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The evidence/practice lag

There is still an average 17 years between
when an intervention 1s shown to be
effective, and when It is in routine use
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We have a real problem

*\We are spending $1 million per hour on
latrogenic harm in Australia

*50% of patients do not receive the right
(evidence based) treatment

*10% of admitted patients suffer harm

2% of admitted patients suffer severe harm
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This problem Is not new

The importance of hand hygiene was
discovered by Semmelwels in 1847
(and confirmed by trials published in 1861)
but standards of hand-washing are still very
poor In our healthcare settings today
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The stethoscope
was invented in 1816,

but did not come Into
common clinical use
until the 1860s
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“That it will ever come into general use,
notwithstanding its value,
IS extremely doubtful,
because Iits beneficial application requires

much time and gives a good bit of trouble
both to the patient and the practitioner,
because Iits hue and character are foreign
(ﬂand opposed to all our habits and
73 associations”

% London Times 1834
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...and Is continuing

*Electronic prescribing has been shown to
reduce prescription errors by 70%
(compared with paper prescriptions), but do
all clinicians use this technology?
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j Condition

enile cataract
Breast cancer
Prenatal care -
Low back pain HEH
Coronary artery disease ——
Hypertension HElH
Congestive heart failure —.—
Cerebrovascular disease [ s i
Chronic obstructive pulmonary disease —
Depression HEH
Orthopaedic conditions b
Osteoarthritis —=—
Colorectal cancer b
Asthma —m—
Benign prostatic hypertrophy ! s
Hyperlipidemia ——y
Diabetes mellitus HEH
Headache i
Urinary tract infection .
Community acquired pneumonia p———

exually transmitted disease [
Peptic ulcer disease ——

Atrial fibrillation —
Hip fracture
Alcohol dependence —a—

0 20 40 60 80 100

Percentage of Recommended Care Received



From Evidence to Practice: strategies to promote quality care

Why don’t doctors provide care
recommended in guidelines?

Cabana et al JAMA 1999

-

Lack of Agreenent With
Specific Guidelines
Interpretation of Evidence
Applicability to Patient
Mot Cost-Beneficial
Lack of Confidence in
Guideline Developer

Lack of Agreement With
Guidelines in General
"Too Cookbool”®
Too Rigid to Apply
Biased Synthesis
Challenoge 1o AuUtoncmy
MNot Practical

Attitudes

N

Behawvior

Lack of Qutcome Expaeclancy
Fhysiciain Believes That
Pearformanae oOf Guideline
Recommeandaticon Wil kot
Lead to Desired Outoomee

Lack of Self-Efficacy
Physician Believes that
He/She Cannot Perform
Guids=line Recommendaticn

Lack of Mothvations

Inertia of Previous Practice
Habit
Foutines

External Bamers

Patient Factors
Inakbility to Reconcile
Patienl Preferances With
Suidseline Becommendations

Suidaline Factors
Guideline Characternistics
Presence of Contradictony
Cuidelines

Ervironmeantal Factors
Lack of Time
Lack of Resournces
Crganizational Constraints
Laclk of Reimburserment
Ferceived Incease in
Malpractice Liakxility
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Decision support systems

ecision support has 94% success rate If all
of these factors are present:

ecision support is provided at the time and place of
clinical decision-making

ecision support is provided as part of the clinician’s
normal workflow

pecific recommendations are made (eqg clinical
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Changing clinician behaviour

*Multi-faceted strategies work best
—Embedded evidence-based decision support
—Educational outreach (with social marketing)
—Tailored local interventions

—Interactive workshops

—Audit and feedback

—Opinion leaders

—Mass media
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Impediments to change

*The frequency with which the former behaviour
was practised

*Pressure to maintain the old behaviour (social,
professional, financial)

«Scepticism about the value of the new
behaviour

Difficulty in practising the new behaviour
eUncertain return on the time, energy and cost
Invested Iin the new behaviour
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Stages of Change
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1-Precontemplation 2-Contemplation 3-Preparation 4-Action 5-Maintenance
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“Macro” Progress in Australia

*Health financing changes
—Practice Incentives Program (PIP)

—Enhanced Primary Care (EPC) items
—Medicare, NPS feedback

Divisions of General Practice

eAustralian Council (now Commission) on
Safety and Quality in Health Care
*National e-Health Transition Authority
sAustralian Better Health Initiative
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What else needs to be done
to make ‘best practice’
‘easy practice’?

Clinical governance

—Professional responsibility

—EXxplicit ‘best practice’ models of care
*Alignment of financing to support

appropriate models of care
—Incentives for best practice
—Remove perverse incentives
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What else needs to be done
to make ‘best practice’
‘easy p

ractice’?

*Adoption of e-health technologies

ectronic health recorc
ectronic clinical know

S
edge resources

ectronic decision sup

—Education / assistance
—Facilities / services

DOrt

nange management/support
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Health
Outcomes

Health Needs
(Burden of Disease)

Models of Care
(Health Services)

Health System Infrastructure

Health Health Health Health
Financing Information Workforce Facility
Arrangements Management Deployment Structure




