 December 

15] 
 

RESEARCH ROUND UP 

 
Personal electronic health records risk being abandoned if they are not appropriately conceputalised 

Patient empowerment through involvement in their care is considered by advocates to be both desirable 

and potentially cost saving.  Personal electronic health records, managed by patients and interfacing with 

clinician held records are being introduced in many health systems with expectations including patient 

empowerment, engagement with self-management, reduced costs and better continuity of care. 

In 2007, the English National Health Service introduced HealthSpace, an internet accessible personal 

electronic health record, at an estimated cost of US$19.9bn. HealthSpace aimed to improve informatics 

support, encourage standardisation and centralise procurement of information systems in the NHS while 

simultaneously redesigning care systems around the patient.   

This mixed method, multilevel case study examined the adoption and non-adoption of HealthSpace by 56 

patients and carers, interviewed 160 staff in national and local organisations and collected 3000 pages of 

documents to build a picture of the program in a public healthcare context. The results, published in the 

British Medical Journal, reveal that adoption of a personal health record by patients in England was low: as 

of end October 2010, 172950 people in England had logged onto the HealthSpace website and created a 

basic account. However, only 2913 (0.13%) of nearly 2.5 million people invited had activated an 

advanced HealthSpace account. Overall, patients perceived HealthSpace as neither useful nor easy to 

use and its functionality compared poorly with expectations and self-management practices. Of the 56 

individuals interviewed, 21 tried using HealthSpace and found it of limited value. None entered health 

data and none intended to continue using it in its present form. Reasons for abandonment included poor 

ease of use, concerns with the fundamental design and being confronted with an empty record. 

Participants with a chronic illness did not perceive that basic HealthSpace would add value in managing 

their condition.  The authors conclude that “unless personal electronic health records align closely with 

people‟s attitudes, self-management practices, identified information needs, and the wider care 

package… the risk that they will be abandoned or not adopted at all is substantial”. The study raises 

questions about policy decisions, the technology design process, and implementation in a public sector 

context.        

Greenhalgh T, Hinder S, Stramer K et al. Adoption, non-adoption, and abandonment of a personal 

electronic health record: case study of HealthSpace. BMJ 2010; 341: c5814. For the full article click here. 

{cited 2010 December 15] 

For more on eHealth see What Are People Talking About?  

 

Participation in a medical team training program reduces surgical mortality 

Despite best efforts by clinicians, adverse events related to surgery continue to occur.  Teamwork and 

effective communication are known determinants of surgical safety but there is insufficient evidence 

about the effectiveness of medical team training on surgical outcomes. 

A retrospective health services study with a contemporaneous control group was conducted to determine 

whether an association existed between the Veterans Health Administration (VHA) Medical Team Training 

program and surgical outcomes using outcome data from 182409 sampled procedures from 108 VHA 

facilities that provided care to veterans in the fiscal years from 2006-2008. The VHA‟s nationwide training 

program includes 2 months of preparation and planning with each facility‟s implementation surgical care 

team followed by a day long onsite learning session and a year of quarterly coaching sessions. Briefings 

and debriefings in the operating room including the use of checklists are an integral part of the process. 

The main outcome measure was the rate of change in the mortality rate one year after facilities enrolled in 

the training program compared with the year before and with non-training sites. 

The results, published in the Journal of the American Medical Association, indicate that characteristics of 

facilities at baseline did not differ significantly.  The 74 facilities in the training program experienced an 18% 

http://www.sciencedirect.com/science?_ob=ArticleURL&_udi=B6T7S-514Y89K-1&_user=10&_coverDate=11%2F30%2F2010&_rdoc=1&_fmt=high&_orig=browse&_origin=browse&_sort=d&view=c&_acct=C000050221&_version=1&_urlVersion=0&_userid=10&md5=7b417e9d28656fa242b3e2591b79ff04
http://www.bmj.com/content/341/bmj.c5814.abstract?papetoc&reason=0


reduction in annual mortality (p=0.01) compared with a 7% decrease in the 34 facilities that had not yet 

undergone training (p=0.59). Risk-adjusted mortality rates at baseline were 17 per 1000 procedures for the 

trained facilities and 15 per 1000 for non-trained facilities. At the end of the study rates were 14 per 1000 

procedures for both groups and propensity matching of the trained and non-trained groups demonstrated 

that the decline in risk-adjusted surgical mortality rate was approximately 50% greater in the training group 

(p=0.01). Furthermore a dose-response relationship for additional quarters of the training program was 

demonstrated: every additional quarter of the training program was associated a reduction of 0.5 deaths 

per 1000  (p=0.001).  The authors conclude that “participation in the VHA Medical Team Training program 

was associated with lower surgical mortality”. 

Neily J, Mills PD, Young-Xu Y et al. Association Between Implementation of a Medical Team Training Program 

and Surgical Mortality. JAMA 2010; 304 (15): 1693-1700. Click here for the full article. [cited 2010 December 15]    

 

Modest benefits of a multi-institutional quality improvement collaborative on diabetes care 

Healthcare systems in the US, Canada, Australia, UK and northern Europe have adopted various types of 

quality improvement collaboratives to close the gap between potential and actual performance by 

testing and implementing changes quickly across many organisations yet few rigorously controlled 

evaluations have demonstrated their effectiveness on outcomes or a sustained effect.   

At a time of heightened attention towards diabetes care, this controlled pre- and post-intervention study 

examined the short and long-term effects of a quality improvement collaborative on patient outcomes 

(hemoglobin A1c, cholesterol, blood pressure, weight, blood lipid levels and smoking status), professional 

performance (guideline adherence) and structural aspects of chronic care management of type 2 

diabetes in an integrated care setting in the Netherlands. 1861 patients with diabetes in six intervention 

(607 patients) and nine control (1254 patients) regions representing 37 general practices and 13 outpatient 

clinics were assessed over a 2 year period from baseline to 12 months post-intervention (2004-2006).  

Intervention sites formed a multidisciplinary improvement team composed of medical, nursing and allied 

health professionals who attended four national meetings where they were informed about current best 

evidence and practice on diabetes and how to implement it. Teams were free to focus on specific quality 

improvement interventions depending on service-specific routines or bottlenecks.  

No significant short-term changes were seen between the intervention and control group at one-year 

follow up but the results, published in Implementation Science, indicate modest significant improvement in 

mean systolic blood pressure and mean high density lipoprotein levels at two-year follow up. Positive but 

non-significant differences were found in hemoglobin A1c, cholesterol and blood lipid levels. Furthermore, 

the intervention group showed significant improvement in the percentage of patients receiving advice 

and instruction to examine feet and smaller reductions in the percentage of patients receiving instruction 

to monitor blood glucose and visiting a dietician annually.  The authors conclude that their “…results 

demonstrate a modest benefit of participation in a multi-institutional quality improvement collaborative 

focusing on integrated, patient-centered care. The effects persisted for at least 12 months after the 

intervention was completed.” 

Shouten LMT, Hulscher MEJL, Van Everdingden JJE et al. Short- and long-term effects of a quality 

improvement collaborative on diabetes management. Implementation Science 2010; 5: 94. For the full 

article click here. [cited 2010 December 15]  

 

Telemonitoring does not improves outcomes in patients with heart failure 

Outcomes in patients with heart failure after hospitalization are not improving despite advances in care. 

Small studies have suggested that Telemonitoring is a promising strategy for improving heart failure 

outcomes through early clinician intervention if there is evidence of clinical deterioration but a large trial 

has not been conducted. 

This US multi-centre, randomized, controlled trial, Telemonitoring to Improve Heart Failure Outcomes (Tele-

HF) assigned 1653 patients from 33 cardiology practices who had recently been hospitalized for heart 

failure to undergo either telemonitoring (826 patients) or usual care (827 patients). Telemonitoring was 

accomplished by means of a telephone-based interactive voice-response system that collected daily 

http://jama.ama-assn.org/content/304/15/1693.abstract
http://www.implementationscience.com/content/5/1/94


information about symptoms and weight that was reviewed by the patient‟s clinicians. Patients in the 

telemonitoring group were provided with detailed instructions and a demonstration by a site coordinator 

who was responsible for overseeing implementation of and adherence to the study protocol. If patients 

did not use the system for two consecutive days they received a system generated reminder call after 

which they were contacted by site staff to encourage participation. The primary end point was 

readmission for any reason or death from any cause with 180 days of enrollment. Secondary end points 

included hospitlalisation for heart failure, number of days in hospital and number of hospitalisations.   

Nearly 86% or patients in the telemonitoring group made at least one call and among these adherence to 

the intervention was highest during the study period (90.2%) but decreased to 55.1% by week 26. The 

results, published in The New England Journal of Medicine, indicate no significant difference between the 

two groups in the rate of primary end point which occurred in 52.3% of patients in the telemonitoring group 

(n=432) and 51.5% of patients in the control group (n=426), p = 0.75.  No significant difference was seen 

between the two groups with respect to secondary end points: readmission for any reason occurred in 

49.3% (n=407) of patients in the telemonitoring group and 47.4% (n=392) of patients in the usual care 

group, p = 0.45. 92 patients and 94 patients died during the 180-day study period in the intervention and 

control groups respectively and readmissions for heart failure, the number of days in hospital and the 

number of readmissions were also similar in the two groups.  Sub-group analyses revealed no effect of 

baseline characteristics of patients or the degree of experience of sites in using telemonitoring. The authors 

suggest that the “results indicate the importance of thorough, independent evaluation of disease-

management strategies before adoption”.  

Chaudrhy SI, Matter JA, Curtis JP et al. Telemonitoring in Patients with Heart Failure. N Engl J Med 2010; 363; 

2301-2309. Click here for the full article. [cited 2010 December 15]  

Consumer involvement important in health and medical research  

Connecting health and medical research with society through the involvement of consumers is an 

emergent international practice. Consumer involvement is believed to: reduce opposition to 

implementation of research; build commitment to research findings and needed organizational changes; 

enhance the quality of research design by improving overall understanding of the solution; minimize the 

development of unacceptable health interventions; and provide expertise about community processes. 

This nationwide survey of 177 research funding bodies and organisations that conduct research, 

undertaken during 2008-09, adopted a multiple stakeholder approach to identify the current prevalence, 

challenges, enabling factors and range of approaches to consumer involvement in health and medical 

research in Australia.   

The results, published in Health Research Policy and Systems, indicate marked variation in experience and 

perceptions of consumer involvement between funders and researchers. Current consumer involvement 

across both groups was most frequently typified by: input into organizational governance through 

membership on strategic research planning or other high level committees; fund-raising for research and 

assisting with communication and dissemination of information about research activities. Research funders 

were over eight times more likely than organisations conducting research to involve consumers in 

identifying research needs and prioritizing research topics.  The most commonly cited barriers to consumer 

involvement reported by nearly half of all respondents (49%,) were practical and time constraints. Other 

challenges were a need for clarification of consumer roles and responsibilities and the ability to access to 

consumers.  Sixty percent selected guidelines and other practical information and tools to support 

consumer involvement as the most important facilitator while 58% reported a need for evidence of 

organizational benefit. More than a third of research organisations indicated that when consumer 

involvement was a condition of research funding it was an important facilitator.  The authors conclude that 

a “…set of minimum consumer involvement standards and associated guidelines that are agreed and 

routinely adopted, could ensure that consumers and the Australian community they represent, are given 

an opportunity to shed light on experiences and local circumstance, and express views and concerns 

relevant to health research”. 

Sauders C & Girgis A. Status, challenges and facilitators of consumer involvement in Australian health and 

medical research. Health Research Policy and Systems 201; 8: 34. Click here for the full article [cited 2010 

December 15] 

http://www.nejm.org/doi/full/10.1056/NEJMoa1010029?query=OF
http://www.health-policy-systems.com/content/8/1/34


 

Fall prevention toolkit reduces rate of falls in older patients in hospital units 

Injuries from falls are a public health problem worldwide. Fall risk increases with age and older adults are 

more likely to be injured from a fall. Hospitalisation increases the risk of a fall further because of the 

unfamiliar environment, illnesses and treatments, therefore hospitals regularly implement strategies to 

reduce falls – but do they work? 

This cluster randomised study compared patient fall rates in 4 urban US hospitals in units that received usual 

care or the intervention to investigate whether a fall prevention toolkit (FPTK) using health information 

technology decreases patient falls in hospitals. From 1 January to 30 June 2009, 4 units (5104 patients) 

received usual care and 4 units (5160 patients) in the intervention used the fall prevention toolkit, consisting 

of bed posters with brief text and an accompanying icon, patient education handouts, and plans of care 

designed to communicate patient-specific alerts to key stakeholders. The fall prevention toolkit was 

tailored around existing communication and workflow patters and based on a valid fall risk assessment 

scale completed by a nurse. Patients in control and intervention units had similar fall risk scores at 

admission (49.8 and 48.6 out of a possible 0-125; p = 0.74). The primary outcome was the number of patient 

falls per 1000 patient-days adjusted for site and patient care unit. A secondary outcome patient falls with 

injury.  

The study involved 48250 patient-days and the results, published in the Journal of the American Medical 

Association, show that there were fewer patients with falls in intervention units (n=67; range across unit 10-

28) than in control units (n=87; range across units 15-33) and site-adjusted fall rates were significantly higher 

in control units (4.18 [95% CI, 3.45-5.06] per 1000 patient days) than in intervention units (3.15 [95%CI, 2.54-

3.09] per 1000 patient days); p = 0.04. The intervention effect was significantly different (p = 0.02) in older 

patients, aged 65 or over, for whom the fall prevention toolkit was more beneficial than younger patients. 

The authors conclude that a health information technology “intervention targeting underlying areas of risk 

can prevent falls in older patients in acute care hospitals”.  

Dykes PC, Carroll DL, Hurley A et al. Fall Prevention in Acute Care Hospitals A Randomized Trial. JAMA 2010; 

304 (17); 1912 – 1918. For the full article click here. [cited 2010 December 15] 

 

REPORT ROUND UP 

 

Bureau of Health Information  independently assesses the performance of NSW Public Hospitals and how 

we compare with the rest of Australia and 10 other countries 

The second issue of The Bureau of Health Information‟s Hospital Quarterly Report “performance of NSW 

public hospitals July to September 2010” continues to chart how hospitals are performing, how use of 

hospitals is changing over time and how hospitals compare with each other. This issue places a special 

focus on elective or planned surgery, doubling the number of hospitals previously reported for elective 

surgery performance from 40 to more than 80, and shows the waiting times, numbers and types of elective 

surgery procedures performed. There was increased activity across elective surgery with around 54,000 

procedures performed from July to September 2010. Emergency department attendances. are charted 

over a two-year period to show seasonal fluctuations. Emergency department visits (508,000) and 

admitted patient episodes (415,411) as reported from July to September 2010 are at a two-year high, over 

any quarter, up 4% on the last quarter and up 3% relative to one year ago. Waiting times for patients who 

had non-urgent elective surgery have fallen to 175 days, down from 205 days in the previous quarter but 

up from 135 days a year ago. Waiting times for patients who received urgent and semi-urgent surgery 

remain relatively unchanged.  

The first annual report from the Bureau of Health Information, Healthcare in Focus compares NSW to the 

rest of Australia and 10 other countries. The report shows NSW does well on the international stage but 

should seize opportunities to improve healthcare. It also shows NSW gets value for its health dollar spending 

less than some countries that have worse health outcomes. The Bureau‟s report finds that in 2010, surveyed 

adults in NSW and in the rest of Australia are positive about the care they receive but say change is 

needed to make the healthcare system work better. 75% of NSW adults are confident they will receive the 

http://jama.ama-assn.org/content/304/17/1912.abstract
http://www.bhi.nsw.gov.au/publications/hospital_quarterly_report_2
http://www.bhi.nsw.gov.au/publications/hospital_quarterly_report_2
http://www.bhi.nsw.gov.au/publications/health_in_focus


most effective treatment if they become seriously ill – more than other countries. Healthcare in Focus uses 

almost 90 measures of performance to track care across NSW so healthcare professionals can use this 

information to improve.  

 

Clinical and service integration – the route to improved outcomes 

Over the past decade, NHS reform in the UK has increasingly recognised the importance of integrated 

care. This report from the King‟s Fund considers whether integration of care acts as a barrier to choice and 

competition - key elements that are emphasized in a number of health policies implemented to improve 

health outcomes within a more patient-centric health system. Integration can take a variety of forms, 

involving either providers, or providers and commissioners, who work together to deliver better outcomes 

at a number of levels within the system. This report summarises relevant evidence about high-profile 

integrated systems that operate at the macro, in the United States, such as Kaiser Permanente and 

Geisinger Health System and outlines examples of integrated care at the meso level in North America and 

Europe for particular groups, such as older people or patients with long-term conditions. Evidence to 

support the use of integration at the micro level is also presented. The report focuses on examples that are 

most relevant to the NHS in England and suggests that, in light of the available evidence, efforts to 

achieve closer integration of care should continue.  

 

Patient-centred care: improving quality and safety by focusing care on patients and consumers 

Patient-centred care, that is respectful of and responsive to the preferences, needs and values of patients 

and consumers, is recognised as a dimension of high quality health care. Research demonstrates that 

patient-centred care improves the patient care experience and creates public value for services. When 

healthcare administrators, providers, patients and families work in partnership, the quality and safety of 

health care rise, costs decrease, and provider satisfaction increases and patient care experience 

improves. In Australia, the Australian Charter of Healthcare Rights and the National Safety and Quality 

Framework endorse a patient-centred approach and recent health reform arrangements further 

incentivise patient-centred care by linking it to performance and finding. This discussion paper from the 

Australian Commission on Safety and Quality in Health Care outlines practical recommendations to foster 

patient-centred care including five policy-level and 16 organisational-level recommendations. 

 

WHAT ARE PEOPLE TALKING ABOUT? 

 
Hospital amenities play important role in patient and physician choices for inpatient care 

This perspective piece, published in The New England Journal of Medicine, suggests that in crowded 

hospital markets, hospital amenities are playing an increasingly important role in competition to attract 

patients and that this phenomenon raises important questions about definitions and measures of hospital 

quality. A range of empirical evidence exists to support the role of amenities in choices of inpatient care 

venues. In one survey, physicians reported that they placed considerable weight on the patient 

experience in addition to technology, clinical facilities and staff when making referrals and almost one 

third of GPs said they would honour a patients‟ request to be treated at a hospital that was clinically 

inferior but provided a superior non-clinical experience.  Further research found that patients often did not 

choose the closest hospital but were willing to travel to get care at an alternative hospital. The same study 

found a strong correlation between the quality of hospital amenities and the proportion of patients 

receiving care at a given hospital.  The authors suggest that if amenities are an important aspect of 

patient-centred care then they may provide environments preferred by patients, providers and staff 

members resulting in better service and care and in turn better health outcomes. However, improvements 

in amenities were found to cost more than improvements in the quality of care so it is necessary to 

question the effects on patients‟ welfare and overall health care costs. In terms of health care reform, the 

authors argue that it is necessary to decide whether hospital amenities are a valuable part of the hospital 

experience and if so they must be accounted for in the way overall quality, prices and productivity are 

measured.  

http://www.kingsfund.org.uk/publications/clinical_and_service.html
http://www.apo.org.au/research/patient-centred-care-improving-quality-and-safety-focusing-care


The full article can be read here 

 

eHealth in Australia – how are our plans shaping up? 

A recent edition of the Medical Journal of Australia focused on eHealth in Australia. The final report of the 

National Health and Hospitals Reform Commission made several strong recommendations for eHealth, 

including the person-controlled electronic health record (PCEHR) which was allocated nearly $467 million 

over 2 years in the 2010 federal budget. According to Pearce and Haikerwal1 eHealth can ease the 

patient journey, improve quality of care and reduce costs but while general practice and community are 

highly computerised, Australia‟s hospital sector lags behind.  Connectivity is an important aspect of the 

team-based care that typifies modern health care and general practice and hospitals need a 

mechanism, such as the electronic health record, for securely sharing patient data. The authors argue that 

health professionals need technical capacity and expert guidance to ensure the clinical relevance, utility, 

safety and acceptability of eHealth systems so that they do not result in a lack of national coordination 

and the emergence of incompatible systems.  

The electronic summary care record (SCR) is seen by some as a stepping stone towards building a national 

distributed shared electronic health record but, given that the only major SCR evaluation to date, in 

England, found that rates of usage were low, and any impact on care was difficult to quantify, Enrico 

Coiera asks “Do we need a national electronic summary care record?”2 He argues that Australia‟s slow 

advance to develop a national eHealth system is beneficial: research evidence for the benefits of the 

summary care record is scant and there is a lack of knowledge around the impact on clinical care. By 

holding back Australia can learn from the experiences of other health systems. Coiera argues that 

uncertainty about the quality and provenance of summary care record data raises concerns about 

patient safety and proposes that instead of developing a summary care record the emphasis should be 

on finding a way to share existing health records nationally and connecting the different silos of valid 

clinical data.  

Westbrook and Braithwaite3 take a broader view of eHealth and suggest that the focus should shift from 

automaton of clinical work to innovative applications of information and communication technology (ICT) 

that will produce significant changes in the roles and responsibilities of health professionals and lead to real 

health reform with new, innovative models of health care delivery. Within healthcare, as in other industries, 

ICT should be seen as a “disruptive technology” that overturns existing practices, changes traditional 

patterns of working and enables less highly paid professionals to do progressively more sophisticated things 

in less expensive ways. The real application of ICT should be to assess how it can enhance professional 

roles and workflows, leading to streamlined systems and improved quality of care. 

1 E-health in Australia: time to plunge into the 21st century 

2 Do we need a national electronic summary care record? 

3 Will information and communication technology disrupt the health system and deliver on its promise? 

 

An alternative way to evaluate eHealth programs? 

eHealth initiatives often occur in a complex, fast moving socio-political context and evaluation of these 

initiatives is rarely an asocial or apolitical process. The need to decide priorities and allocate resources is 

often a driving factor. Much attention has been devoted to why eHealth initiatives fail but less 

consideration has been given to why evaluations of such initiatives do not deliver useful insight. In this 

essay, published in PLoS Medicine, Trisha Greenhalgh and Jill Russell argue that the assumptions, methods 

and study designs of experimental science may be poorly suited to the politicized situations in which 

eHealth evaluations are conducted. They offer an alternative set of 10 guiding principles for eHealth 

evaluations that are philosophically viewed as more of a social than a scientific practice. Investigators are 

encouraged to: strike a balance between critical distance and immersion and engagement; put in place 

a governance process; provide the interpersonal and analytic space for effective dialogue; take an 

emergent approach; consider macro- and meso-level contexts; as well as to follow a number of other 

principles.   

http://healthpolicyandreform.nejm.org/?p=13265&query=TOC
http://www.mja.com.au/public/issues/193_07_041010/pea10510_fm.html
http://www.mja.com.au/public/issues/194_02_170111/coi10895_fm.html
http://www.mja.com.au/public/issues/193_07_041010/wes10686_fm.html
http://www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.pmed.1000360


 

Quality improvement or improving value? 

Problems with the quality and safety of health care are relatively common; patients frequently do not 

receive evidence-based treatments and according to one systematic review more than 9% of patients 

experience harm arising from adverse events. Quality improvement (QI) interventions attempt to change 

clinician behaviour and improve patient outcomes through these changes but studies evaluating the 

effectiveness of QI interventions are often of low methodological quality with weak designs and poor data 

quality resulting in bias and an overestimate of intervention effects. This Users‟ Guide to the Medical 

Literature1, published in Clinician’s Corner in the Journal of the American Medical Association, 

complements existing users‟ guides addressing the effects of interventions with an emphasis on issues 

specific to QI studies.  The guide stresses the need for robust methods in QI research. It provides examples 

of different study designs for QI research and presents a series of considerations to enable clinicians or 

potential users to determine whether a QI intervention truly lead to improvement in the setting in which it 

was initially implemented, whether it would have similar effects in a different setting and what are the 

possible costs and unintended effects of its implementation. Examples of questions to ask include: 1. Are 

the results valid? 2. Were patients randomized? 3. Was the study blinded? 4. Was the data quality 

acceptable? 5. Was follow-up sufficiently long? 6. What were the results and how can they be applied in a 

different setting? 

In a related commentary2 Robert Brook argues that after more than 40 years it is unclear what the quality 

improvement initiative has achieved and there remains little information about which mechanisms for 

improving quality work better than others. The distinction between quality and safety is still unclear. 

Furthermore, little is known about whether quality is better in one state or country than another, what the 

relationship is between healthcare spending and the quality of care provided or whether the amount 

spent on improving quality is too little or too much. Brooks notes that it is rare for measures of cost or 

expenditure to be included in a study that attempts to improve quality.  He stresses that when considering 

the future of quality assurance it is necessary to take account of the need for a health care system at the 

“intersection of higher quality and lower cost”.  

1 How to Use an Article About Quality Improvement  

2 The End of the Quality Improvement Movement: Long Live Improving Value  

 

FORTHCOMING EVENTS 

 
13th Annual Health Congress 2011: March 02 – March 04 2011, Sydney 

This three-day event brings together government representatives and leading experts to discuss the 

federal and state agenda for healthcare reform. It is a key gathering for all decision-makers in the health 

industry including: senior government representatives, health service providers, health insurers, industry 

associations and e-heath innovators. Early bird registration closes Dec 30 2010.  

For further information email or visit the conference website 

Financial Incentives Conference: March 10 2011, Gold Coast, Queensland 

When do financial incentives in health care do more good than harm?  This Conference aims to present 

an overview of the evidence for effectiveness (or ineffectiveness) of financial incentives in different 

circumstances, and their unintended consequences. From this, a 'checklist' will be developed to aid 

decision making about whether and how to use a financial incentive.  Speakers: Prof. Paul Glasziou, Prof. 

Phillip Davies, Prof. Tony Scott, Prof. Mark Harris, Associate Prof Ian Scott, Prof. Heather Buchan, Prof. Jenny 

Doust.   

For further information email or visit the conference website 

15th International Symposium on Health Information Management Research (ISHIMR 2011): September 08 – 

September 09 2011, Zurich, Switzerland 

The 15th International Symposium on Health Information Management Research (ISHIMR 2011) will include 

http://jama.ama-assn.org/content/304/20/2279.abstract
http://jama.ama-assn.org/content/304/16/1831.extract
mailto:hannah.guz@informa.com.au
http://www.healthcongress.com.au/
mailto:cerueti@bond.edu.au
http://www.bond.edu.au/faculties-colleges/faculty-of-health-sciences-and-medicine/events/BD3_014507


interactive panel discussions and poster presentations on clinical informatics, eHealth, health information 

behaviour and knowledge management in healthcare. Supported by a wide range of national and 

international associations and institutions, ISHIMR 2011 brings together researchers and leading experts 

from around the world to present and share recent research findings in the field. 

 

For further details email or visit the conference website 

Consumers Reforming Health: July 18 – 20 2011, Melbourne  

This forum is developed specifically for those with interest in involving consumers in health policy and 

process. The conference upholds the essential principle that consumer participation is fundamental for 

health development, clinical governance, community capacity building and health outcomes and the 

program aims to demonstrate and enhance this proposition by exploring the experiences, frameworks and 

practical strategies of participation in a number of health sectors among a diverse range of relevant 

stakeholders. 

Click for further details  

PHAA 41st Annual Conference Sustainable Population Health: September 26 – September 28 2011, 

Brisbane 

Is Public Health Sustainable? This conference will examine: sustainable populations; supportive 

environments for health and public health systems; and what a clear population policy for Australia should 

look like. Call for abstracts closes Mar 21 2011.   

For further details email or visit the conference website 

7th Health Services and Policy Research Conference: December 5 – December 7 2011, Adelaide 

The 2011 Conference theme is „Opportunities for health services research: to inform, improve, and inspire‟, 

reflecting the potential roles of Health Services Research and its influence on health service policy and 

practice in Australia and New Zealand. The conference aims to inform priority areas for action and 

change, to improve existing modes of policy and practice, and to inspire belief and optimism that our 

health care systems can be organised to provide population-based health care in an equitable and 

efficient manner. 

Click for further details  
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