
 
 

EDITORIAL 

 
I am stepping down as Editor because I am taking up the position of Director of Strategic Research 

Investment at the Cancer Institute NSW. I look forward to working with some of you in my new role. 

 

Over the past 16 issues, I hope we have provided you with what you ‗needed to know‘ and also piqued 

your curiosity about emerging developments and future trends to improve healthcare.    

 

This is also the last issue for Bea Brown the researcher and writer of the eBulletin because she has 

commenced her PhD studies in implementation research.  I would like to acknowledge the insight Bea has 

brought to each issue and her intelligent and clear writing. 

 

The Sax Institute conducts HARC in partnership with the NSW Agency for Clinical Innovation and the NSW 

Clinical Excellence Commission.  You couldn‘t wish for better partners to work with on improving the 

uptake of evidence based policy and practice into our healthcare system!!  A big thanks to Cliff Hughes, 

Peter Kennedy, Hunter Watt and Kate Needham and their teams. 

 

The HARC eBulletin will continue to be issued by the Sax Institute on behalf of the HARC partnership 

 

It‘s been a pleasure to produce this eBulletin for the 8000 members of the HARC network. 

 

Mary Haines, Editor, HARC eBulletin 

 

NEWS 

 

Social Media: it‘s more than what you ate for breakfast! 

 

Do you use Facebook, Twitter, You Tube, LinkedIn or read blogs? Or does this sound like another language 

to you?  

 

The NSW Clinical Excellence Commission is conducting a short survey of Australian healthcare 

professionals‘ social media and internet usage. The survey has been developed by Carolyn Der Vartanian 

who was awarded the Hospital Alliance Research Collaborative (HARC) Research Scholarship in 2010 to 

investigate the effectiveness of social media as a tool to fast-track evidence into practice.  

 

According to Carolyn, social media can have a bad reputation and there is cynicism amongst healthcare 

professionals about its usefulness - after all, don‘t people just Tweet what they ate for breakfast? For 

healthcare providers social media represents a whole lot of risk: to reputation; to patient-doctor/nurse 

confidentiality; to personal and professional privacy; and to their organisation. However there is also risk of 

not participating in on-line conversations about health matters for these are the best people to provide 

credibility and expert content. The information they contribute helps health consumers separate fact from 

fiction. Being absent from the conversations makes it difficult to manage and respond to feedback. Yet, 

the potential of social media in the healthcare setting remains untapped, especially in Australia; we have 

no idea how many Australian doctors and nurses use social media, especially for professional purposes. 

Accessing social media sites such as Facebook and You Tube in the workplace is generally prohibited and 

the slow uptake of social media platforms for professional purposes has left the health sector lagging 

behind other industries.  

 

Have your say about your social media usage by completing the on-line survey. It will take less than ten 

minutes to complete and no personal details are required. 

 

You can follow Carolyn on Twitter @carolyndv or join the #HCSMANZ group Sunday nights, 8pm (EST) on 

http://www.asr2.com/cec/survey/SocialMediaUseandHealthProfessionals.aspx


Twitter. 
 

7th HARC Forum: ―Bringing the Social Media Revolution to Health Care” with Lee Aase, Director of the Mayo 

Clinic Center for Social Media 

 

The 7th HARC Forum will take place on Wednesday 9th November at the Kerry Packer Education Centre, 

Royal Prince Alfred Hospital. Social media is used increasingly as a personal and professional 

communication tool. The purpose of this Forum is to consider how we can improve health care delivery 

using social media tools. The keynote speaker, Lee Aase is a pioneer in using social media tools in the 

hospital environment and an advocate for social media adoption in healthcare. Lee is a founder and 

Director of the Mayo Clinic Center for Social Media whose purpose is to improve health globally by 

accelerating effective application of social media tools throughout Mayo Clinic and spurring broader and 

deeper engagement in social media by hospitals, medical professionals and patients. Mayo Clinic has the 

most popular medical provider channel on YouTube and active, popular outposts on Twitter and 

Facebook. With its News Blog, podcast blog and Sharing Mayo Clinic, a blog that enables patients and 

employees to tell their Mayo Clinic stories, Mayo has been a pioneer in hospital blogging. The Center aims 

to lead the health care community in applying these revolutionary tools to spread knowledge and 

encourage collaboration among providers, improving health care quality everywhere. Invitations to the 

Forum will be circulated shortly. 

 

You can follow Lee on Twitter @LeeAase 

 

 

REVIEW ROUND UP 

 
More high quality studies needed to reliably assess the effectiveness of safety checklists 

 

Patient safety is a fundamental aspect of good quality health care. In recent times, checklists have been 

increasingly suggested as tools to improve care processes and patient safety outcomes but are often 

implemented as part of a multi-component quality improvement initiative. This makes it unclear whether 

checklists per se are effective in improving patient safety in acute settings and what checklist designs and 

implementation tools have been used. 

 

The aim of this systematic review, published in BMC Health Services Research, was to determine whether 

the use of safety checklists applied by medical teams in acute hospital settings improved patients‘ safety 

compared with not using checklists. Nine cohort studies with historical controls from four hospital care 

settings (intensive care unit, emergency department, surgery and acute care) were included. A variety of 

safety checklist designs were covered in the studies but most incorporated an educational component. 

The studies evaluated a diverse range of outcomes and assessment occurred from a few weeks to a 

maximum of 12 months post-implementation.  

 

The results of the studies suggest that overall some improvements in patient safety may result from safety 

checklists but the results were not consistent across all studies or for all outcomes. For example, of the five 

studies that investigated safety checklists in the ICU setting some found a reduction in patient length of 

stay and others found improvements in compliance in some care processes but results varied. In one 

rigorous study, a 19-item surgical safety checklist adopted in eight hospitals across eight countries resulted 

in a statistically significant reduction in the rate of complications and in-hospital deaths as well as surgical 

site infections and unplanned re-operation. Positive outcomes were also found in an acute care setting 

and the ED. However, with one exception, the authors considered that all studies contained a high risk of 

bias and were generally of low to moderate quality leading them to conclude that more ―high quality and 

high level studies are needed to enable more confident conclusions about the effectiveness of safety 

checklists in acute hospital settings‖. 

 

Ko HCH, Turner TJ & Finnigan MA. Systematic review of safety checklists for use by medical care teams in 

acute hospital settings – limited evidence of effectiveness. BMC Health Services Research 2011; 11: 211. For 

http://www.youtube.com/user/mayoclinic
http://twitter.com/mayoClinic
http://newsblog.mayoclinic.org/
http://podcasts.mayoclinic.org/
http://sharing.mayoclinic.org/


the full review click here [cited 2011 October 10] 

 

 

No evidence to support the effect of financial incentives on patient outcomes 

 

There is considerable interest in the use of financial incentives as an extrinsic means to influence 

healthcare provider behavior in relation to the implementation of evidence-based care or with respect to 

preventive, diagnostic and treatment decisions.  

 

The aim of this overview of reviews, published by The Cochrane Collaboration, was to evaluate which 

financial incentives are most effective in changing health professionals‘ behavior and improving patient 

outcomes. Four reviews, reporting on 32 studies, met the inclusion criteria. Financial incentive interventions 

included: 1. Payment for working for a specified time period; 2. Payment for each service episode or visit; 

3. Payment for providing care for a patient or specific population; 4. Payment for providing a pre-specified 

level or providing a change in activity or quality of care; and 5. mixed or other incentive systems. The main 

outcomes across the included reviews were grouped into the following categories: consultation or visit 

rates, processes of care; referrals and admissions; compliance with guidelines; and prescribing costs. The 

methodological quality of the included studies was low to moderate. 

 

Overall, the results suggest that payment for each service, episode or visit ; payment for providing care for 

a patient or specific population ; and payment for providing a pre-specified level of care or providing a 

change in activity or quality of care were generally effective. Mixed or other system interventions showed 

mixed results while working for a specified time period was generally ineffective .  With regard to patient 

outcomes, financial incentives were generally effective at improving processes of care, referrals and 

admissions and prescribing costs but had mixed effects on consultation or visit rates and were largely 

ineffective in improving guideline compliance. The authors consider that financial incentives may be 

effective in changing healthcare professionals practice but the ―evidence has serious methodological 

limitations and is also very limited in its completeness and generalisability‖. Furthermore they found ―no 

evidence from reviews that examined the effect of financial incentives on patient outcomes‖.    

 

Flodgren G, Eccles MP, Shepperd S, Scott A, Parmelli E & Beyer FR. An overview of reviews evaluating the 

effectiveness of financial incentives in changing healthcare professional behaviours and patient outcomes 

(Review). The Cochrane Library 2011, Issue 7. For the full review click here [cited 2011 October 10] 

 

 

Computerised clinical decision support systems improve processes of care but effect on patient outcomes 

less clear 

 

Computerised clinical decision support systems are information systems intended to improve clinical 

decision-making, patient care and healthcare effectiveness. A recent edition of Implementation Science 

published a series of systematic reviews relating to computerized clinical decision support systems for a 

range of conditions and health care provider behaviours including: chronic disease management1; acute 

care management2; therapeutic drug monitoring and dosing3; drug prescribing and management4; and 

diagnostic test ordering5.  

 

Computerised clinical decision support systems were found to significantly improve processes of care for 

chronic disease management1 (25/48 studies) and acute care management2 (22/35 studies) including: 

64% of medication dosing assistants (9/14 studies); 82% of management assistants using alerts/reminders 

(9/11 studies); 38% of management assistants using guidelines/algorithms (3/8 studies); and 67% of 

diagnostic assistants (2/3 studies).  They were additionally shown to improve processes of care for 

therapeutic drug monitoring and dosing (overall 60% of studies)3 and drug prescribing and management 

(64% of studies measuring this outcome)4 as well as diagnostic test ordering behaviour (5/6 studies for 

diagnosis, 5/8 studies for treatment monitoring, 6/17 studies for disease monitoring and 3/3 studies for other 

purposes)5.  

 

With regard to patient outcomes, the reviews suggest the impact of computerised clinical decision support 

http://www.biomedcentral.com/1472-6963/11/211/abstract
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD009255/frame.html


systems is less well evaluated. Of the 55 trials relating to chronic disease management1 36 (65%) measured 

impacts on surrogate patient outcomes and 11 (31%) of those demonstrated benefits. These statistics were 

consistent across studies relating to acute care management2 of which 20 out of 36 studies evaluated 

patient outcomes and only three (15%) reported improvements. Patient outcomes were assessed in 19 of 

33 randomised controlled trials using clinical decision support systems for therapeutic drug monitoring and 

dosing3 with four of these (21%) demonstrating an improvement; the majority of which related to insulin 

dosing/glycaemic regulation. Twenty-nine out of 65 studies assessed patient outcomes in relation to drug 

prescribing and management4 and 21% of those reported improvements. None of the studies examining 

practitioners‘ diagnostic test ordering behaviour5 examined the impacts of changes on patient outcomes. 

 

In conclusion it can be said that ―the majority of clinical decision support systems demonstrated 

improvements in process of care but patient outcomes were less likely to be evaluated and far less likely to 

show positive results‖2. 

 
1Roshanov PS, Misra S, Gerstein HC, Garg AX, Sebaldt RJ, Mackay JA, Weise-Kelly L, Navarro T, Wilczynski NL 

& Haynes RB, for the CCDSS Systematic Review Team. Computerized clinical decision support systems for 

chronic disease management: A decision-maker-researcher partnership systematic review. 

Implementation Science 2011; 6: 92. Click here for the full article [cited 2011 October 10] 

 
2 Sahota N, Lloyd R, Ramakrishna A, Mackay JA, Prorok JC, Weise-Kelly L, Navarro T, Wilczynski NL, Haynes 

RB, for the CCDSS Systematic Review Team. Computerized clinical decision support systems for acute care 

management: A decision-maker-researcher partnership systematic review of effects on process of care 

and patient outcomes. Implementation Science 2011; 6:91. Click here for the full article [cited 2011 

October 10]  

 
3 Nieuwlaat R, Connolly SJ, Mackay JA, Weise-Kelly L, Navarro T, Wilczynski NL, Haynes RB, for the CCDSS 

Systematic Review Team. Computerized clinical decision support systems for therapeutic drug monitoring 

and dosing: A decision-maker-researcher partnership systematic review. Implementation Science 2011; 

6:90. Click here for the full article [cited 2011 October 10] 

 
4 Hemens BJ, Holbrook A, Tonkin M, Mackay JA, Weise-Kelly L, Navarro T, Wilczynski NL, Haynes RB, for the 

CCDSS Systematic Review Team. Computerized clinical decision support systems for drug prescribing and 

management: A decision-maker-researcher partnership systematic review.  Implementation Science 2011; 

6:89. Click here for the full article [cited 2011 October 10] 

 
5 Roshanov PS, You JJ, Dhaliwal J, Koff D, Mackay JA, Weise-Kelly L, Navarro T, Wilczynski NL, Haynes RB, for 

the CCDSS Systematic Review Team. Can computerized clinical decision support systems improve 

practitioners‘ diagnostic test ordering behaviour? A decision-maker-researcher partnership systematic 

review. Implementation Science 2011; 6:88. Click here for the full article [cited 2011 October 10] 

  

 
Multifaceted interventions more likely to improve clinical practice and service delivery 

A range of interventions has been developed to increase the translation of research into clinical practice 

and bridge the well-documented evidence-practice gap.  

 

This overview of systematic reviews of the effectiveness of implementation of research into practice 

investigates whether interventions designed to improve clinical practice and service development are 

based on best quality evidence and which, if any, methods were effective in implementing research 

evidence.  13 systematic reviews meeting the inclusion criteria were identified, covering 313 primary 

studies.  The quality of the included systematic reviews was generally high with 9 of the 13 receiving a 

maximum quality score, although flaws such as lack of clarity and comprehensiveness of research 

methods and potential bias in the selection of articles were noted. The reviews covered four intervention 

strategy types: audit and feedback; computerised decision support; opinion leaders; and multifaceted 

interventions.  

 

The authors consider that the review highlights small effects of single interventions such as audit and 

http://www.implementationscience.com/content/6/1/92
http://www.implementationscience.com/content/6/1/91
http://www.implementationscience.com/content/6/1/90
http://www.implementationscience.com/content/6/1/89
http://www.implementationscience.com/content/6/1/88


feedback, computerised decision support and opinions leaders. The majority of reviews incorporated 

studies focused on multifaceted interventions across a variety of clinical areas. Examples of interventions 

included: physician and public education; physician peer review; and incentive payments to physicians 

and hospitals. Such multifaceted interventions were more likely to improve practice than single 

interventions reporting small to moderate effects and active interventions such as opinion leaders, 

reminders and feedback were more effective than passive approaches such as information campaigns. 

The authors conclude that future studies and reviews need to be ―precise about the extent to which the 

reported interventions focus on changing practice based on research evidence (as opposed to other 

information codified in guidelines and education materials)‖. 

 

Boaz A, Baeza J, Fraser A and for the European Implementation Score Collaborative Group (EIS). Effective 

implementation of research into practice: an overview of systematic reviews of the health literature. BMC 

Research Notes 2011; 4: 212. Full the full review click here [cited 2011 October 10] 

 

 

RESEARCH ROUND UP 

 
Increased NHS spending produced better health outcomes in the UK 

 

Amenable mortality, referring to deaths that should not occur if patients receive timely and effective care, 

is one approach used to determine the extent to which healthcare contributes to improving population 

health and is the basis for the new performance framework for the English NHS.  

 

The objective of this study, published in the Journal of the Royal Society of Medicine, was to assess the 

change in age-standardised death rates, by five-year age group, sex and cause of death from causes 

considered amenable to mortality in England and Wales, Northern Ireland and Scotland over two time 

periods; 1990-1999 and 1999-2009. The study is based on a natural experiment provided by discrepancies in 

NHS funding prior to 1999 when allocations were more generous in Northern Ireland and Scotland than in 

England and Wales.  

 

The results indicate that between 1990 and 1999 the number of deaths amenable to healthcare was 

falling more rapidly in Scotland and Northern Ireland than in England and Wales but the rate of decline in 

England and Wales increased and overtook that in the other two nations after 1999 when NHS funds 

increased.  However, outcomes varied by cause of death and the authors consider that not every change 

could be accounted for by the increase in funding. For example, deaths from breast cancer fell in all parts 

of the UK due to advances in treatment including the introduction of new and more effective drugs 

together with the roll out of a national screening program in the 1990s. Similarly, cardiovascular disease 

mortality declined between the two periods but the decrease coincided with a time when smoking was 

being banned in public places and new systems of paying GPs were being introduced. 

 

The authors conclude that the ―acceleration in the rate of improvement in England and Wales from 1999 

onwards is consistent with a process of catching up, suggesting that the NHS in England did indeed 

convert some of the additional resources into better care‖ and that amenable mortality is a ―useful 

indicator of health system performance but there are many methodological issues that must be taken into 

account when interpreting it…‖ 

 

Desai M, Notte E, Karanikolos M, Khoshaba B & McKee M. Measuring NHS performance 1990—2009 using 

amenable mortality: interpret with care. J R Soc Med 2011; 104; 370-379 Click here for the full article [cited 

2011 October 10] 

 

Health service incident disclosure fails to meet patients‘ and family members‘ needs and expectations 

 

Open disclosure policies promoting discussion of healthcare incidents with patients have been adopted 

by many health providers. Existing hypothetical research suggests there is a gap between clinicians‘ and 

patients‘ views on appropriate incident disclosure.  Studies have also highlighted the existence of barriers 

to communication that can arise after healthcare incidents. However, few studies have measured the 

http://www.biomedcentral.com/1756-0500/4/212/abstract
http://www.bmj.com/content/342/bmj.d3590.abstract?etoc


actual experiences of patients and families with the disclosure process.  

 

This retrospective, qualitative study comprised semi-structured in-depth interviews with 39 patients and 80 

family members who were involved in high severity healthcare incidents (leading to death, permanent 

disability, or long term harm) and incident disclosure across multiple sites within Australia. The aim of the 

study was to investigate patients‘ and family members‘ perceptions and experiences of disclosure of 

healthcare incidents and to derive principles of effective disclosure.  Participants were recruited through 

participating health services as well as national print media and internet research companies to allow 

direct opt in to the study and mitigate the effects of health services vetting cases. The main outcome 

measure was participants‘ recurrent experiences and concerns expressed in interviews.  

 

Published in the British Medical Journal, the results indicate that with one exception all patient and family 

member interviewees had concerns about the process of incident disclosure. Overarching concerns were: 

(a) inadequate preparation for open disclosure; (b) not enough dialogue about what when wrong in the 

case of unexpected outcomes; (c) lack of follow-up support; (d) lack of appropriate closure; and (e) 

insufficient information about subsequent improvement of patient safety – all of which encompassed a 

range of ancillary issues such as incidents not being readily acknowledged to the patient or family and a 

lack of an internal complaints mechanism to activate incident disclosure in the interest of the patient.  The 

analysis provided the basis for a set of principles of effective incident disclosure formulated a six action 

statements broadly including: 1. Adequate preparation for the incident disclosure meeting; 2. Investigation 

and agreement of what went wrong; 3. Patients being made aware of the benefits of having a patient 

support person present; 4. The disclosure discussion being performed as a two-way exploratory dialogue; 5. 

Ensuring patient and family members feel they have enough information for closure; and 6. Reassurance 

that incident disclosure is linked to practice improvements.  

 

The authors conclude that ―healthcare organisations and providers should strengthen their efforts to meet 

patients‘ (and family members) needs and expectation‖ in regard to incident disclosure. 

 

Iedema R, Allen S, Britton K, Piper D, Baker A, Alland A, Jones L, Tuckett A, Williams A, Manias E & Gallagher 

TH. Patients‘ and family members‘ views on how clinicians enact and how they should enact incident 

disclosure: the ―100 patient stories‖ qualitative study. BMJ 2011: 343; d4423. Click here for the full article  

[cited 2011 October 10] 

 

How health care organisations are using data on patients‘ race and ethnicity to improve quality of care 

 

In the US there are well-documented racial and ethnic disparities in the quality of health care delivered.  

Reducing these disparities and improving quality requires action by health care organisations to take steps 

to define disparities and obtain accurate patient data for analysis but these data are not systematically 

collected and used to design and implement quality improvement interventions.  

 

This Commonwealth funded qualitative study, published in The Milbank Quarterly, used purposive sampling 

to identify eight health care organisations, including three hospitals, three health plans and two 

community health centers in six US states, that collected race and ethnicity data to measure and reduce 

disparities in the quality and outcomes of healthcare.  Semi-structured interviews were conducted with 

staff, including senior managers and data analysts, at each site and interview findings were grouped into 

the following themes: the mechanics of data collection; the purpose of data analysis; the approach to 

defining and measuring disparities using these data; the results of the analyses and the organisations‘ 

responses to the findings; reflections on the potential benefits to the organisation of collecting and 

analysing the data; and views of the future direction of policy with regard to the collection of racial and 

ethnic data.  

 

Key findings indicate that hospitals were better able to collect and analyse racial and ethnic data than 

were health plans or community health centers, mostly due to greater investment in training and 

information technology. There was inconsistency in the way disparities were defined and variability in the 

kinds of measures tracked but all organisations had found some disparities and several had used their 

findings to improve existing services or invest in new ones. There were no reported direct competitive or 

http://www.bmj.com/content/343/bmj.d4423.abstract?etoc


financial advantages from concentrating on disparities but leaders considered a good reputation among 

patients to be a future benefit.  Only one organisation, a hospital, had made the results of its data analysis 

public. The authors conclude that if health care organisations are to be held accountable for disparities in 

the quality delivered ―common standards will be needed for organisations‘ data measurement, analysis, 

and use to guide systematic analysis and robust investment in potential solutions to reduce and eliminate 

disparities‖. 

 

Thorlby R, Jorgensen S, Siegel B & Ayanian JZ. How Health Care Organizations Are Using Data on Patients‘ 

Race and Ethnicity to Improve Quality of Care. The Milbank Quarterly 2011; 89 (2): 226-255. Click here for 

the full article  [cited 2011 October 10] 

 

Drug usage evaluation effective in achieving improvements in patient care 

 

The use of medicines is a broad and extensive part of health management, particularly in relation to 

chronic diseases, and is the most common health-related action taken by Australians. Drug usage 

evaluation is an evidence-based quality improvement methodology designed to improve the quality, 

safety and cost-effectiveness of drug use through a process of repeated audit and feedback to assess 

practice and identify gaps. 

The purpose of this study, published in BMC Health Services Research, was to describe and qualitatively 

assess an Australian national drug usage evaluation methodology use to improve health care delivery 

across the continuum through multi-faceted interventions involving audit and feedback, academic 

detailing and system change, as illustrated by the Acute Postoperative Pain Management (APOP) Project. 

62 hospitals participated in APOP which utilized an established quality improvement methodology 

involving collection of baseline audit data, feedback of evaluated data, targeted educational 

interventions, and a repeat audit and feedback; the cycle is implemented at least once during the course 

of a two year project.  

The evaluation comprised a short qualitative survey completed by 72 nominated individuals, of whom 37 

had participated in the APOP project, between December 2009 and February 2010 to establish: hospitals‘ 

perceptions of the effectiveness of the overall drug usage evaluation methodology; and the changes in 

procedure/prescribing/policy/clinical practice which resulted from participation in one of three national 

drug usage evaluation projects. 78% (18/23) of respondents who indicated they had been involved in the 

Acute Postoperative Pain Management (APOP) project reported improvements in the documentation of 

pain scores at their hospital and 65%  (15/23) strongly agreed or agreed that participation in the APOP 

Project directly resulted in increased prescribing of multimodal analgesia for pain relief in perioperative 

patients. Ten respondents (43%) indicated that the project resulted in increased provision of postoperative 

pain management plans at discharge to patients and GPs. Benchmarking and feedback were perceived 

to be key facilitators of change. The authors conclude the national drug usage evaluation program has 

―been perceived to be effective in helping them [acute health care facilities] achieve improvements in 

patient care‖.    

Pulver AK, Wai A, Maxwell DJ, Robertson MB & Riddell S. Implementation and evaluation of a multisite drug 

usage evaluation program across Australian hospitals – a quality improvement initiative. BMC Health 

Services Research 2011; 11:206. Click here for the full article  [cited 2011 October 10] 

 

Hospital performance data has limited impact on patients‘ choice 

Performance data provided by hospitals and information from previous patients is increasingly available to 

inform consumers about variation between hospitals so that they can make informed choices. However, 

existing literature suggests that information data has a limited impact on patients‘ hospital choices, not 

least because only a small group of patients use this information to compare hospitals. 

This study of 337 new surgical patients from three hospitals in the Netherlands used an internet-based 

questionnaire to assess whether patients had compared hospitals prior to their hospital choice and which 

factors influenced this choice. In addition they were asked to select between four and ten items of 

hospital information, from a total of 41 items, relevant for future hospital choice. These items were 

subsequently used to estimate which hospital characteristics had the highest Relative Importance.  

http://www.commonwealthfund.org/Publications/In-the-Literature/2011/Aug/Using-Data-on-Patients-Race-and-Ethnicity-to-Improve-Quality-of-Care.aspx
http://www.biomedcentral.com/1472-6963/11/206/abstract


The results, published in BMC Health Services Research, show that only 21% of patients had compared 

hospitals. Even though more than 50% indicated they were aware of information on hospitals for 

comparison and most of them knew where to find it, few had actually accessed this information. Patients 

who compared hospital more often chose deliberately for the current hospital (p<0.05) and used public 

information for their hospital choice that patients who did not compare hospitals (12.7% vs 1.5%, p < 0.001) 

but they still mostly relied on their own (47.9%) and other people‘s experiences (31%) or advice from their 

GP (29.6%) rather than basing decisions on public information. Physician expertise and waiting time were 

considered the most important public information for future decision making by both patients who had 

compared hospitals and those who had not.  Patients who had compared hospitals assigned greater 

importance to information on wound infections (p = 0.01) and respect for patients (p = 0.022). Patients who 

had not compared hospitals assigned more importance to hospital distance (p = 0.041).  The authors 

conclude ―public information has limited impact on patients‘ hospital choice, even in patients who have 

actually compared hospitals prior to hospital choice‖.  

deGroot IB, Otten W, Smeets HJ, Maragn-van de Mheen PJ for the CHOICE-2 Study group. Is the impact of 

hospital performance data greater in patients who have compared hospitals? BMC Health Services 

Research 2011; 11:214. Click here for the full article  [cited 2011 October 10] 

 

Risk of unintentional discontinuation of medications for chronic diseases after hospital admission 

Medical errors can occur during transitions in care of patients during hospitalisation due to incomplete or 

inaccurate information and patients may be susceptible to prescription errors of omission at discharge, 

including the unintentional discontinuation of medications for chronic diseases. The intensive care unit 

(ICU) may pose an even greater risk because of the focus on acute events and multiple transitions in care.  

This population-based cohort study used administrative records from 1997 to 2009 of all hospitalisations and 

outpatient prescriptions in Ontario, Canada, including 396,380 patients aged 66 years or older with 

continuous use of at least 1 of 5 evidence-based medication groups prescribed for long term use.  

Medications included: 1. Statins; 2. Antiplatelet/anticoagulant agents; 3. Levthyroxine; 4. Respiratory 

inhalers; and 5. Gastric-acid suppressing drugs. The main outcome measure was failure to renew the 

prescription within 90 days after hospital discharge and was compared across 3 groups: 1. Patients 

admitted to the ICU (n=16,474); 2. Patients hospitalised without ICU admission (n=171,438); and 3. Non-

hospitalised control patients (n=208,468).  The majority of patients fell into 3 medication groups; statins, 

levothyroxine and gastric acid suppressors.  

Published in the Journal of the American Medical Association, the results indicate variation in the 

proportion of patients in different medication categories experiencing medication discontinuation with the 

highest rate occurring in the antiplatelet or anticoagulant group (n=5564; 19.4%). In this group 22.8% of 

patients admitted to the ICU discontinued these medications after discharge in comparison with 11% in the 

non-hospitalised control group. The lowest rate of medication discontinuation occurred in the respiratory 

inhaler group (5.4%; n=20 ICU vs 3%; n=79 control). All medication groups had statistically significant 

adjusted odds ratios for hospitalised patients experiencing medication discontinuation compared with 

non-hospitalised patients and this risk was further increased with ICU admission for four out of the five 

medication groups. In addition, one-year follow-up of patients showed an elevated adjusted odds ratio for 

the secondary composite outcome of death, emergency department visit or emergency hospitalisation in 

both the statins and antiplatelet/ anticoagulant groups. The authors conclude ―patients prescribed 

medications for chronic disease were at risk for potentially unintentional discontinuation after hospital 

admission‖ and ―treatment in an ICU places patients at even greater risk‖.      

Bell CM, Brener SS, Gunraj N, Huo C, Bierman AS, Scales DC, Bajcar J, Zwarenstein M & Urbach DR. 

Association of ICU or Hospital Admission With Unintentional Discontinuation of Medications for Chronic 

Diseases. JAMA 2011; 306(8): 840-847. Click here for the full article  [cited 2011 October 10] 
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REPORT ROUND UP 

 

Patient-centred care in Australia 

The final version of this discussion paper from the Australian Commission on Safety and Quality in Health 

Care entitled Patient-centred care: improving quality and safety through partnerships with patients and 

consumers incorporates revisions made to reflect key issues and concerns identified by stakeholders during 

the consultation process on the draft paper that ran from September 2010 to January 2011. The paper 

outlines 8 system-oriented and 14 service-oriented recommendations to foster patient-centred care based 

on key strategies and frameworks such as: regular monitoring a reporting of patient feedback; engaging 

patients, families and carers as partners; demonstrably committed senior leadership; building staff 

capacity and a supportive work environment; establishing performance accountability; and supporting a 

learning organisation culture.   

 

Shared-decision making in practice 

The UK government wants shared decision-making to become the norm in the NHS, placing patients‘ 

needs, wishes and preferences at the heart of clinical decision making. However, there is confusion about 

why it is important, what it involves and what the implications might be for patients, clinicians and the 

wider health service. A new report from the Kings Fund Making shared decision-making a reality: No 

decision about me, without me clarifies the concept and outlines the actions needed to make the 

aspiration a reality. The paper outlines the importance of communication skills and sets out how clinicians 

might approach consultations to arrive at shared decisions. It also suggests that tools that help patients in 

making decisions are just as important as guidelines for clinicians. Clinicians will find evidence for the 

benefits of shared decision-making and practical support in implementing it. 

 

Bureau of Health Information independently assesses the performance of NSW public hospitals, patient 

care experiences and chronic disease care 

Volume 2, Issue 2 of The Bureau of Health Information‘s Hospital Quarterly Report ―performance of NSW 

public hospitals April to June 2011‖ continues to chart how hospitals are performing, how use of hospitals is 

changing over time and how hospitals compare with each other. Adding to the evolving picture of 

hospital performance in NSW, the report is structured in three separate modules focusing on: admitted 

patients; those who attended emergency departments; and those who underwent elective surgery. More 

than half a million patients (more than a quarter of whom arrived by ambulance) attended public hospital 

emergency departments during April to June 2011: 3% more than the same quarter last year but only 2% 

more than two years ago at the start of the swine flu epidemic. There was an increase in the number of 

elective surgery procedures compared with the previous quarter, consistent with the general decrease 

seen in December and January, and also compared with the same period last year in both the urgent and 

non-urgent categories (both down 3%) although semi-urgent surgery increased by 2%. On-time 

performance showed considerable improvement this quarter with more than 90% of patients admitted for 

surgery on time across all three categories.  

More than 6500 public hospital outpatients in NSW have given their verdict on what matters to them about 

their care as part of The Insights Series ―Patient Care Experiences: Outpatient services in NSW public 

hospitals‖. Comprehensive care, staff teamwork and courtesy are the most important drivers of high care 

ratings for hospitals. The report shows that most outpatients are happy with the care they receive. Across 

NSW, 32% of people who received outpatient services rated their overall care as excellent, 34% said it was 

very good, 25% said it was good, 7% said fair and 2% said it was poor. The Bureau‘s report shows that 

hospitals receiving the highest and lowest ratings of care are found right across the state and not confined 

to one geographical area. However, ratings do vary according to hospital type. Outpatient services in 

smaller, district hospitals were often rated highly by patients but there are few large, flagship hospitals in 

the list of top-performers. There are also big differences between the highest and lowest rated hospitals. 

For example, about 50% of people describe their care as excellent in the highest rated hospitals 

compared with about 15% in the lowest. The report also provides hospitals with customised information 
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about what their own patients rated highest and lowest about their outpatient services.  

Chronic Disease Care: A piece of the picture, Volume 2, Part 1, examines potentially avoidable admissions 

for Congestive Heart Failure (CHF) and Chronic Obstructive Pulmonary Disease (COPD) in 79 NSW public 

hospitals. It finds the overwhelming majority of these admissions occur through emergency departments 

and peak in winter. Part of the Bureau‘s Insights Series, the report gives hospitals information about how 

these serious conditions affect them compared with their peers.  

 

The Agency for Clinical Innovation (ACI) has used the findings of this report to work with Local Health Districts to 

identify sites to pilot a community based model of care. The ACI model of care will assess local factors which 

contribute to higher re-admission rates and will be tailored to better manage people with COPD and CHF with 

the aim of reducing the number of admissions and readmissions in this patient cohort. Co-Chair of the ACI 

Respiratory Network, Professor David McKenzie, said ―Management of these conditions will improve if there is a 

fundamental shift towards co-ordinated community-based care of patients with known progressive illness rather 

than waiting until complications set in and hospital admission becomes inevitable‖. ―Patients need to be 

educated about their illness, be supported to participate in rehabilitation and exercise programs and have an 

action plan to use if their condition deteriorates.‖ 

 

Australia performs well in comparison of health systems data 

 

A new report from The Organization for Economic Cooperation and Development (OECD) Multinational 

Comparisons of Health Systems Data, 2010 concentrates on 2010 OECD health data for 12 nations, 

namely; Australia, Canada, Denmark, France, Germany, Netherlands, New Zealand, Norway, Sweden, 

Switzerland, the United Kingdom, and the United States. Health care spending per capita adjusted for 

differences in cost of living in the U.S. towers over the other countries at $7,538, while Australian spending is 

the third lowest at $3,353 sitting behind New Zealand and the UK. Australia jointly with Norway spends the 

lowest percentage of Gross Domestic Product on health care but has the second highest number of acute 

care hospital beds and professionally active nurses per 1,000 population. Australia also compares well on 

the supply, utilization, and price of diagnostic imaging. However, out of pocket medical expenses were 

the fourth highest at $605 per annum. Australian performance on a limited set of quality measures is 

variable, ranking poorly on breast and cervical cancer screening but highly on both life expectancy at 

birth and age 65. Findings suggest opportunities for cross-national learning to improve health system 

performance. 

 

Methodological approaches to support rapid-cycle change 

The Center for Medicare and Medicaid Innovation was created by the Affordable Care Act to promote 

innovations in health care payment and delivery that can help improve quality and lower costs. The 

Innovation Center has been given unprecedented authority to take action, but faces a significant 

challenge: developing, testing, and disseminating promising approaches in an extremely short time frame. 

A new Commonwealth Fund issue brief, Identifying, Monitoring and Assessing Promising Innovations: Using 

Evaluation to Support Rapid-Cycle Change focuses on three critical requirements the Innovation Center 

must address to meet its objectives: 1. Focusing on change that matters; 2. Documenting innovation to 

support effective learning and spread; and 3. Generating the evidence needed to support broad-based 

policy change. The authors recommend caution in developing and evaluating approaches, but say that 

the Innovation Center must not stifle all attempts to improve the health system in the name of 

methodological rigor asserting that risks must be taken to improve the health system and avoid the ever-

intensifying pressure, not only on federal and state governments but also on businesses and households, as 

a result of increasing health spending. 

 
 

WHAT ARE PEOPLE TALKING ABOUT? 

 
A call to use social media to improve healthcare 

Using Social Media to Improve Healthcare Quality is the result of a two-year collaboration between The 
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Change Foundation and the Innovation Cell, an independent think-tank based at the University of Toronto, 

Canada. Part 1: Introduction and Key Issues in the Current Landscape: a guide to current practice and 

future promise captures the first phase of the project, in which the Innovation Cell undertook a series of 

systematic scans of the social media environment to understand how it intersects with healthcare, 

particularly in Canada. The guide describes current leading practices, challenges, lessons, opportunities 

and limitations related to the use of social media in healthcare and introduces the idea that healthcare 

organisations can use social media as a tool for quality improvement by tapping into the growing 

presence and power of online conversations. Through numerous examples from across North America – 

and by presenting the first open and user-editable Canadian directory of healthcare organisations using 

social media – Part 1 of the guide (like the forthcoming eToolkit) provides a snapshot of where we are now 

in this fast-changing world. It also explores important ethical issues, particularly around privacy and data 

control, that healthcare organisations must understand as they begin to navigate this new territory. Part 2 

Exploring Two Case Examples and Imagining the Future is also available. 

 

Time to redefine health? 

As reported in a recent BMJ editorial, in December 2008 Alex Jadad and Laura O‘Grady called for a 

―global conversation‖ initiated via a blog on bmj.com (https://bit.ly/r6Usyh) about how we define health. 

Following on from this conversation and a subsequent two day meeting in the Netherlands in December 

2009 they propose a new definition of health as ―the ability to adapt and self manage‖ in the face of 

social, physical, and emotional challenges. Jadad and O‘Grady along with others argue that the WHO 

definition of health formulated in 1948 is no longer helpful and may even be counterproductive – 

according to Richard Smith in a BMJ blog (http://bit.ly.ngzpes) ―health is an illusion‖ and the WHO 

definition ―would leave most of us unhealthy most of the time‖. Huber et al (doi:10.1136/bmj.d4163) assert 

that the WHO definition has unintentionally contributed the medicalisation of society as more and more 

human characteristics are recruited as risk factors for disease. While new screening technologies detect 

abnormalities at levels that might never cause illness, pharmaceutical companies produce drugs for 

―conditions‖ not previously defined as health problems.  If ―health‖ is the goal of healthcare and health 

research then we need to know what it looks like and how to measure it, particularly in the face of an 

ageing global population with an increasing burden of chronic disease. According to Fiona Godlee, editor 

of the BMJ, if health is our goal, and the new definition meets our current realities, the next question is: how 

can we build and sustain the human capacity to adapt and cope?   

 

Evaluation a necessary component within the design of implementation strategies to embed research into 

practice 

Nine National Institute for Health (NIHR) Collaborations for Leadership in Applied Health Research and Care 

were established in England in 2008 in response to policy recommendations to create a closer working 

relationship between the health service and higher education to narrow the gap between research and 

its implementation into practice. This debate piece in Implementation Science makes a case for 

embedding evaluation within the design of the implementation strategy. Empirical, theoretical, and 

experiential evidence relating to implementation science and methods has been synthesised to formulate 

eight core principles of the Greater Manchester Collaboration for Leadership in Applied Health Research 

and Care (GM CLAHRC) implementation strategy. These core principles recognise the multi-faceted 

nature of evidence, the complexity of the implementation process, and the corresponding need to apply 

approaches that are situationally relevant, responsive, flexible, and collaborative. The authors present an 

argument for adopting an integrative, co-production approach to planning and evaluating the 

implementation of research into practice drawing on a range of evidence sources. 

Scottish approach to patient safety results in reduced mortality and hospital acquired infection 

In a new Commonwealth Fund blog post, Derek Feeley, acting director of general health and social care 

for the Scottish government, and David Steel, formerly chief executive of National Health Service (NHS) 

Quality Improvement Scotland, examine the five-year Scottish Patient Safety Program for hospitals which is 
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the first structured safety improvement program to be mandated on a nationwide basis for a whole health 

care system. The program is coordinated and supported by Healthcare Improvement Scotland (formerly 

NHS Quality Improvement Scotland) with technical support provided by the US based Institute for 

Healthcare Improvement (IHI). The program, in which all acute care hospitals participate, aims to reduce 

mortality by 15 percent and patient harm by 30 percent by the end of 2012 in addition to building an 

organizational and leadership culture on safety. Three years into the program, there is encouraging 

evidence of progress with a 7 percent reduction in standardized hospital mortality ratios and significant 

drops in hospital acquired infection rates including: a 73 percent reduction in central-line infections; a 43 

percent reduction in ventilator-associated pneumonias; and a 72 percent reduction in C. difficile bacterial 

infections in intensive care units and a 58 percent reduction in general wards. The aims are to be achieved 

through the application of evidence-based interventions and IHI‘s improvement model, which includes 

conducting small tests of change through ―plan-do-study-act‖ cycles. Engagement of frontline clinical 

staff through a close fit with professional values and aspirations and strong leadership provided by both 

executive and non-executive directors on each NHS board who give priority to delivering nationally set 

priorities are cited as the two critical factors that have driven the program‘s success.  

 

FORTHCOMING EVENTS 



 

Improving public sector performance - Effective measurement & reporting tools to increase efficiency & 

capability: October 24 – 25, Canberra, ACT 

Attendees at this conference will learn how to: develop clear key performance indicators and standards of 

performance; refine administrative frameworks to increase public sector efficiency; improve organisational 

performance evaluation methodology; and explore the link between increased accountability and better 

performance reporting.  

Email: registration@criterionconferences.com  

Website: http://www.performanceaps.com/ 

Gold Coast Medical & Health Sciences Conference: October 28 – 29 2011, Gold Coast, QLD 

The Gold Coast Medical Association, Gold Coast Health District, Bond and Griffith Universities, have joined 

forces to present a two-day conference to focus on the future horizons for achievement in innovative, effective 

and world-renowned medical and health services. The Conference, which also has the support of Gold Coast 

private hospitals and medical providers, will offer the highest quality education and training opportunities on 

clinical topics; pre-clinical and clinical research; health sciences education; and clinical service delivery 

advances with a mix of lectures by internationally-recognised keynote speakers, workshops and training 

sessions designed so that Medical and other Health Science professionals can obtain Continuing Professional 

Development Points. 

 

Email: info@gchealthconf.com.au 

Website: http://www.gchealthconf.com.au 

 

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

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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