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Executive Summary 
 
The Clinical Support Systems Program (CSSP) was a joint initiative of the Royal 
Australasian College of Physicians (RACP) and the Commonwealth Department of 
Health and Ageing (the Department) that sought to facilitate the routine uptake of 
evidence within clinical practice through the implementation of the Clinical Support 
System (CSS) model.   

Within the Program, the CSS model was tested through four consortium-based 
projects that collectively involved 17 clinical sites across three States.  This ‘test’ 
period has drawn to a close, and this report provides the complete and final 
evaluation of the CSSP. 

Program overview 

The CSSP was an exceedingly complex initiative comprised of the following key 
features: 

 The Program itself emerged through a collaboration between the RACP and the 
Department, and was subsequently auspiced and managed by the RACP.  The 
Department provided the majority of Program funding, with both the Victorian 
Department of Human Services and the NSW Department of Health each 
contributing $500,000, resulting in combined Program funds of $5.5 million.  

 The Program’s focus was the Clinical Support System (CSS) model that 
combined two methodologies - Evidence-Based Medicine and Clinical Practice 
Improvement – into a broad implementation plan or action framework.  This 
model was comprised of the following critical specifications: 

- Involvement by clinical teams, health managers and consumers in design, 
development, implementation and evaluation; 

- Establishment of organisational and management structures and tools 
necessary to develop and maintain the capacity for clinical practice 
improvement; 

- Consumer participation in health care planning and evaluation; 

- Systematic use of evidence within a clinical setting; 

- Systematic clinical work practices to reduce inappropriate variation; 

- The development of data and analysis systems to support CPI; and 

- Routine measurement and review of clinical practices. 

The primary aim of the model was to embed the best available evidence 
routinely in clinical practice.  Thus, it was not about generating new evidence, nor 
was it about demonstrating that the application of evidence improves health 
outcomes.  Rather it was about developing the systems, structures, processes and 
attitudes necessary to support and engender the application of available evidence in 
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an ongoing way within the care provision context, whatever that context might be.  
This introduced the dynamic, exploratory, cultural change and action learning 
dimensions that permeated both the projects and this evaluation.   

 The CSS model was tested in four consortium-based projects, each 
comprising multiple clinical sites, which were selected and funded because they 
met specific criteria, namely they focussed on areas of care that had the 
following features:  

- They were areas of high cost, high volume or high risk; 

- There was a significant level of evidence about diagnosis and treatment; and 

- There was a perception of dissonance between current practice and the 
evidence for best practice.  

 The projects’ brief was to implement changes within the structures and 
processes of care provision (how care is provided) and within the prevailing 
culture (the attitudes, values, knowledge and norms associated with care 
provision) that were necessary for evidence-based clinical care for their 
nominated patient group.  These changes would, it was reasoned, in turn 
contribute to improvements in the efficiency and effectiveness of health care 
provision, and in clinical care and outcomes for patients.  

 Each project evaluated its own experience of model implementation, the 
outcomes from which, when synthesised, contributed to the Program’s 
objectives to refine the CSS model and disseminate both the model and 
the lessons learned more widely through the health care system. 

This evaluation 

To ensure congruence with the dynamic action research of both the Program and 
the projects, this external evaluation has been primarily based on process 
evaluation methodology.  The two main purposes have been: 

 To generate greater understanding of the processes associated with embedding 
the best available evidence systematically in clinical practice, including the 
challenges, barriers and enablers; and 

 To identify the key lessons, emerging from the CSSP that can be used to further 
advance stakeholders’ efforts to improve the safety and quality of clinical care. 

Project overview 

The four projects nested within the CSSP were selected through a competitive 
tendering process, and funded for a two-year period to implement the CSS model.  
They varied substantially across a range of defining features, including: 

 The clinical focus or, in two cases, clinical foci, and the associated building block 
(evidence) available and tasks required to implement that evidence; 
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 The care ‘system(s)’ in which changes were sought (e.g. acute care/single 
episode; acute care/single episode plus community follow-up care; acute 
care/multiple episodes); 

 The nature of the consortium involved (e.g. number, type and geographical 
spread of partners); 

 Interpretations of the CSS specifications; 

 The orientation of the change management process (e.g. central/project driven 
change or decentralised/site driven change); and 

 Project objectives and methodologies. 

The four CSS projects were: 

Austin Bowel Cancer Consortium: this project focussed on implementation of 
NH&MRC guidelines for colorectal cancer care, spanning multiple episodes of 
acute care (surgery and oncology) in three hospitals: metropolitan, regional and 
private.  The project was also interested in exploration of the factor(s) that filter 
the flow of evidence into medical practice.  

Brisbane Cardiac Consortium: this project focussed on the local adaptation of 
national guidelines for two clinical groups (acute coronary syndromes and 
congestive heart failure) and systematic implementation of the evidence in three 
hospitals, plus community follow-up (general practice). 

Monash University Consortium: this project focussed on the development of 
protocols based on the best available evidence (no national guidelines available) 
for the management of patients with acute stroke (first 7 days) and the 
implementation of these protocols in four hospital sites – tertiary, regional, rural 
and private. 

Towards a Safer Culture: this project focussed on two clinical conditions, acute 
coronary syndromes for which guidelines were available, and stroke, for which 
there were no such guidelines.  The principal care setting of interest was the 
Emergency Department, with subsequent flow through into the inpatient setting, 
in four consortium hospitals, spanning three States. 

Achievements 

The projects achieved many important changes in their local contexts indicative of 
an increased capacity to provide evidence-based care for their patient group(s) both 
now and into the future.  In addition, they provided evidence of changes in the 
structural and cultural dimensions of care that are so critical to progressing the move 
towards evidence-based practice becoming the routine or customary mode of 
practice. 
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Although projects varied in their methodologies to address this aim, and so 
emphasised different features, the wide range of tasks required of all in 
implementing the CSS model resulted in: 

 A plethora of individual and group lessons, of relevance to the particular people 
involved, but all indicative of the increasing knowledge, skills and experience 
necessary to equip them with the capability to continue to provide evidence-
based care for their patients; 

 The creation of teams that crossed entrenched structural/professional 
boundaries, focussing on practice improvements for patient groups; 

 Increased communication within and between organisational silos, and within 
and between professional groups; 

 Improved care processes within organisational silos (e.g. within the ED, the 
clinical unit, the ward); 

 Improved care processes between organisational silos (e.g. the interfaces 
between surgery/oncology, the ED/inpatient units, clinical units/other hospital 
services, acute/community sectors); 

 Evidence-based tools to guide practice where no such tools existed (e.g. 
protocols, pathways, decision supports); 

 Increases in both the knowledge base and skill sets of clinicians; 

 Changes in clinicians’ attitudes towards evidence-based guidelines, pathways, 
clinical practice improvement, and consumer involvement; 

 Improvements, in some instances, in staff morale and sense of empowerment 
which are important achievements within a workforce under considerable stress; 

 The generation of evidence-based information for patients (e.g. patient 
information kits, brochures, facts sheets, self-management kits); 

 Opportunities for consumer input into discussions about care provision directly 
(through consumer participation) and indirectly (through patient feedback about 
care received); 

 The generation of information systems to provide clinicians with feedback about 
their practice in the light of evidence; 

 In instances where this was applicable to the project methodology and target 
patient group, direct evidence of improvements in many clinical indicators (such 
as key pharmaceuticals) and outcomes for patients (including reduced re-
admissions, reduced inpatient mortality); 

 In some cases, indicative evidence of changes in resource utilization, suggestive 
of a more efficient management process (e.g. changes in LOS). 

The spectrum of these achievements, all of which contribute towards embedding the 
best available evidence within routine practice, within a relatively short time-frame is 
vast.  This suggests that there are major gains to be derived from programs that 
seek to transform the entrenched structure and culture of care provision.  Whilst 
they may not in all cases deliver the easily measurable and immediate gains 
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sometimes evident in narrowly targeted projects, the legacies of the transformational 
approach to change are more likely to be sustainable in the long term.  The care 
‘system’ itself has changed – it is more receptive to and supportive of evidence 
based-practice.   

These achievements are a testament to the hard-work and commitment of the 
enormous number of project participants (clinicians, managers and consumers) 
involved.  They can also in part be attributed to a number of other factors, namely: 

 The CSS model itself – the broad framework enabled local creative approaches 
to develop, and, with minor modifications, is well-worth a wider take-up within the 
Australian health system; 

 The direct sponsorship by the RACP, which was influential in generating medical 
engagement within the projects, and wider system interest in the CSSP, and 
which has shown itself to be receptive to the lessons arising from the CSSP 
through the formation of its Better Practice Coordination Committee; 

 The Department that took the risk and provided the funds to establish a large-
scale approach to quality practice improvement, and 

 The two State Departments that contributed funds to the Program, enabling four, 
rather than three projects to be established. 

Various aspects of each of the projects are continuing beyond the funding phase 
within each of the participating hospitals to different degrees.  In two instances 
important components of the projects have been taken up State governments - the 
Brisbane Cardiac Consortium’s datasets for ACS and CHF have been adopted by 
Queensland Health for wider application, and the Towards a Safer Culture project’s 
methodology for management of patients with ACS and stroke in the Emergency 
Department has been funded by NSW Health for roll-out throughout hospitals in that 
State. 

Projects encountered many barriers to implementation, and at project end, there 
was variation between projects in terms of their progression towards the full 
attainment of the primary goal of embedding the best available evidence routinely 
within clinical practice.  They were constrained by the two-year time-frame and by 
an array of variables over which they had no direct control, both locally (such as 
staffing levels, organisational policies and available resources) and more generally 
(aspects of the health system).    

Key lessons 

While projects achieved many different and important outcomes in terms of 
changing practice in their local contexts, analysis of their experiences in addressing 
the primary aim clearly indicates that the transformational changes required to fully 
achieve this aim extend well beyond the direct spheres of project influence.  The 
change agenda needs to be widened beyond a focus on local clinical teams to 
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address many different ‘systems’ that contribute, either directly or indirectly, 
to routine evidence-based practice.   

In a sense, the CSSP’s primary aim is the ultimate aim of the quality and safety 
movement.  For this aim to become a reality, it would appear (from across the 
projects) that changes are required on multiple fronts, including: 

 The individual patient/clinician relationship – both patients and clinicians are 
consumers of evidence, and so both need to be given access to the best 
available evidence to inform decision-making.  In addition, the quality of the 
particular clinical encounter between individuals from both these groups can 
impact upon the uptake of evidence.  Clinicians need further support in the 
development of the knowledge and skills necessary to maximise the quality of 
this encounter.  This includes education in the psychosocial dimensions of care 
and training in the interpersonal skills necessary for effective interaction.  
Patients need to be supported so that they feel empowered to ask questions, 
seek clarification and make informed decisions. 

 The educational preparation of clinicians (both formal instruction and on-
the-job) – there are clearly gaps in the knowledge base and skill sets necessary 
to equip clinicians to work effectively within teams and to engage in continuous 
practice improvement.  Further work is needed to ensure that formal education 
and training prepare clinicians for the full spectrum of clinical activity, including 
the knowledge and skills in leadership and teamwork, partnership formation, 
consensus building, facilitation, conflict resolution, change management and 
governance.  In addition, on-the-job professional socialisation may not 
necessarily be congruent with, or reinforce evidence-based practice.  Since 
much of what junior clinicians learn actually occurs within the ‘work’ setting, 
through the behaviour modelled by senior clinicians and expected of/reinforced 
in juniors, further work is needed to ensure that on-the-job socialisation does not 
reproduce current practice, but supports the development of evidence-based 
practice routinely.  This includes equipping senior clinicians with the skills and 
knowledge to exercise their important educative role within the work setting. 

 The organisational structures within which clinicians practice – 
opportunities for interaction between organisational/professional silos are limited 
or non-existent, yet it is often at the points of intersection between these silos 
that evidence-based care can break down.  Further work is needed to ensure 
that there are mechanisms for across-silo dialogue and reflection on practice to 
occur at multiple levels within the organisational structures of hospitals, and 
between acute and community sectors.  In addition, clinicians need 
organisational support in the form of wider forums such as clinical governance 
committees, to which issues impacting upon their practice that are outside their 
sphere of influence can be presented.  Clinicians need to be encouraged to 
cultivate relationships with administration, while managers needed to be 
encouraged to engage with, and listen to clinicians. Forums in which clinicians 
and managers can engage with each other are also needed.   
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 The research process that generates and disseminates evidence – often 
available evidence is patchy, depending upon the clinical condition or medical 
sub-discipline, and skewed towards certain dimensions of practice (eg 
prescribing).  Further work is needed in the development of the evidence-base to 
inform the full spectrum of clinical activity within medicine.  In addition, further 
work is needed on the development of the evidence-base and performance 
measures for multidisciplinary teams (as distinct from medical practice) given the 
importance of the ‘team’ contribution to patient care.  Nursing and allied health 
need further support in the development of their evidence-base for practice.  

 The management of resources – across the projects, it was clear that the 
hectic work pace provides clinicians with little time to refect on practice (further 
exacerbated in some contexts by unfilled establishment positions and/or a high 
proportion of agency staff), and that in some instances components of the 
infrastructure required for evidence-based practice do not exist.  Further 
examination of the impact of resourcing upon the routine uptake of evidence is 
required.  In addition, mechanisms that bridge the clinician/administration divide 
are needed.  Both clinicians and administrators need to exercise joint 
responsibility for both the care provided and the management of resources 
available to provide that care.   

 The information systems – clinicians do not have ready access to meaningful 
information about clinical practice, despite the heavy emphasis on data and 
documentation within the organisational setting.  Yet the routine implementation 
of the best available evidence relies on access to meaningful data about 
practice, and clinicians are keen to have this access.  Projects developed very 
different approaches to addressing this need, and from their experience it 
appears that there are important inter-related issues needing further debate and 
resolution.  These pertain to: 

- The nature of practice that such systems should inform (single professional 
groups or multidisciplinary teams); 

- The governance structure for such systems; 

- The allocation of local responsibilities to support such systems (e.g. data 
collection methods); 

- The technical support for such systems; and 

-  The funding sources necessary for both the infrastructure and the personnel 
required. 

Multiple systems shape the uptake of evidence within practice and consequently 
multiple strategies are simultaneously needed to address these systems.  The 
responsibility for the changes necessary to ensure that evidence-based practice is 
the routine cannot be borne solely by practising clinicians.  Instead it needs to be 
equally taken up by the members of these other systems.  This requires establishing 
the mechanisms to encourage and promote dialogue between systems, and 
collaborative ventures to tackle the complex and difficult issues.  
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Summation 

The CSSP was a complex initiative, straddling multiple ‘systems’ with health care, 
and created a learning laboratory, both for its participants and for the wider 
audience, about the changes necessary to support the routine implementation of 
evidence within clinical practice.  Achievements at both the program and project 
levels were substantial, and the CSS model, refined through the projects’ testing, 
emerged as an effective framework for local adaptation and implementation.  As a 
consequence, the CSSP has made an important contribution not only to current 
practice, but also to “the system’s capacity” to keep pace with the ever-changing 
context and to provide services that are “ever safer, constantly up to date and 
focussed on patients’ changing needs”1.   

 

 

                                                 
1 Fraser SW & Greenhalgh T. Coping with complexity: educating for capability BMJ vol 323 6 October 
2001.  
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1 Introduction 
The Clinical Support Systems Program (CSSP) was a joint initiative of the Royal 
Australasian College of Physicians (RACP) and the Commonwealth Department of 
Health and Ageing (the Department) that sought to facilitate the uptake of evidence 
within clinical practice through the implementation of the Clinical Support System 
(CSS) model.   

Within the Program, the CSS model was tested through four consortium-based 
projects that collectively involved 17 clinical sites across three States.  The four 
consortia, and the clinical foci of their projects, were: 

 Brisbane Cardiac Consortium - Congestive Heart Failure and Acute Coronary 
Syndrome. 

 Monash University Consortium – Acute Stroke Management. 

 Austin Bowel Cancer Consortium – Colorectal Cancer Care. 

 Towards a Safer Culture – Acute Coronary Syndrome and Stroke. 

These projects were selected through a competitive tendering process and funded for 
a two-year period in which to test their project-specific approaches to achieving the 
primary aim of the CSSP, i.e. to embed the best available evidence routinely in 
clinical practice.  This ‘test’ period has drawn to a close, and this report provides the 
complete and final evaluation of the CSSP.  

1.1 Structure of this report 

Given the scope and complexity of the CSSP, this Evaluation Report has been 
structured to provide an analytical perspective of different aspects contained within it, 
namely the Program itself, the CSS model and the four individual projects that tested 
the model.  The report is structured as follows: 

Chapter 2 provides a descriptive/conceptual overview of the CSSP and outlines the 
basic evaluation approach. 

Chapter 3 focuses on the CSSP from the Program-level perspective, particularly 
exploring its development, Program activities such as the Dissemination Strategy, and 
the involvement of the RACP within the Program as the auspicing body. 

Chapter 4 discusses the CSS model as a mechanism for achieving changes in 
clinical practice. 

Chapters 5, 6, 7 and 8 provide overviews of each of the four CSS projects, and 
present summaries of the challenges, processes and outcomes within each project. 

Chapter 9 identifies the key findings and lessons associated with the Program’s 
design framework within which the projects were required to operate. 

Chapter 10 identifies the key findings and lessons that emerged through a synthesis 
of the Program and projects’ implementation experiences. 
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2 Understanding and evaluating the CSSP 
The most fundamental task in any evaluation is to develop a conceptual 
understanding of the initiative being evaluated, the context within which it occurs, 
what it seeks to achieve (its aim), and the mechanisms and processes through which 
it strives to reach its aim.   

This chapter describes the key features of the CSSP and the basic evaluation 
approach.   

2.1 The CSSP – a descriptive overview 

The CSSP was an exceedingly complex initiative in which there were a number of key 
features as follow: 

 It was a Program jointly developed by the RACP and the Department, and 
auspiced and managed by the RACP.  The Department provided funding of $4.47 
million to the Program, with both the Victorian Department of Human Services and 
the NSW Health each contributing $500,000.  

 The Program’s focus was the Clinical Support System (CSS) model, that 
combined two methodologies (Evidence-Based Medicine and Clinical Practice 
Improvement) and was comprised of the following critical elements: 

- Involvement by clinical teams, health managers and consumers in design, 
development, implementation and evaluation; 

- Establishment of organisational and management structures and tools 
necessary to develop and maintain the capacity for clinical practice 
improvement; 

- Consumer participation in health care planning and evaluation; 
- Systematic use of evidence within a clinical setting; 
- Systematic clinical work practices to reduce inappropriate variation; 
- The development of data and analysis systems to support CPI; and 
- Routine measurement and review of clinical practices. 

 These critical elements constituted an implementation framework or broad action 
plan to achieve the CSS model’s principal aim - to embed the best available 
evidence routinely in clinical practice.   

 The CSS model was tested in four consortium-based projects, each comprising 
multiple clinical sites, which were selected and funded because they met specific 
criteria, namely they focussed on areas of care that had the following features:  

- They were areas of high cost, high volume or high risk; 

- There was a significant level of evidence about diagnosis and treatment; and 

- There was a perception of dissonance between current practice and the 
evidence for best practice.  

 The projects’ brief was to implement changes within the structures and 
processes of care provision (how care is provided) and within the prevailing 
culture (the attitudes, values, knowledge and norms associated with care 
provision) that were necessary for evidence-based clinical care for their nominated 
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patient group.  These changes would, it was reasoned, in turn contribute to 
improvements in the efficiency and effectiveness of health care provision, and in 
clinical care and patient outcomes.  

 Each project evaluated its own experience of model implementation, the results of 
which, when synthesised, contributed to the Program’s intention to refine the 
model and disseminate the model and the lessons learned more widely 
through the acute care sector2.   

An early depiction of the CSSP, incorporating many of these key features, is provided 
in the following figure (Figure 1)3.  However, in reality, that is, through implementation, 
the initiative was far more complex than the linear process conveyed through this 
figure.  Dissemination, for example, occurred from inception of the Program.   

Figure 1: Original conceptual overview of the CSSP 
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Nevertheless, from this brief overview of key features it is possible to deduce that the 
following aspects are critical to both understanding, and evaluating the effectiveness 
of the Program. 

                                                 
2 Whilst the original intent was to disseminate lessons throughout the acute care sector, it became 
apparent, as the Program evolved, that many lessons would have wider applicability across the health 
system. 
3 The Clinical Support System Program – Business Plan. 
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2.1.1 The CSSP – a cultural change process 

The focus of the CSSP was not on proving that evidence-based care improves 
outcomes for patients, but on the strategies necessary to change the way in which 
care is currently provided, through the systematic use of evidence, in order to improve 
the quality and effectiveness of that care.  It was action-orientated and therefore 
fundamentally about processes of change – the changes in clinical practice and in the 
systems of care provision that are necessary for evidence-based practice to become 
routine – i.e. as customary and as integral a part of care as is, for example, the 
medical record.   

Integral to this change process was the development and embedding of cultural 
norms in which reflection on current practice in the light of the best available 
evidence, followed by the design, implementation and evaluation of interventions to 
address inappropriate variation4, becomes an established part of routine practice.  
This entailed influencing the perceptions, attitudes and behaviours of clinicians so that 
they both valued and participated in these processes.  It also involved developing the 
systems necessary to support evidence-based practice, including the information 
systems necessary to provide clinicians with feedback about their performance 
according to the evidence base. 

At the same time, the Program was about fostering increased capacity within the 
‘system of care’ – increased capacity to keep pace with the ever-changing context, 
and provide health services so aptly characterised by Fraser and Greenhalgh 
(2001:799) as “ever safer, constantly up to date, and focussed on patients’ changing 
needs”.5  Integral to this increased capacity is the capability of clinicians to adapt to 
the changes as they arise, generate new knowledge and continue to improve their 
performance.  This capability is necessary if evidence-based practice is to become 
the routine basis for providing care, since evidence itself will change, as will the 
organisational and administrative contexts in which care is provided.  

2.1.2 Evaluating a cultural change process 

From an evaluation perspective, it was therefore critical to appreciate that the CSSP 
was a dynamic multi-faceted initiative, in which the strategies adopted, the barriers 
encountered and the lessons learned throughout the process were as important as 
the final achievements.  Indeed, given the fluidity of the health care context, the 
capacity building dimension of the initiative was the more critical measure of its 
effectiveness.  For example, products such as databases designed around current 
available evidence quickly become out-dated as new evidence is generated.  The 
motivation and capabilities of clinicians to generate new ‘products’ or to adapt existing 
ones in the light of new evidence is a more enduring legacy within the ‘system’. 

                                                 
4 Variation defined by clinicians as inappropriate in the context of agreed evidence-based measures of 
practice. 
5 Fraser SW & Greenhalgh T. Coping with complexity: educating for capability BMJ vol323 6 October 
2001 
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2.2 Evaluation and the CSSP 

Evaluation was considered to be an integral part of the initiative from the outset.  This 
was to occur at two levels: 

 The project level – each project would evaluate its own activities; and 

 The overall initiative level  - through an external evaluation (i.e. outside of the 
initiative). 

The external evaluator was given access to project evaluation reports in order to 
inform the overall evaluation. 

2.2.1 The external evaluation brief 

In keeping with the action-orientated and dynamic nature of the initiative, the key 
theme within the external evaluation brief was the need for an approach capable of 
detecting change.  Thus, the brief was not tightly prescriptive, although it was 
expected that, at a minimum, the evaluation would focus on: 

 The overall Program, including the preliminary establishment phase, the tender 
and project selection processes, the Dissemination Strategy and the role of the 
RACP;  

 The insights provided from a synthesis of projects’ evaluation reports: and 

 Any indications of changes arising from the CSSP within the acute care sector. 

Important themes outlined in the brief that provide an indication of the type of 
evaluation approach expected, included: 

 Stakeholder attitudes and support for the activities within the projects; 

 Barriers and limitations associated with implementation; 

 The impact upon, and support/barriers derived from, the structure and culture of 
the organizations; 

 The level of involvement of clinicians in CPI and EBM; and 

 Opportunities for further research/study. 

These suggested that an exploratory, rather than a deterministic approach, was 
required.  The following section outlines the approach. 

2.3 The external evaluation approach 

2.3.1 The methodological perspective 

The classic reductionist evaluation approach, with its emphasis on the measurement 
of results, and analysis of the cost-effectiveness of outcomes (sometimes called the 
“accountability evaluation perspective”6) was not the most suitable methodology for 
evaluating the CSSP.  It is however interesting to note that there were repeated 
                                                 
6 Chelimsky E & Shadish WR Evaluation for the 21st Century: A Handbook Sage Publications 1997 
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efforts to retrospectively mould it more towards this direction, and there was clearly 
some expectation within sections of the ‘wider’ health system audience of an 
accountability evaluation report (as evident, for example, at the recent CSSP 
Conference7).   

Moreover, such approaches require some level of uniformity or standardisation of 
measurement, and, as will be evident from the chapters discussing the CSS projects, 
there was not a single outcome measure that could be uniformly applied across the 
mix of projects selected to test the CSS model.  This is not to suggest that projects 
have not necessarily delivered ‘outcomes’ – they have.  Generally however these 
‘outcomes’ have been qualitative changes in the structures and processes of care, or 
in the attitudes of clinicians, rather than in the standard measures traditionally used as 
indicators of program effects within the acute health system (eg mortality, length of 
stay, readmission rates).  In some projects, ‘outcomes’ may have included such 
measures – others have not, either because: 

 These measures were meaningless for the clinical focus of the project; or 

 The project time frame was too short for projects to demonstrate these types of 
outcomes. 

Instead the approach taken has essentially been to undertake a process evaluation 
– to inform on what has happened – in which the evaluation has sought to serve two 
major purposes: 

 To generate greater understanding of the processes associated with embedding 
the best available evidence systematically in clinical practice, the challenges, 
barriers and enablers (the “knowledge evaluation perspective”); and 

 To identify the key lessons, emerging from the CSSP, that can be used to further 
advance stakeholders’ efforts to improve the safety and quality of clinical care (the 
“development evaluation perspective”). 

2.3.2 Methodology 

Within this process evaluation, and in the light of the challenges posed by the 
complexity and action-focus (implementation) of both the Program and the projects, 
the approach has been to use the available information arising from a number of data 
sources to: 

 Explore the effects of the initiative as a whole, with particular emphasis on the 
leadership role of the RACP as the auspicing body, and the Dissemination 
Strategy, as important interventions seeking to effect changes within the 
Australian health care system; 

 Analyse the separate experiences of the projects in implementing the CSS model 
within their unique contexts; 

 Analyse the effectiveness of the CSS model, in the light of projects’ experiences, 
as a mechanism for structural and cultural change; 

                                                 
7 Clinical Support Systems Program – Lessons Learned Conference. Melbourne, October 2002. – at this 
Conference, it was clear that some sections of the audience were expecting ‘ results’, i.e. numbers 
indicative of changed outcomes. 
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 Synthesise the projects’ experiences, identifying key themes, points of 
commonality and difference, from a ‘systems’ perspective; and 

 Identify the achievements and barriers to implementation, through a ‘lessons 
learned” approach.   

The framework used within these analytical processes is described in section 2.4, 
whilst the data sources are outlined below. 

2.3.3 Data sources 

The issues, findings and lessons identified in this report have been informed from 
analysis of the following sources of data: 

 Interviews with stakeholders who were key players during the developmental 
phase of the CSSP; 

 Observation at Program Team meetings convened by the RACP for across-project 
interaction; 

 Interviews with project staff and key project stakeholders within each project 
during the implementation phase; 

 Progress Reports to the RACP from each project (including local evaluation 
reports where applicable); 

 Progress Reports from the RACP to the Department; and  

 Final Reports from projects (including local evaluation reports where applicable). 

2.4 The evaluation’s analytical framework 

In order to evaluate a dynamic, action-orientated initiative, it is important to have an 
analytical framework that is congruent with the nature of the initiative.  This section 
describes the general conceptual framework used to analyse the initiative. 

2.4.1 Inter-related systems 

Plsek and Greenhalgh (2001)8 argue that, as the provision of health care is becoming 
increasingly more complex, new conceptual approaches to issues associated with 
clinical care, professional education and organisational management are needed to 
replace the traditional ‘reduce and resolve’ paradigm.  This view has been echoed in 
presentations at recent international conferences9. 

Plsek and Greenhalgh suggest that these new conceptual approaches need to 
acknowledge that all aspects of care are inter-related systems that evolve as a result 
of the perceptions, attitudes, knowledge and experiences of the individual participants 
within them, and the rules, customs, procedures and expectations they develop in 
relation to each other.   

                                                 
8 Plsek PE & Greenhalgh T. The challenge of complexity in health care BMJ vol.323 15 September 2001 
9 for example, The International conference on using evidence to design effective programs. 
Sydney, October 2001. 
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The Clinical Support System Program (both in terms of its overall design and its local 
implementation in specific projects) represented a major initiative in the development 
of these new approaches within the Australian health care ‘system’.  In seeking to 
develop a model that enables the best available evidence to be embedded routinely in 
clinical practice, the initiative was focussing its endeavours squarely in the ‘zone of 
complexity’ (Plsek and Greenhalgh 2001:627).   

Achieving the CSSP’s basic aim for a particular patient group within a discrete unit in 
a particular hospital would have proven to be sufficiently challenging, since it would 
require attention being given to a multiple array of inter-related aspects such as: 

 clinician attitudes and behaviours; 

 information systems; 

 organization and management of care; 

 professional training and relationships; 

 intervention design; and  

 measurement of effects (research).   

When it was also expected that the processes developed to achieve this aim include 
consumer involvement, the activities required increased considerably, particularly if 
there was no previous experience upon which to build this involvement. 

However, the CSSP was infinitely more complex, since it was testing its approach in 
four separate consortia, each spanning multiple and different sites.  The 
consequences were that this posed challenges for all those involved in the initiative, 
whether they were designers, funders, implementers or evaluators, since it required 
new ways of understanding, working, documenting and analysing the experiences. 

2.4.2 The CSSP and complex adaptive systems 

Using principles derived from complexity science helps us to see the enormity of the 
challenges associated with achieving the aim of the CSSP.  The key principle is that 
of complex adaptive systems, defined as “a collection of individual agents with 
freedom to act in ways not always totally predictable and whose actions are 
interconnected so that one agent’s action changes the context for other agents” 
(Plsek and Greenhalgh 2001:625).  Such systems do not occur in isolation but are 
themselves connected with other complex adaptive systems, each influencing the 
others.   

Thus, the CSSP was situated within a context (the Australian health care ‘system’) in 
which there are multiple interconnected and evolving systems, including: 

 Individual patient/clinician systems; 

 Clinical unit systems (e.g. cardiology or neuroscience departments); 

 Clinical ward systems; 

 Hospital systems; 

 Professional discipline systems (e.g. medicine, nursing, physiotherapy); 
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 Speciality medical systems with varying degrees of specificity (e.g. general 
physician/surgeon, cardiologist, oncologist, colorectal surgeon); 

 Sector systems (e.g. acute care or community care, public or private); 

 Inter-sectorial systems (e.g. relationship between acute and community sectors); 
and 

 Societal and community systems (e.g. State/Commonwealth governments, peak 
bodies, consumer groups). 

At the same time, the Program itself became a system, as did each project funded 
within the Program, all interacting with each other and with the various other systems 
connected with their activities. 

2.4.3 Evaluating complex systems 

From the previous discussion, it is possible to understand that the changes 
associated with the overall program and its various projects were both evolving and 
multi-layered in nature.  Indeed, an analogy used to describe the CSSP early on in its 
development proved to be particular apt, namely “it’s dropping a boulder into the pond 
and observing its ripples” (evaluation interview).  The challenge for the evaluation has 
been to describe and assess the effects of these ripples from multiple ‘systems’ 
perspectives.   

Key points for analytical interest in addressing this challenge have therefore been: 

 What are the different systems that have had an effect upon the achievement of 
the initiative’s primary aim (routine evidence-based practice)?  

 What is the nature of that effect? 

 What can be learned from the projects’ and Program’s experience in forming new 
systems, and interacting with existing systems, that suggest a way forward? 

For example, the development of the initiative itself arose, in part, out of the 
Department’s (a system) interest in engaging medicine (a system) in the safety and 
quality movement (a system).  Its strategy was to enter into negotiation with the 
RACP (a system), resulting eventually in the CSSP (a new system).  Much can be 
learned from the analysis of this process (see chapter 3). 

2.5 Summary 

The Clinical Support System Program was essentially a change management 
program.  It focused on: 

Action – the strategies and processes associated with translating the best available 
evidence into the real-world contexts within which care is provided; 

Influencing cultural norms  - the strategies associated with ensuring that 
implementation of the best available evidence becomes a routine (valued and 
customary) part of clinical practice; 

Capacity building – the development of skills and knowledge amongst clinicians 
(individually and in groups) to assist them with the implementation processes 
associated with achieving local aims, and with ongoing developments; 
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Learning – the local and broader system lessons that emerge throughout the process 
of implementation that provide pointers for further developments in the ongoing efforts 
to improve the safety and quality of care. 

The influences on the activities, and the subsequent effects, of both the Program and 
its constituent projects have been multi-layered in nature, encompassing multiple 
complex adaptive and evolving systems simultaneously.   
The evaluation approach has been to identify important changes and lessons at 
different levels of action encompassed within the parameters of the Program. 
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3 The Program – contributing to cultural change 
This chapter examines cultural change processes, issues, achievements and lessons 
from the Program (as distinct from the project) perspective.  Key aspects for analysis 
from this perspective were: 

 The development of the Program; 

 Program design features;  

 Program-level activities (e.g. the Dissemination Strategy); and 

 The role of the RACP as the auspicing body for the Program.  

This chapter has been informed by: 

 Interviews with key stakeholders from both organizations involved in the Program 
development process; 

 The documentation generated during this developmental phase;  

 Program and project documentation;  

 Interviews with project clinicians and staff; and 

 Observation at multiple meetings. 

3.1 CSSP – an outcome of Commonwealth/RACP collaboration 

The CSSP developed as a consequence of collaboration between representatives 
from two important organizations within the Australian health care system – the 
Commonwealth Department of Health and Aged Care10 (the Department) and the 
Royal Australasian College of Physicians (RACP).  This was an important component 
of the CSSP since it involved developing common ground and linkages between two 
different system perspectives within health – the funder/policy/administrative and the 
clinical practice/medical perspectives.   

Analysis of the Program’s development and the roles played by each organization in 
this process, and subsequently in relation to each other as the Program funder (the 
Department) or the sponsor/program manager (the RACP) is therefore important for 
the following reasons: 

 It places the Program within its context and thus assists with understanding the 
Program; 

 Many of the challenges experienced at this point mirrored the challenges faced at 
a project and local hospital site level in forging links between administrative and 
clinical cultures to achieve change – it is an illustrative case study; 

 This was a ‘first’ experience for both organizations in working together on the 
development of a program, and a ‘first’ for the RACP in being directly involved in 
sponsorship and management of a program; 

                                                 
10 Now renamed as the Department of Health and Ageing. 
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 Some of the difficulties experienced at the project level, particularly pertaining to 
ambiguities about Program intent, can be traced to this source; and 

 There are key lessons that can inform further change processes that seek to forge 
linkages between ‘systems’ within health care. 

3.1.1 Developing the Program concept 

Development of the Program concept was a challenging experience, with both the 
RACP and the Department needing to expend considerable time and effort on this 
task.  Both started from the same position, i.e. concern that evidence was not making 
its way into routine clinical practice, and both shared the same views that cultural 
change led by clinicians was the best way to achieve improved integration between 
evidence and practice.  However, they differed on the most effective ways to 
operationalise, prove and test this approach.   

The Department, at that time, had been influenced by the work of Brent James 
(Intermountain, USA), Michael Millenson (Chicago 1997) and Pieter Degeling 
(Australia), while the RACP’s initial interest was in EBM and the establishment of 
randomised controlled trials (RCTs).  Thus, the Department saw the initial RACP 
position as somewhat naïve, focussing too heavily on the ‘evidence’ and not enough 
on clinical practice improvement, whereas the RACP representatives experienced 
frustration with what they perceived as a lack of clarity in the CPI approach.   

As a consequence there was protracted negotiation, as both struggled to develop a 
shared vision and common understanding.  Both parties persisted, in spite of 
considerable frustration, although neither was completely happy with the version of 
the Issues Paper that accompanied the call for Expressions of Interest (EOIs) in 
conducting CSSP projects.  The CSS model presented in this paper reflected the 
efforts of both parties to reach a compromise position, by linking the methodologies of 
EBM and CPI into a single framework for the Program.   

3.1.1.1 Commentary 

The difficulties experienced by the representatives of these two organizations during 
this early phase, and subsequently, can in part be attributed to the fact that they had 
no previous experience of working together.  The RACP, as an organization, had 
never before been involved in program development/management, while the 
Department had not worked with a medical college in quite this way before either11.  
The Department was keen to collaborate with the RACP, focussing on quality and 
safety, as doctors generally had been less engaged with this type of initiative – the 
possibility of developing a joint enterprise which had the potential to engage doctors 
from a major medical college was strategically appealing.   

The time and effort expended by these two organizations to reach a compromise 
position was not a unique phenomenon – it has been evident at many other levels 
within the Program.  It is clear that establishing a common understanding across two 

                                                 
11 Important aspects from the Department’s perspective in this working relationship were the size and 
nature of the Program, the level of funding, and the proposed ‘arms length’ approach to Program 
management. 
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‘system’ perspectives is a time consuming process.  The systems have somewhat 
different cultures (e.g. languages, emphases, and interpretations), so forming bridges 
requires time and a willingness to persist in trying to find common ground.  

The two methodologies of EBM and CPI brought together in the CSS model as a 
compromise position also have different languages, values, structures and processes.  
Whilst this created many of the subsequent ambiguities perceived by model 
implementers (the projects), it also created a productive tension, from which local 
learning has ensued (see chapter 4).  Indeed it is interesting to reflect that the 
compromise with which neither party was completely happy and struggled to reach, 
should have proven to be, in implementation, a powerful model for system change.   

3.1.2 Beginning to operationalise the concept 

In response to the call for EOIs to conduct projects, a total of 53 submissions were 
received.  There is no doubt that the size of the funds available ($1 million per 
successful submission) was a major incentive.  The majority of EOIs (although not all) 
were from consortia with RACP members as lead clinicians.  Examination of these 
EOIs indicated a need to both further refine the compromise position and more clearly 
communicate what the Program was about.  From the Department’s perspective, the 
majority of EOIs received from RACP members did not reflect understanding of the 
CSS intent – they were written more like submissions for RCTs and NH&MRC grants 
than as proposals to conduct a project focussed on clinical practice changes.  As a 
consequence, the Expert Panel was established.  Its purpose was to provide the 11 
consortia short-listed to develop a competitive tender with access to expertise in 
areas that were considered crucial to strengthen their submissions and more closely 
align them with the intent of the CSSP (eg expert advisers in consumer involvement).   

3.1.2.1 Commentary 

That many RACP members would have prepared EOIs more in keeping with 
NH&MRC grant applications and reflective of an RCT research methodology was not 
surprising.  This had been the RACP’s initial stance in the preliminary negotiations, 
and reflects a dominant cultural view within medicine that continuously surfaced 
throughout the Program.  The EOIs were prepared by people acting from within their 
own cultural perspective.  

The establishment of the Expert Panel was itself an attempt at a cultural change 
intervention - it sought to assist short-listed consortia to expand their views.   

3.1.3 Building momentum for change 

The competitive tendering process seems to have generated considerable interest 
both amongst the RACP membership and more widely within medicine (this is 
discussed in more detail in section 3.2).  During this time, the Department, RACP and 
a consumer representative visited each State to provide feedback to each of the 11 
short-listed consortia on their proposal prior to final submission.  This was a ‘whirl-
wind tour’ and contributed to the build-up of momentum, having a positive effect 
beyond those immediately involved in the development of the submissions, i.e. it 
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generated interest and heightened awareness.  The expectation of a prompt 
announcement of the three successful projects within a few weeks of the deadline for 
final submissions added to this momentum.   

The tight time-lines in the formal (and public) schedule for the selection process is 
outlined in Table 1. 

Table 1: Original project selection process schedule 

Activity Scheduled date 

Invitation for competitive tenders Monday 27th September 1999 

Site visits by Tender Assessment Panel sub-
committee 

Week commencing Monday 
15th November 1999 

Competitive tender closing date  2 weeks after presentation to 
sub-committee 

Preferred tenders selection completed Estimated to be 10th December 
1999 

Projects commence 1st February 2000 

However, the final announcement of successful projects was delayed for several 
months beyond the expected December date - the first two of the eventual four 
projects were not notified of their success until late March 2000.  Major reasons for 
this delay were the changes in Department staff during this critical phase, and a 
resultant need to clarify and refine requirements prior to Departmental sign-off and 
announcement of the successful projects.  The change momentum which had been 
building quite successfully during the competitive tendering process was lost.   

This unfortunate delay in the process had two main consequences: 

 Much of the interest and enthusiastic support that had been galvanized by each 
consortium during the tender development process abated during the waiting 
phase.   

 The relationship between the RACP, and in particular the Health Policy Unit 
(HPU), and the College membership became strained during this time.  The HPU 
had to act as a filter to broker communication between the Department and 
physicians who were frustrated with the delays.  

In addition, the RACP was faced with the challenge of re-establishing a shared vision 
and negotiating formal agreements12 with new Departmental personnel who 
themselves had different ideas and/or fresh interpretations of what could be achieved 
through the CSSP. 

                                                 
12 This included negotiating the contract variation necessary to fund the successful projects. 
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3.1.3.1 Commentary 

The loss of momentum of the consortium level that occurred during this waiting phase 
caused problems for the projects that were finally approved.  The time needed to 
reactivate local interest and support impacted upon the speed with which they could 
move to establish and implement their activities.  Indeed, in some projects, key 
clinicians had changed their work commitments, filling the time they had planned to 
devote to CSSP with other projects, and were either no longer available or had less 
capacity.  However the Department (as the Program funder) made no allowance in 
project time-lines for the additional time needed for reactivation. 

Many of the difficulties experienced at this time from both sides (Department and 
RACP) can be traced to differences in the decision-making processes between 
clinical and administrative systems.  “Physicians are used to working at a faster pace 
– dealing with immediate issues and producing solutions quickly.  The Departmental 
bureaucracy is much slower, with lots of checks and balances and internal 
requirements and it was not possible for decisions to be made quickly” (external 
interview).  Effective change strategies that seek to forge links between these two 
systems will need to address these cultural differences, and work through the 
frustrations and defensiveness that may ensue. 

Issues associated with mutuality of expectations and obligations surfaced for the first 
time during this period, for example “ the Department expected the College to meet all 
deadlines but did not meet their own timelines.  When the Department did not deliver, 
the HPU was then placed in the unpleasant position of having to explain to members 
why the timelines were not being kept” (external interview).  This was echoed at the 
project level - “We had to tender quickly and we were supposed to hear by December 
last year from the College, but we did not hear…. The College took six months and a 
lot of energy was dissipated13”.  In essence this issue points to a major theme that 
has arisen from within the Program – the onus for change cannot solely rely upon 
clinicians, but on all systems (including administrative ones) that impact upon clinical 
care.  If clinicians are expected to reflect on their practice, and be willing to change, 
then it seems reasonable that they would expect a similar willingness to change on 
the part of representatives from these other systems whose practices have an impact 
upon clinical care.  This is addressed more fully in chapter 10. 

Changes in Departmental personnel impacted negatively upon the Program’s early 
development, both in terms of stalling the change momentum and in subsequent 
efforts by new personnel to change the Program’s direction.  The effort previously 
expended by the RACP in developing a common understanding of the Program was 
in a sense ‘wasted’ since the process needed to be repeated, resulting in frustration.  
Personnel changes are inevitable within any system and managing continuity of a 
change process with a changing workforce is a challenge, not just within 
administrative systems.  In fact, the projects had to grapple with this issue as they 
attempted to improve patient care within clinical contexts characterised by rapid staff 
turnover.  The challenge for all systems involved in across-system activity is to 
develop mechanisms that ensure continuity of corporate memory so that hard-won 
gains in bridging cultural differences and developing common understanding are 
sustained.  This responsibility is particularly relevant for funders due to the power 
dimension within a relationship associated with ‘holding the purse strings’ and 
therefore having the ultimate influence on the shape and direction of planned 
activities. 
                                                 
13 Monash University Consortium - Local Evaluation Report 
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3.1.4 Additional complications 

Once the successful projects were finally announced, two further complications arose 
with respect to Program and project establishment.  These were associated with 
Department requirements (as the principal CSSP funder) for standard Commonwealth 
contracts and business plans. 

Contract requirements – whilst the basic contract for the Program was between the 
Department and the RACP, with the projects as sub-contractors to the RACP, the 
Department indicated that it expected the sub-contracts to mirror its contract with the 
RACP – i.e the standard Commonwealth contract format was a requirement.  This 
requirement had not been made explicit during the tendering phase and the standard 
Commonwealth contract was not familiar to clinicians.  A number of difficulties 
ensued, mainly due to the need for multiple lawyers to vet the contract for each 
participating site within a consortium, resulting in delays in project commencement 
and the necessity for the RACP to expend Expert Panel funds for lawyer payments. 

The business plan – this Departmental requirement had not existed in the primary 
contract with the RACP, but was introduced well into the Program establishment 
phase, when the formal contract needed to be varied to incorporate the projects’ 
funding.  Meeting this new requirement to the satisfaction of the Department was 
time-consuming, involving the need to clarify unfamiliar terminology and further refine 
the compromise CSS model.  The RACP and the projects expended considerable 
effort to provide the information requested in the desired format.  This diverted energy 
and attention from the major focus at the crucial establishment stage at both the 
Program and project levels. 

3.1.4.1 Commentary 

Whilst it was expected that formal contracts between the RACP and projects would be 
necessary, the requirement for the standard Commonwealth contract was 
unexpected.  This may reflect unfamiliarity with Department procedures on the part of 
both the RACP (which had never before managed a Departmental program) and 
clinicians – “… the RACP redefined issues (e.g. contracts) and reinvented the terms 
and legal requirements of the tender (e.g. intellectual property, indemnity, etc).  This 
caused holds ups and dissipated most of the goodwill that had been generated….. 
The consortium didn’t expect a contract and this caused a problem” 14.  This 
experience indicates the need for formal expectations to be introduced early in a 
tendering process.  However, it would seem that this need has subsequently been 
addressed as standard contract formats now regularly accompany tender documents.   

This experience also highlights a major ‘systems’ issue associated with the 
consortium model – all hospitals within each consortium required input into the 
contractual process, in some cases substantially delaying contract completion and the 
flow of funds to begin projects (eg to employ project staff) – “the legalistic piece of 
paper from the College – what is the Commonwealth doing?… We were under threat 
of not getting the money. Warragul’s lawyers feared the public liability and would not 
sign”15.  In one project, a “lead” hospital was prepared to provide temporary funding to 

                                                 
14 Monash University Consortium - Local Evaluation Report  
15 Monash University Consortium - Local Evaluation Report   
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enable the project to begin, prior to formal contract completion - “College did not give 
us a contract until ten months after we started and then people needed to be paid.  ..If 
want to involve people then it’s unrealistic to accept that people will work unless they 
are paid.  An institution like this one can manage it, but it’s unlikely that some other 
institutions would.” 16  However, this ‘transition’ funding was not forthcoming in all 
instances, resulting in busy clinicians needing to shoulder project officer duties if they 
were to get their project underway.   

3.1.4.2 Shifting positions/expectations 

Interpretations of what CSSP was about, and so what it would deliver (expectations) 
also shifted during the early ‘establishment’ phase.  The original positioning of the 
RACP and the Department with respect to EBM and CPI within the model moved.  
Due to new personnel, the Departmental position moved more towards the ‘evidence’ 
position, with an increased expectation of cost-effective outcomes from the Program.  
The College, through interaction with the projects and the practical experiences of 
model implementation, developed an increasing understanding of the importance of 
the CPI and cultural change processes within the Program.  

At the same time, the nature of the relationship between the Department and RACP 
moved from a collaborative/partnership orientation to the more traditional 
funder/contracted program management position.  Responsibility for the CSSP in the 
Department was devolved to less senior officers and negotiations between the two 
organizations become more problematic. 

Eventually, as time progressed and the Department became more familiar with the 
projects and the scope of activities encompassed within the CSSP approach, the 
relationship improved and substantial support within the Department for the Program 
became evident.  Important contributing factors to this increasing familiarity and 
support were the RACP organised project visits for key senior stakeholders and the 
presentation in Canberra by project clinicians to Departmental personnel. 

3.1.4.3 Commentary 

The shifting emphasis in Departmental expectations of project outcomes generated 
considerable difficulty for the RACP, the projects and the development of an 
evaluation framework.  The selected projects saw their task as primarily exploratory 
and action-based, and expected the evaluation to focus on the lessons learned from 
the processes of implementation.  The Department at that time indicated that a 
traditional outcomes focussed evaluation, with uniform measures across the projects, 
was expected.  (There was even mention of a minimum dataset.)  However, given the 
different clinical foci and proposed methodologies within the projects, this was not 
possible.  For example, “length of stay”, a standard outcome measure was 
meaningless in the Austin Bowel Cancer Project (see chapter 7).  The RACP was 
caught in the middle, needing to manage both the expectations of the Department 
and the projects, resulting in what one project described as “… the recurring 
tendency… for the College to encourage an approach which, at times, appeared to 
deviate from the originally envisaged qualitative approach”17.  This highlights the 
                                                 
16 Monash University Consortium - Local Evaluation Report  
17 Austin Bowel Cancer Consortium. Clinicians, consumers, their experience and the evidence – Building 
capacity in system change. 2002:120   
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pivotal role of program management, in complex initiatives such as the CSSP, as the 
mediator between funder and projects, and the need for funders to minimise the 
consequent effects of changed personnel on that role. 

Shifts in emphasis and changing interpretations of the CSSP intent have not been 
surprising, since the CSS model brought two distinct methodologies together, so it 
was likely that individuals would varyingly interpret the meaning, perhaps 
emphasising one rather than the other methodology, generally the one with which 
they were most familiar and hence most comfortable.  Indeed, throughout the 
Program, and the projects, these differences in interpretation have been evident and 
the experience has been one of continual learning and negotiating for meaning.  The 
Department, the RACP and the clinicians involved in the projects have all been 
participating in a learning process about what the CSS model actually entails in 
practice.  At the same time, it continued to be difficult to convey what the CSSP was 
actually all about to ‘outsiders’, that is, people who were not participating in the 
learning process. These difficulties pertained to differing expectations and 
interpretations, and a paucity of commonly understood language (as opposed to 
technical terminology) to explain systems orientations and structural and cultural 
change.   

3.2 Program design parameters and features 
The overall Program intent was to test the CSS model, developed collaboratively by 
the Department and RACP as discussed previously, in a number of projects.  The 
parameters established for these projects to operate within, and the process by which 
they were selected, are important components for consideration at the Program level. 

3.2.1 Project parameters 

The main parameters established for the projects were: 

 A focus on a high cost, high volume or high risk area of care in which there is a 
significant level of evidence about diagnosis and treatment and a perception of 
dissonance between current practice and the best available evidence; 

 A consortium model (i.e. not a single hospital, but multiple sites); 

 Funding of $1 million for each project to support their proposed activities; and 

 A two-year time frame within which to achieve stated project aims. 

3.2.1.1 Commentary 

The funding level for the proposed projects was a major component of the large scale 
approach to change within the CSSP – it was an important interest generator within 
the medical system.  However the two-year time frame for projects, when combined 
with the consortium model and its logistical complications, proved to be too short for 
them to achieve their full potential.  This was further exacerbated by the delays in the 
project selection process discussed previously.  The design parameters did not 
include a designated establishment period during which projects could undertake the 
preliminary tasks necessary to support a project of the magnitude indicated by the 
funding level (e.g. employment of project staff with the relevant skills and experience).  
These issues are further addressed in chapter 9.  They are important to acknowledge 
as constraints upon the Program in achieving its full potential – in particular, in 
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influencing the attitudes of the wider ‘system’ audience watching the CSSP with 
interest.  Many watchers were waiting for the ‘evidence’ (by which they meant 
‘numbers’) that the CSSP had been worthwhile, which, in some instances, could not 
be conclusively produced within the limited time-frame.   

3.2.2 The project selection process 

Project selection occurred through a competitive tendering process that proceeded as 
follows: 

 A call for Expressions of Interest; 

 A short-list of 11 consortia invited to develop a full proposal; 

 The establishment of the Expert Panel to support these consortia; 

 A face-to-face presentation by each consortium to the Tender Assessment Panel 
sub-committee; and 

 Project selection. 

3.2.2.1 Commentary 
The tendering process generated considerable awareness and interest amongst 
clinicians (predominantly, but not exclusively, physicians).  The competitive nature of 
the process and the size of funding available for successful projects were potent 
attractors to the CSSP, with 53 responses being generated in response to the initial 
call for EOIs. 

At the same time, the tendering process itself contributed to capacity building.  For 
example: 

 Consortia that were approved to generate detailed proposals needed to negotiate 
with their consortium members and other critical stakeholders (eg consumer 
groups, Divisions of General Practice, State government departments) as they 
worked through the details for their submissions; 

 The Department, RACP and a consumer representative provided face-to-face 
feedback to each of the eleven consortia on their proposal prior to final 
submission, encouraging them to focus on underdeveloped areas, and thereby 
fostering a developmental process.   

Although not all consortia were approved for funding, the activities associated with 
generating both EOIs and full competitive tenders themselves contributed to an 
increase in ‘system capacity’, due to increases in: 

 Knowledge about the application of EBM and CPI methodologies to their clinical 
specialities amongst the clinicians who participated in the process; 

 Linkages at the local level between clinicians, and key stakeholders, developed 
through the negotiation process; and 

 Knowledge and understanding amongst clinicians about the system of care 
provision within which they were situated. 

These aspects themselves were positive legacies from the tendering phase of the 
CSSP. 
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3.2.3 The selected projects 

 There were three design issues introduced during this time that had the potential to, 
or did indeed impact upon the subsequent efforts of some selected projects.  These 
were: 

 Mergers between separate submissions at the suggestion of the Selection 
Committee;  

 Multiple clinical groups; and 

 Dual funders of projects. 

Each is briefly discussed below. 

3.2.3.1 Mergers 

Two projects, the Austin Bowel Cancer Consortium (ABCC) and the Towards a Safer 
Culture (TASC) project, were actually the result of mergers between separate 
EOIs/proposals.  For the projects this had different consequences during their 
implementation phase.   

The ABCC developed as a direct consequence of Selection Committee intervention – 
it was suggested that two EOIs emanating from the same institution, but with different 
foci, should merge during the proposal development phase.  This no doubt 
strengthened the project’s chances during the project selection phase.  However 
during implementation, the project was unable to fully integrate the two very different 
approaches reflected within the original EOIs (see chapter 7).   

The TASC project developed from two originally unsuccessful tenders, which, 
following the brokerage of additional funds from NSW Health by the RACP, were 
merged into the one project.  This resulted in a project which spanned 3 States and 2 
clinical groups, thus introducing a range of logistical issues not experienced by other 
projects (e.g. the difficulties of across-site team meetings) and for which no additional 
funds were provided.   

Whilst the mergers, coupled with the additional funds provided by the two State 
governments, resulted in expansion of the Program (four instead of three projects), 
which is an important outcome, the lesson for future project Selection Committees is 
to think through the logic of any potential mergers between project proposals in terms 
of the practical implications for the implementation period. 

3.2.3.2 Multiple clinical groups 

Two of the final approved projects had more than one disease group as the focus of 
their activities – TASC (acute coronary syndromes and stroke) and Brisbane Cardiac 
Consortium (acute coronary syndromes and congestive heart failure).  Both projects 
reported that, from hindsight, it might have been overly ambitious to attempt to 
introduce CSSP type approaches simultaneously in two disease groups.  “Attempting 
to introduce a Clinical Support System type project into two different disease groups 
at once is probably being overly ambitious, particularly when being attempted across 

   CSSP – EVALUATION FINAL REPORT 20



clinical disciplines and across hospitals in three states” 18.  The need to fully explore 
the implications of focussing on evidence-based practice changes for multiple clinical 
groupings at the same time is an important lesson for both future projects and 
Selection Committees.  

3.2.4 Multiple funders 

During the selection process, and as a direct result of RACP negotiations, additional 
funds were made available from the NSW and Victorian governments, enabling four 
projects to be established.  Two projects, TASC and ABCC, received funding from 
dual government sources (the Commonwealth and their respective State 
government).  This dual funding arrangement represented a major commitment by 
both levels of government to be involved in projects of this type, and was, in itself, an 
important Program achievement.  It nevertheless had the potential to introduce 
additional complications into the projects. 

3.2.4.1 Commentary 

In neither case did complications arise as a result of the dual funding arrangement at 
the project level.  This may in part be attributable to the fact that the projects’ 
contracts were with the RACP, rather than with either government (Commonwealth or 
State).  The RACP ensured that representatives from both State governments and the 
Commonwealth were included on the Program’s Steering Committee and all were 
kept informed of Program and project developments.  It may also be attributable to 
the mutual interest in both levels of government in quality practice improvement 
initiatives. 

3.3 Program level activities 

Program level activities focussed on two major areas: 

 The Dissemination Strategy; and 

 Project support. 

These are addressed separately below. 

3.3.1 The CSSP Dissemination Strategy 

From the outset, the RACP endeavoured to maximise the awareness and interest in 
the activities of the CSSP, both within its own membership and more widely.  A 
detailed Dissemination Strategy was developed, using evidence generated by the 
College’s own internal research about the most effective means for sharing 
information and promoting issues and activities amongst its membership.  At the 
same time, the RACP actively sought opportunities to promote the CSSP and share 
information about the various projects within a variety of forums in which aspects of 
health care are discussed and/or reported.   

Examples of the dissemination activities included: 

 A public launch of the CSSP by the Federal Minister of Health and Aged Care; 
                                                 
18 TASC Progress Report April 2001.  
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 Multiple presentations at a broad spectrum of conferences by both the RACP and 
various projects; 

 A systematic series of lectures in University Teaching Hospitals throughout 
Australia; 

 Regular broadcast emails to all College members about the CSSP; 
 Regular coverage in the RACP News (with a circulation of 10,200); 
 Coverage in special society magazines and newsletters (e.g. The Australian and 

NZ Cardiac Society); and 
 Various journal articles in peer-reviewed journals. 

3.3.1.1 Commentary 

Whilst it would never be possible to quantify the effects of the Dissemination Strategy 
in promoting awareness and generating interest in change, it is possible to deduce 
from the information available that it made an important contribution to system-wide 
changes to improve quality and safety.  This is precisely because it did not focus 
on overcoming resistance to change, but creating attractors to change.   

For example, the direct involvement of senior physicians in the promotion of the 
CSSP sent a powerful signal within the health system to both other physicians and 
other stakeholders about the importance of the activities.  Championing of the ideas, 
and creating opportunities for networking and sharing of information are all important 
components of a change process that seeks to: 

 heighten awareness and interest; and 

 consequently influence attitudes and perceptions. 

Both the RACP and the particular projects were frequently approached for more 
information by: 

 individual physicians; 

 groups of physicians; 

 other clinicians (e.g. surgeons); and  

 other institutions (e.g. interstate hospitals). 

The nature of the information sought indicates that both physicians and others 
understood the potential of the CSSP and were seeking to apply the lessons learned 
in their local contexts.  In other words, they had been attracted to it; they had been 
persuaded that it was worthwhile.   

The range of possibilities created within the Program for generating system changes 
through the use of attractors to change was quite extensive.  For example, the RACP 
was asked by a sizeable group of physicians (all practising in the private sector) to 
present information on the CSSP at one of their regular meetings.  They were 
particularly interested in the emphasis on the systematic use of evidence and the 
involvement of consumers within the Program. 
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Plsek and Wilson (2001:746) suggest that “For systems to change they generally 
require tension for change.  Careful sharing of meaningful information that touches 
natural attractors or creates new ones can lead those within the systems to feel they 
must change”19.  The RACP’s Dissemination Strategy appears to have made an 
important contribution to the increasing interest in evidence-based practice within the 
wider Australian health system.  Moreover, substantial international interest in the 
Program and the projects was evident, further confirming both the positive effects of 
the Dissemination Strategy itself, and the Program’s impact as a change mechanism. 

3.3.2 Project support 

The RACP, in the Program management role, provided support to the projects, and at 
the same time, contributed to the capacity development of the individuals involved 
through a range of activities.  Important aspects of Program level work were: 

 Regular Program team meetings at which project staff and clinicians had the 
opportunity to meet together to discuss various aspects of project/Program 
activity; 

 Facilitation of contacts between projects/clinicians and other systems/experts, in 
some cases leading to network formation; 

 Managing changing funder expectations and in some instances acting as a buffer 
between projects and the funder; and 

 Providing project staff/clinicians with opportunities to share their knowledge with 
others, and further extend their capabilities. 

3.3.2.1 Commentary 

These activities both enabled the projects to learn from each other and to share their 
experiences with others.  Busy doctors involved in multiple research projects have 
commented that the regular Program meetings elevated the CSSP within their 
consciousness, whilst other clinicians have commented that Program Dissemination 
Strategies (e.g. the CSSP newsletter and the public launch) helped them to see the 
“big picture” beyond their day-to-day clinical work – “The Wooldridge launch was a 
public display.  There was quite a lot there that I was unaware of.  It’s impressive to 
have the public display.  I like the idea of research and knowledge broadening. I don’t 
mind the data gathering…the process changes things for the better”20 .  

The facilitation of linkages between clinicians with other groups and/or individuals has 
been an important capacity building strategy fulfilled by Program management.  This 
has enabled clinicians to engage outside of their habitual sphere of operation and a 
range of individual learnings have resulted. 

3.4 The involvement of the RACP 

There is no doubt that the decision to conduct the CSSP under the auspices of the 
RACP, rather than as a direct government initiative, had a powerful effect.  The RACP 

                                                 
19 Plsek PE & Wilson T. Complexity, leadership, and management in healthcare organizations BMJ vol. 
323 29 September 2001 
20 Monash University Consortium - Local Evaluation Report  
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is an influential clinician organization with a membership that spans the nation, and 
both the public and private sectors.  Its direct involvement in the CSSP sent a strong 
signal about the importance of evidence-based quality practice improvement in the 
provision of clinical care to both its own membership and the wider system.  The 
significance of this involvement was acknowledged by a wide range of stakeholders 
interviewed during the evaluation as a major influencing factor in creating interest and 
generating cultural change.  Physicians became interested because their College 
auspiced the Program.  Other clinicians also became interested in what the CSSP 
was about precisely because of the RACP’s involvement. 

Increasing awareness and interest amongst clinicians, and in particular 
doctors, was an important achievement for the Program derived from the 
involvement of the RACP.  Additional important effects were also apparent.  These 
are discussed below. 

3.4.1 Brokerage of funds 

The initial design for the CSSP incorporated three projects, each to receive $1 million 
dollars of Commonwealth funding.  Direct negotiations by the RACP with both the 
Victorian Department of Human Services and NSW Health resulted in $500,000 being 
provided by each of these funders to the Program.  This additional funding meant that 
four, rather than three, CSSP projects could be established.   

3.4.2 RACP training programs 

Through its involvement in the CSSP, the RACP recognised the importance of its own 
training programs in promoting awareness of, and skills in, evidence-based quality 
practice improvement.  This resulted in the establishment of the RACP’s Better 
Practice Coordination Committee that is exploring a range of initiatives to: 

 continue the process of raising awareness amongst the College membership; and 

 provide support for Fellows and trainees in implementing strategies to improve 
clinical care in their own practice context. 

Areas being explored are focussing on both training programs and the RACP’s 
Maintenance of Professional Standards (MOPS) Program, in recognition of the 
importance of senior doctors in shaping the attitudes and behaviours of their junior 
colleagues. 

One specific activity of this Committee is the current work underway to develop a self-
directed learning support manual that will enable interested clinicians to develop CSS 
projects in their own work-settings.  This manual is to be based on the lessons 
learned from the CSSP, and provide useful information to clinicians on how to 
develop, implement and evaluate CSS processes within their own organizations.  
Whilst various State health departments also provide CQI information kits for 
clinicians, the interest in, and uptake of such kits is uncertain, whereas the RACP 
believes that its own educational materials have a real potential to generate interest 
and knowledge.  This is based on results from the College’s internal survey of 
members which indicated that physicians value information from their peers and their 
College.  The proposed manual incorporates both attractors – it is RACP 
developed/promoted, and it will contain content has been generated from the 
experiences of peers participating within the CSSP.   
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3.4.3 Other training programs 

An important development from the RACP’s direct involvement in the CSSP was the 
recent invitation it received from The Committee of Presidents of Medical Colleges to 
develop A Scoping Paper on the Development and Uptake of Safety and Quality 
Education in Medical Colleges.  This paper focuses on the training programs 
offered by the colleges and their continuing education programs, so it spans both 
future and currently practising specialists, and so has the potential to have system-
wide effects in influencing specialist medical practice across the nation. 

3.4.4 The RACP and other CSS projects 

As a direct result of promotion of the CSSP, the RACP has been successful in 
attracting funds from the NSW Institute of Clinical Excellence for the rollout of 
components of the TASC project across Emergency Departments in NSW.  

In addition, the RACP has been directly exploring a range of other potential 
opportunities for CSSP-type work with its relevant Fellows.  These include the 
following clinical foci: 

 Fractured neck of femur; 
 Otitis media in indigenous children;  
 Arthritis;  
 Community-based cardiac care; and 
 Compensable injuries – upper limb pain management. 

These developments, both actual or potential, are indicators of the RACP’s ongoing 
role in providing leadership within the quality practice improvement movement.  The 
RACP has learned from the CSSP experience and is seeking opportunities to support 
further expansion. 

3.4.4.1 Commentary 

The RACP’s direct involvement within CSSP had the dual effects of: 

 generating interest, and increasing awareness and engagement of doctors; and 

 contributing to changes within the organization itself.   

The original Departmental intent for engaging with the RACP, through the CSSP, in 
order to further extend medical involvement within the quality movement seems to 
have been realised.  The ‘arms length’ approach, with the RACP explicitly positioned 
as the public face of the CSSP, appears to have been a successful medical 
engagement strategy.  It is doubtful whether the same magnitude of evident system 
changes would have eventuated if the Department had directly managed the projects 
themselves.  This involvement was not always been easy for the RACP, particularly in 
the program management role, when it needed at times to mediate between its 
members and the Department.  The RACP has learned a great deal through the 
Program experience, and is well placed to provide an ongoing leadership role 
amongst the medical colleges, both in terms of quality practice initiatives, and in 
project developments.  
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It is also important to acknowledge that “the College” is itself an entity, comprised of 
members with varying degrees of connectedness to their College, and varying views 
about the values and effectiveness of the CSSP.  The challenge for “the College” into 
the future will be to embrace key lessons emerging from the projects pertaining to the 
nature of clinician, and particularly medical, education/training.  These lessons 
indicate wider changes are needed than that encompassed by the introduction of a 
quality practice improvement module within professional training (see chapter 10).  
Rising to this challenge will require further cultural change within the membership, 
through the unique internal decision-making structures and processes within “the 
College”. 

3.5 Summary 

The CSS Program developed out of the collaboration between two important 
organizations within the Australian health care system – the Commonwealth 
Department of Health and Ageing and the RACP.  This collaboration was a ‘first’ for 
both organizations in working together in this way, and many of the challenges they 
faced in establishing common ground and mutual understanding mirror the challenges 
faced within health care in forging links between administrative and clinical cultures. 

The CSS model emerged from this collaboration as a compromise position and whilst 
this gave rise to subsequent ambiguities at the model implementation (project) level, it 
also created a productive tension that is an important component for genuine cultural 
change.  It is from this tension that many of the key lessons about embedding the 
best available evidence routinely in clinical practice have emerged. 

The Program designed by this collaboration constituted a large-scale approach to 
increasing interest in, and commitment to, quality practice improvement in the health 
care system.  These are important components of a change process that seeks to 
influence the prevailing cultural norms that govern the actual practice of providing 
patient care.  The key feature of the Program was the creation of attractors to change, 
rather than focussing on overcoming resistance.   

Important mechanisms within this cultural change process were: 

 The competitive tendering process (and the size of funding available); 

 The direct involvement of the RACP (a leadership role); and 

 The Program’s Dissemination Strategy. 

The full potential of the large-scale approach was however constrained by its design 
parameters, and in particular the two-year time frame within which projects had to 
demonstrate the effectiveness of their model implementation processes to the wider 
‘system’ audience watching the CSSP with interest. 

Increased capacity at multiple levels within the existing health care system as a result 
of the large-scale approach are the key effects of the CSS Program.  These include: 

 The expansion of the Program from the outset through the RACP’s brokerage of 
additional funds from two State governments, leading to four instead of three 
projects; 
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 The increased linkages between various ‘systems’ within health care and the new 
networks formed between individuals from these different systems; 

 The expanded knowledge base on the processes and challenges associated with 
quality practice improvement; 

 The shared information from the Program/projects with other clinicians seeking to 
inform changes in their own practice settings; 

 The increased knowledge and skills of all those involved within the Program; 

 The products and the localised outcomes generated by each of the projects; 

 The planned changes to the RACP’s training/professional development programs, 
thereby potentially influencing both current and future physicians;  

 Further CSSP-type projects, both actual and planned, generated by the RACP 
and by individual clinicians or clinical groups; 

 The uptake of various aspects of project-level processes/products in a range of 
other ‘systems’; and 

 The lessons generated from the overall experience to inform further 
developments. 
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4 The CSS model and change processes 
This chapter focuses on the Clinical Support System model, as distinct from the 
Program.  Examination of this model in a generic sense is important since it was the 
mechanism being tested in the projects.  It is also important in understanding the 
nature of this Evaluation Report and in particular the reason why the projects are 
each dealt with separately in terms of their processes and outcomes, rather than in a 
comparative manner. 

In addressing the CSS model, this chapter: 

 Describes the model as it was originally conceived; 

 Introduces the projects established to ‘test’ the model and summarises the key 
variables on which they differed (as a precursor to subsequent chapters on 
individual projects); 

 Evaluates this model as a change mechanism, based on a synthesis of projects’ 
experiences; and 

 Identifies areas for refinement of the CSS model in moving forward.  

The discussion of the CSS model per se in this chapter is informed by the key 
findings and lessons that have arisen from an analysis of the model implementation 
process across the projects.  These are addressed in chapter 10 of this Report.   

4.1 The CSS model – original description 

As indicated in the previous chapter (chapter 3), the CSS model developed as a 
compromise position between the Department and the RACP who had somewhat 
different views about the appropriate methodological approach to improve the quality 
and safety of clinical care.  At the heart of the compromise model was the integration 
of Evidence Based Medicine (EBM) with Clinical Practice Improvement (CPI).  
Although this has been varyingly described and depicted in early CSSP 
documentation, the most consistent diagrammatic representation of this integration 
was that outlined in the CSSP’s Business Plan, as follows21: 

 

 

 

 

 

                                                 
21 The Royal Australasian College of Physicians. Clinical Support Systems Project – Business Plan, 2000  
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Figure 2: The integration between CPI and EBM 
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4.1.1 Methodological features 

The key features of the integrated methodology (called “critical elements of the 
model” in the Program documentation22) were: 

- Involvement by clinical teams, health managers and consumers in design, 
development, implementation and evaluation;  

- Establishment of organisational and management structures and tools 
necessary to develop and maintain the capacity for clinical practice 
improvement; 

- The development of strategies to facilitate ongoing consumer participation in 
health care planning and evaluation; 

- Systematic use of evidence within a clinical setting (including examination of 
the issues around its availability and uptake in routine clinical care, attitudes to 
its current availability in clinical guidelines, and local clinical data and patient 
information); 

- Systematic clinical work practices to reduce inappropriate variation (through 
the multidisciplinary development and/or application of clinical pathways, 
clinical decision supports such as though on-line availability of guidelines, 
therapeutic flags or use of automated variance analysis); 

- The development of data and analysis systems to support CPI (including the 
development and/or application of critical measures and performance 
indicators and identification of data and information technology requirements); 
and 

- Routine measurement and review of clinical practices in the nominated clinical 
area. 
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These elements were essentially broad categories of activity to guide projects in their 
model implementation – they constituted an implementation framework or broad 
action plan.  They were outlined within documentation that sought to further clarify 
the intent underpinning the action plan – key additional features are outlined in the 
following section.   

4.1.2 Purpose, focus and use of the model 

The model (and the resultant project implementation processes) cannot be fully 
understood without consideration of the following associated aspects of its design: 

 The underlying purpose of the model (the primary aim); 

 The focus or context in which the model was to be applied;  

 The intended users of the model; and 

 The change orientation. 

These aspects, in combination with the ‘critical elements’, help differentiate the CSS 
model from other initiatives that focus of quality clinical practice changes. 

4.1.2.1 The aim of model implementation 

The primary aim of the model implementation process was to embed the best 
available evidence routinely in clinical practice.  Thus, it was not about generating 
new evidence, nor was it about demonstrating that the application of evidence 
improves patient outcomes.  Rather it was about developing the systems, structures, 
processes and attitudes necessary to support and engender the application of 
available evidence in an ongoing way within the care provision context, whatever that 
context might be.  This introduced the dynamic, exploratory, cultural change and 
action learning dimensions that have permeated both the projects and this evaluation.   

4.1.2.2 The model implementation focus 

The organising focus of model implementation within the projects was clinical care 
“groups” of patients, based on diagnostic categories with varying degrees of 
specificity, e.g. people with acute stroke, or acute coronary syndrome or bowel 
cancer.  This focus was on effecting changes in clinical care for particular categories 
of patients, as distinct from organisational structures (eg departments, wards).  
This is an important distinction, since organisational structures can be fragmented 
from a patient category perspective – e.g. patients with acute stroke may be scattered 
across a number of wards within the one institution, whilst patients with acute 
coronary syndrome may be managed by cardiology or general medicine.  This CSS 
focus has been an integrating principle within a fragmented organisational 
context, since it required implementers to span organisational silos in their efforts to 
provide care based on the best available evidence to all patients within that category.  
As a consequence, however, the implementation process was far more complex and 
challenging than would be experienced in effecting changes within one’s own 
organisational silo (one’s comfort zone). 
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4.1.2.3 The model users 

From the outset, both the Department and RACP agreed that the model was for 
clinicians to use to focus on their own practice – this introduced the principle of 
“clinician leadership” that permeated the Program documentation.  This principle 
appears to have been introduced to differentiate the model’s orientation from other 
initiatives seeking to improve quality and safety that are administratively imposed on 
clinicians.  The CSS model was a ‘bottom-up’ approach rather than a ‘top-down’ 
strategy.  Clinicians at the coal face, providing care to patients, were the model’s 
target audience – using the model, they would design the mechanisms necessary to 
inform their own practice in the light of evidence, and devise strategies to improve the 
quality of their care in instances of inappropriate variation.   

4.1.2.4 The model’s change orientation 

The primary orientation of the model implementation process was to be “systems” 
rather than individuals (although individuals are part of such systems).  This is an 
important distinction in understanding the subsequent activity by projects.  Systems 
encompass both the structures and processes of care provision, and the associated 
cultural norms (e.g. attitudes, beliefs and behaviours).  Therefore there was a major 
emphasis within projects on developing the necessary systems to support best 
practice.  This included, but was by no means restricted to, the information systems 
necessary for performance measurement against best practice. 

4.2 The projects – testing the CSS model 

To be selected as a CSSP project, submissions needed to satisfy the Tender 
Assessment Panel that they met the following criteria: 

 They focussed on areas of high cost, high volume or high risk care; 

 There was a significance level of evidence about diagnosis and treatment 
associated with that area of care; and 

 There was a perception of dissonance between current practice and the evidence 
for best practice. 

It must therefore be assumed that all four projects selected to ‘test’ (implement) the 
CSS model met these criteria to the satisfaction of the Assessment Panel.  However, 
in considering their experiences in testing the model, it is important to understand that 
there were major differences between these projects. 
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4.2.1 Project variation 
In analysing the CSSP projects, it is clear that all four addressed the critical elements 
of the CSS model – however they did so with varying degrees of emphasis, primarily 
due to major differences between them across a range of defining features.  These 
features included: 

 The clinical focus or, in some projects, clinical foci, and the associated building 
blocks (evidence) available and tasks required to implement that evidence; 

 The care ‘system(s)’ in which changes were sought (e.g. acute care/single 
episode; acute care/single episode plus community care; acute care/multiple 
episodes); 

 The nature of the consortium involved (e.g. number, type and geographical spread 
of partners);  

 Interpretation in meanings of CSS elements, key terms and concepts;  

 The orientation of the change management process (e.g. central/project driven 
change or decentralised/site driven change); and 

 Individual project objectives and methodologies. 

4.2.2 Implications of project variations 
There are a number of implications for the evaluation, and consequently for the 
structure of this Evaluation Report, arising from project variations.  These are briefly 
outlined below. 

1 Whilst the projects differed from each other, due to the features outlined above, 
each was, at the same time, a unique integrated combination of these features.  
Thus, the challenges faced, the strategies developed to address these challenges, 
and their resultant outcomes were project-specific.  This is evident in the following 
snap-shot of each project’s brief in implementing the CSS model: 

ABCC – implementation of NH&MRC Guidelines for colorectal cancer care, 
spanning multiple episodes of acute care (surgery and oncology) and exploration 
of the factor(s) that filter the flow of evidence into practice, in three sites 
(metropolitan, regional, private).  

BCC – local adaptation of national guidelines for two clinical groups (acute 
coronary syndromes and congestive heart failure) and systematic implementation 
in three hospitals, and community (general practice) follow-up.  

Monash – development and application of protocols based on the best available 
evidence (no national guidelines available) for the management of patients with 
acute stroke (first 7 days) in four sites: tertiary, regional, rural and private.  

TASC - Emergency Departments care of patients in two clinical groups, with 
NH&MRC Guidelines available for one group (acute coronary syndromes) and not 
for the other (stroke), in four hospital sites, spanning three States.  

As a consequence, each project needs to be evaluated on its own terms, taking 
into consideration its unique defining features.  For this reason, this Evaluation 
Report addresses each CSS project separately, in and for itself (see chapters 5, 6, 
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7 and 8).  It does not in any way attempt to benchmark their performance against 
each other since it would be inappropriate to do so.   

2 Whilst the projects differed markedly from each other, they were, at the same 
time, ‘testing’ the same broad set of implementation parameters – the CSS model.  
In keeping with the evaluation methodology outlined in chapter 2, the evaluation 
approach has not been about judgement, but about analysing the projects’ 
experiences to generate further knowledge and understanding about the change 
processes necessary to embed the best available evidence routinely in clinical 
practice from the similarities and differences between them.  Project differences in 
particular have provided a rich source of data about the complexity of the changes 
required to achieve the principal CSS aim generally within the Australian health 
care system, and the key lessons that have emerged from this analysis are 
addressed in chapter 10 of this Report.   

4.3 Evaluating the CSS model 

In classic evaluations, the most fundamental question to be addressed would pertain 
to whether the program being evaluated had achieved its stated aim – i.e. has the 
program delivered the expected results.  As outlined previously (see chapter 2), such 
an approach is not congruent with the intent of the CCSP, i.e. to test a model for its 
effectiveness as a mechanism for achieving structural and cultural change, and 
through the ‘testing’ experience, refine the model and generate lessons for the wider 
health care sector.  Therefore, there was no expectation that the model ‘testers’ would 
necessarily deliver the desired ‘result’.  Rather the ‘testing’ process would provide 
useful information about the model itself and the changes necessary within health 
care to achieve the aim of ‘embedding the best available evidence routinely in clinical 
practice.” 

Furthermore, it is clear from the international quality movement that there are no 
‘quick fixes’ for the large-scale structural and cultural changes necessary to achieve 
the stated aim for the CSSP within health care.  Nor would it be realistic to expect that 
there were, since the necessary fundamental changes span multiple ‘systems’ outside 
the direct sphere of influence of any one project or program.  There are small-scale 
‘fixes’ of a temporary nature such as are achieved by projects focussing on improving 
discrete indicators of care (whether clinical, process, or organisational efficiency).  
However achieving systematic routine application of the best available evidence by 
clinicians who see this as customary practice and are supported by the necessary 
infrastructure to enable them to monitor that practice requires large-scale and long-
term approaches and multiple solutions.  The stated CSS aim is, in a sense, the 
ultimate aim of the safety and quality improvement movement.   

Therefore the approach to evaluating the CSS model is to consider its effectiveness 
as a change mechanism, contributing towards the achievement of this ultimate aim.  
This section provides an analytical overview of the model from this perspective, while 
the next section identifies areas for model refinement in the light of implementation 
experience.  The key findings and lessons from the ‘testing’ process that may help to 
inform further developments towards achieving the ultimate aim are outlined in 
chapter 10. 
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4.3.1 The CSS model as a change mechanism 

Rather than providing a clear and detailed blueprint for change, the CSS model 
comprises some broad level minimum specifications (referred to previously as critical 
elements) and it is clear from the evidence available across the projects that the 
power of this model to contribute to cultural and system changes lies precisely in 
both: 

 the minimalist nature of these specifications; and 

 the combination (mix) of specifications included.   

4.3.2 Minimum specifications - promoting creativity 

From the design perspective, the CSS model needed to be sufficiently general in 
nature for it to be applicable to a wide range of clinical settings and disease groups.  
Therefore the specifications needed to: 

 provide direction to consortia about the thrust and intention of the model and the 
scope of activities encompassed within a systems approach to care; but 

 not be too specific, so that potential was maximised rather than constrained. 

What resulted was a set of minimum specifications to guide model implementers.  For 
example a specification is minimal when it states “consumer participation in health 
care planning and evaluation” – it indicates a domain of activity, but does not provide 
a precise definition of ‘who’ or ‘what’ this means, nor does it provide a detailed plan of 
‘how’ this should be done. 

The advantage of minimum specifications (or simple rules23) in effecting changes 
within complex adaptive systems is that they broaden the potential for change and 
maximise creativity.  They are not imposing externally generated solutions upon 
participants but enabling participants to generate their own solutions in ways that 
have meaning for them, and that are contextually relevant.  This maximises the 
effectiveness of the solutions – participants are, for example, more likely to implement 
solutions when they have participated in their design. 

There is no doubt that the minimalist nature of the CSS model specifications has 
enabled substantial creativity to occur within all four projects, and indeed within the 
different project sites within a single consortium.  Indeed it is the actual process of 
locally adapting these specifications, of working out what they mean in practice 
and how they can be applied within the specific care context that generates the 
system level changes necessary to improve the quality of patient care.  Local contexts 
vary enormously across a range of variables, so no solution has uniform applicability.   

The following project examples are provided to illustrate the importance of local 
adaptation in addressing some of these specifications. 

                                                 
23 Berwick DM “A User’s Manual for the IOM’s ‘Quality Chasm’ Report” Health Affairs vol 21 no 3. 2002 
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4.3.2.1 Example - consumer involvement 

The CSS model indicated the need for projects to involve consumers “in the design, 
development, implementation and evaluation of the project”.  The approaches 
adopted to address this specification varied due to context.  In some cases, projects 
(or indeed specific consortium hospitals) had access to an existing network of 
consumer groups and project clinicians had previous experience in working with 
consumers.  As a consequence, local approaches to implementing this model 
specification focussed on building upon these networks and extending the breadth 
and depth of consumer involvement. 

By contrast, some projects needed to implement this specification within a context 
where there was been no history of relationships between clinicians and consumers, 
and no consumer groups available for ready access.  Local approaches therefore had 
to be very different, since they were ‘starting with a blank slate’.  In such cases, 
creation of a consumer group took time and became a major project outcome in its 
own right. 

4.3.2.2 Example - Systematic clinical work practices  

The CSS model specification “systematic clinical work practices to reduce 
inappropriate variation” required implementers to analyse their work cultures in order 
to understand the current processes of care and to design appropriate interventions.  
Processes of care varied enormously between hospital sites and thus the site- 
specific teams within a project needed to address different issues.  The Monash 
consortium provides an apt example of this necessity. 

Whilst all hospital sites within this consortium focussed on implementing the best 
available evidence in the care of patients with acute stroke, the 4 sites were 
themselves very different.   

They comprised: 
 A major teaching and referral hospital; 

 A major community hospital; 

 A regional rural hospital; and 
 A large private hospital. 

The care processes for patients with acute stroke within each of these hospitals 
varied considerably.  For example, the private hospital did not have a discrete medical 
population in situ, and allied health services were provided either sessionally or 
privately, and there were no social worker or occupational therapists.  It was also in 
the process of internal reorganisation, with the imminent establishment of an 
Emergency Department.  By contrast, the major teaching hospital had a specialised 
neuroscience unit, and access to a large range of allied health services. The agreed 
evidence-based protocols emphasised the importance of effectively functioning 
multidisciplinary stroke teams, so whilst the clinical teams within each hospital worked 
to the same objectives, the local implementation strategies necessarily varied in 
accordance with the particular features of the hospital setting.  It was, for example, far 
more difficult for the private hospital to develop and maintain a stroke team and this 
was a major site focus, whereas for the teaching hospital, team establishment was 
relatively easy, enabling the team to explore other strategies to improve care.   
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4.3.3 Combination of specifications and capacity building 

Coupled with the minimalist nature of the specifications is the breadth of activity 
required by combining all these specifications into the one model.  This was not the 
relatively simple process of a small group of clinicians designing a CPI project in their 
usual work setting.  Projects had to focus simultaneously on all facets of holistic care 
in order to address the model’s critical elements, including such aspects as:  

 The formation and maintenance of effectively functioning clinical teams (e.g. 
engagement, commitment, training, leadership); 

 The generation of organisational structures and processes to support project 
activity (e.g. governance, communication); 

 The analysis of current processes and systems of care (e.g. patient management, 
entry, transition and exit points); 

 The development of credible and achievable mechanisms for the identification and 
quantification of practice variation (e.g. evidence based, minimum additional data 
collection); 

 The creation of a learning environment that enables critical reflection and change 
to occur; 

 The design of relevant, achievable interventions to improve the processes of care; 

 The development of mechanisms to evaluate the effectiveness of these 
interventions; and 

 The development of strategies to involve consumers throughout the range of 
project activities. 

To undertake these tasks the projects needed to interact with multiple complex 
adaptive systems simultaneously.  When coupled with the consortium model, that is 
multiple sites locally implementing the same broad specifications, the magnitude of 
the tasks was enormous.  Most importantly, the process created opportunities and 
generated learnings at many levels within each local ‘health care system’, thereby 
enhancing the capacity of that system to provide more effective health care. 

4.3.4 The model – creating opportunities 

Many major health care initiatives are characterised by constraints, limitations and 
barriers to what can be achieved by project implementers.  The first round of 
coordinated care trials was one such example (Silagy & Leigh 2001)24.  By contrast, 
the CSS model has been a powerful mechanism for creating change in which the 
features of the current ‘system’ are not barriers, but opportunities.  For example: 

 It has taken the debate about quality and safety from the realm of academic 
forums and literature right to the heart of where care is provided, and placed the 
onus on clinicians to take the lead in effecting change. 

                                                 
24 Silagy C & Leigh JA.  Designing and evaluating health services reform programs: lessons learned from 
the Australian coordinated care trials. International conference on using evidence to design effective 
programs Sydney October 2001 
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 It has enabled clinical teams to develop understanding of their local context, to 
debate and reflect, to learn from each other and from other sites, and to creatively 
address local issues in the provision of care. 

 It has created a learning laboratory in the workplace, with clinicians actually 
grappling with issues, local contexts, meanings and ideas in their local settings, 
examining their practice and creating solutions. 

 It has contributed to the breaking down of silos within organizations, and the 
breaking out from insular practice, through its focus on teams, systems and 
processes. 

 It has contributed to a broadening understanding of holistic care amongst 
clinicians who have needed to address aspects of care that were previously 
outside the realm of their experience (such as governance and consumer 
responsiveness). 

Learning across multiple domains of care occurred at many levels of the ‘system’ 
through implementation – for example, the individual clinician, the clinical team, the 
hospital, the consortium, the RACP.  In many cases, the particular learning was not 
new in the sense that literature may exist about that activity.  For example, there is a 
wealth of literature on effective team functioning.  The point however is that the 
learning was not occurring theoretically (in a classroom), but practically 
(through experience).  Teams needed to work out how to function effectively as a 
group to achieve common goals.  Team leaders needed to grapple with the meaning 
of leadership (e.g. when to direct, when to facilitate, when to adopt a hand-off style) in 
order to maximise the team effort.  The translation of ideas into the real world was a 
major learning experience for those doing the translation.   

The consequence of all this learning was that the capabilities of those providing care 
was broadened and enhanced.  Given the ever-changing context within which care is 
provided, this creates potential to not only improve current care, but to continue to 
improve into the future. 

In essence, the real benefits of the CSS model were the learnings generated through 
harnessing “the natural creativity and organising ability of its (the systems’) staff and 
stakeholders through such principles as generative relationships, minimum 
specification, the positive use of attractors for change, and a constructive approach to 
variation in areas of practice where there is only moderate certainty and agreement” 
(Plsek and Wilson 2001:749).   

4.4 Refinement of the model 

Whilst the process of implementing the CSS model generated important changes 
within projects, it is clear that there were also a range of difficulties associated with 
understanding what it actually is and what it entails in practice.  This is not surprising, 
given the way in which it was generated (as explained in chapter 3), and the evolving 
nature of the model through its application in the real world.   

Difficulties associated with model interpretation had two major effects.  On the one 
hand, the ambiguities at the conceptual level from the outset were important in 
generating debate within projects, and contributing to learning by project participants, 
and about the processes involved in cultural change within clinical contexts.  On the 
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other hand, confusing terminology and mixed messages made it more difficult to 
achieve common understanding at the implementation level and also more difficult for 
‘outsiders’ to understand what the model is about.  This would suggest the need, in 
moving forward, for some refinement of the model. 

4.4.1 Sources of ambiguity 

The main sources of ambiguity appear to have been: 

 a confusion of terminology describing aspects of the model such as its critical 
elements, objectives, the methodology, the aims and outcomes; 

 multiple potential interpretations of key descriptors within the model such as 
clinician, multidisciplinary, leadership; and 

 a potentially inherent contradiction between the core of the model (the EBM/CPI 
integration) and some of the descriptions of the ‘critical elements of its 
methodology’. 

Each of these is briefly addressed below. 

4.4.1.1 Terminology 

There has been considerable confusion about what the details of the CSS model 
actually are, arising in part from a mixed, and at times inaccurate, usage of terms 
such as aims, objectives, outcomes, critical elements, and so on.  This confusion 
seems to have arisen due to the model development process, characterised more as 
‘development on the run’ than a systematic planning process, and compounded by 
the requirements for external evaluation and the business plan (which introduced 
different sets of terminology into the description).  Based on the implementation 
experience, it would be a relatively easy matter now, in moving forward, for the model 
designers to systematically describe the model according to a set of predetermined 
headings that would minimise this source of ambiguity, subject to resolution of the 
issues associated with the other two sources (as detailed in the following sections).  It 
would, for example, be possible to clearly describe (and so distinguish between) the 
rationale, the aims and objectives, the elements of the model and the expected 
outcomes (both short and long term). 

4.4.1.2 Key descriptors 

It is clear that some of the key descriptors used in association with the CSS model 
had been varyingly interpreted by project participants.  Examples include clinician, 
multidisciplinary team, clinical leadership and evidence (see chapter 10).  These 
multiple meanings arise from the different cultural systems involved within clinical 
settings.  Whilst these multiple meanings generated debate within projects, and so 
created opportunities for learning amongst participants (and more widely by informing 
the key lessons in this evaluation), the time spent in clarifying meaning and achieving 
common understanding also reduced time spent on the main focus.  More precise 
definitions of these terms would help to clarify what the model is and who it is for, 
which in turn will have implications for future implementation.   
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For example, ‘clinician’ was interpreted both generically (all those providing direct 
care to patients – doctors, nurses, allied health) and specifically (doctors only).  
Similarly multidisciplinary was interpreted both generically (all groups providing care) 
and specifically (multiple medical specialities).  Defining these terms precisely 
requires answering the fundamental question – is the model for use within 
medicine only or is it really designed for all groups providing clinical care?  The 
answer to this question will influence the subsequent refinement of the model.  From 
the evaluation perspective, it would seem logical that, if the CSS model is about 
patient-focussed systems of care, then the broader definitions would apply, i.e. 
‘clinician’ encompasses all those providing care to the patient, and ‘multidisciplinary’ 
encompasses medicine, nursing and allied health. 

4.4.1.3 EBM/CPI as the core of the CSS model 

The original depiction of the CSS model had the integration of EBM and CPI at its 
core.  However within its methodology (the critical elements), terms such as ‘clinical 
teams’, ‘clinical practice improvement’, routine clinical care’, and ‘multidisciplinary 
development’ are used.  Depending of the answer to the fundamental question posed 
above, there is potentially an inherent contradiction between the model’s core and its 
critical elements.   

If the model is for medical use only, then it may be appropriate for EBM to have a 
central place (although there may be limitations associated with this construct as the 
sole basis for evidence within medicine – see chapter 10).  If, however, the model is 
for use by clinical teams inclusive of all groups providing direct patient care, then 
refinement is clearly necessary, since EBM is not an inclusive construct.  It would, in 
this instance, be more appropriate to refer to Evidence Based Practice and to depict 
the methodology as the integration of EBP and CPI. 

4.5 Summary 

The effectiveness of the CSS model in contributing to cultural and local system 
changes can be attributed to two key features: 

 It is not tightly prescriptive, but comprised of broad level, minimalist specifications, 
thereby enabling creativity in the process of adaptation to both the local context of 
care and the disease condition(s) that are the focus of change to occur. 

 The range of specifications covered by the model, which reflect the key 
ingredients of the provision of holistic care, requires implementers to move outside 
the comfort zone of their usual practice to examine all aspects of patient care. 

The process of model implementation created opportunities and generated learnings 
at multiple levels, including the individual clinician, the clinical team, the hospital, the 
consortium, and the RACP.    Whilst many of the key learnings are not new to the 
body of available knowledge about the provision of effective holistic health care per 
se, they are new for the individuals and groups who generated them.  Learning 
occurred practically (through experience) rather than theoretically, and therefore had 
more meaning and relevance to those engaged in the learning. 
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The CSS model implementation across the projects resulted in: 

 The specific localised changes that resulted from the process of local adaptation 
of the model; and 

 The enhanced capacity of the ‘system(s)’ involved in the projects to provide more 
effective clinical care that results from an implementation process that promotes 
creativity and collaboration, breaks down silos and fosters the broadening of skills 
and knowledge of those providing care. 

It is clear from the ‘testing’ process that the model needs some refinement and that, 
most importantly, resolution of whether the model is for medicine or for 
multidisciplinary clinical teams providing patient-centred care is required.  This has 
implications for model refinement and for implementation processes. 

Each project’s experiences of ‘testing’ the model and their subsequent outcomes 
were unique and are addressed separately in the following chapters of this Report. 
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5 Monash University Consortium 
As is the case with all CSS projects, the project conducted by the Monash University 
Consortium (Monash) needs to be understood and analysed within its own context.  
This project has submitted its final report to the RACP and so technically has ‘ended’, 
although it is important to note the ongoing nature of aspects of this project, 
addressed in the section on sustainability. 

The information contained within this chapter has been derived from an analysis of: 

 Regular project reports to the RACP, including a Final Report; 

 Regular reports from the local evaluator, including a Final Report; 

 Individual interviews with key project personnel/stakeholders conducted by 
BearingPoint (formerly KPMG Consulting); 

 Data within the project database; and 

 Supplementary material on the project presented in a variety of forms (eg 
conference presentations, newsletters, project team meetings). 

5.1 Overview of project 

The Monash project was funded by the Department (through the RACP) to address 
the significant gap between evidence and practice in the acute management of 
people with stroke.  Stroke is the third highest cause of death and the most important 
cause of disability amongst the Australian population.  About 40,000 men and women 
suffer a stroke each year and 60% of stroke victims survive the first year with varying 
degrees of disability, requiring ongoing medical and primary support.  The project 
sought to improve clinical practice in acute stroke management (first seven days) as a 
means of enhancing patient care and reducing stroke-related mortality and morbidity.   

The Monash University Consortium comprised: 

 Monash Medical Centre (a major teaching and referral hospital); 

 Frankston Hospital (a major community hospital); 

 West Gippsland Hospital, Warragul (a regional rural hospital); 

 St Frances Xavier Cabrini Hospital (one of Australia’s largest private hospitals); 

 Monash Institute of Health Services Research; and 

 Health Issues Centre. 

The original tender document indicates that this project aimed to: 

 Document and disseminate the model to be used to implement best clinical care 
and the learnings from the project – what worked and what didn’t; 

 Identify the reasons why Australian health care settings have not taken up better 
clinical practice based on evidence despite substantial opportunities for 
improvement; 

 Develop strategies to address organisational obstacles identified; 
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 Trial these strategies in settings representative of the Australian health care 
industry including public/private; country/metropolitan; large/small; 
tertiary/secondary; 

 Enhance the consumer-responsiveness of clinical services at various levels; and 

 Document a best practice model for the management of the acute phase of stroke. 

Key features of this project’s methodology that are important in understanding the 
emphasis in its processes and outcomes are outlined below. 

5.1.1 The consortium partners 

The consortium partners had no previous history of working together, being brought 
together specifically for this project.  The roles varied: 

 The four hospitals were the project sites, representing in their diversity the settings 
within which acute stroke care is provided and having varying degrees of stroke 
specialisation and patient numbers.  For example, Monash Medical Centre has a 
designated stroke ward, a specialised neuroscience program and admits 
approximately 450 stroke patients per annum.  West Gippsland treats 
approximately 50 stroke patients per year across several medical wards. 

 The Health Issues Centre, a consumer advocacy agency, provided advice on and 
facilitated consumer aspects of the project. 

 The Monash Institute of Public Health was the local qualitative evaluator. 

5.1.2 Key interventions 
The project selected three key areas for implementation across the project sites: 

 Establishment of stroke units, including the appropriate infrastructure, training and 
initiation of protocols and processes for discharge, referral and communication (eg 
nominated staff person for family liaison, provision of information to 
patients/carers, family involvement in decision-making); 

 Adoption of protocols for acute stroke management (transient ischemic attack, 
intracerebral haemorrhage, cerebral infarct and dysphagia); and 

 Clinical outcomes measures to demonstrate adherence and variation to the 
evidence as well as recognised measures for determining stroke deficit (modified 
Barthel Index, NIH Stroke Score and modified Rankin Scale). 

These were informed by an analysis of available evidence, including guidelines 
published by the Royal College of Physicians, “National Clinical Guidelines for Stroke” 
and “Measuring Clinical Outcome in Stroke: Acute Care”, supplemented by a review 
of existing protocols and guidelines in place across the Consortium. 

The chosen interventions, whilst reflecting the best available evidence, were subject 
to a number of constraints as discussed below. 

5.1.2.1 Constraints 
The project accepted from the outset that three of the four participating sites would 
never be able to fully comply with all of the requirements within the evidence for 
stroke units – for example, a geographically co-located space for acute stroke 
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management would be an insurmountable organisational barrier.  The interest was in 
identifying what could be achieved and improved, in the absence of a formal unit, 
within a general medical setting, through ‘surrogate stroke units’ – the 
multidisciplinary teams of clinicians providing care. 

The centrality of the stroke ‘unit’, coupled with the local implementation strategy (see 
next section), resulted in a strong emphasis on team building, leadership and team 
functioning within this project.  However, whilst the available evidence outlines the 
structural components of functional stroke units, it does not identify quantifiable 
measures of their effectiveness.  The project had to grapple with a range of issues 
arising from this gap in the evidence.  

5.1.3 Local implementation strategy 

The project’s interpretation of the central CSSP aim, i.e. to embed the best available 
evidence routinely in clinical practice, resulted in an explicit decentralised strategy of 
local site implementation.  The rationale for this approach was based on the belief 
that the factors that hinder the uptake of evidence are related to management, 
knowledge, and organisational and interpersonal variables, and that for real learning 
and sustained change to occur, local sites needed to have autonomy in 
determining how to implement strategies to improve care within their own 
unique settings.   

This resulted in a project structure in which: 

 The centralised Project Executive and Project Board provided the necessary 
infrastructure such as project management and data entry, convened working 
parties, and coordinated the requirements of the project’s business case; and 

 The real action occurred at the local hospital level. 

5.1.3.1 Developing the strategy 

Development of the local implementation strategy was not an easy process, involving 
considerable debate at the project management level between: 

 Centralised control and uniformity of implementation across sites – a “hands-on’ 
orientation; and 

 Devolved responsibility for implementation to the local sites – “hands-off”. 

Finding the right balance between providing centralised project guidance and 
enabling local site autonomy was a complex implementation issue for project leaders.  
This hands-on/hands-off tension was characterised by one project participant as 
being somewhat akin to the teaching-learning dichotomy. 

From the local site perspective, the local implementation strategy generated anxiety, 
particularly during the early stages as they grappled with what the project was about 
and what they were being required to do.  

Over time, the tension within the project abated as: 

 Project management adjusted its activities in the light of site feedback; and 

 Sites became clearer about their roles and actively engaged in the processes of 
designing local strategies. 
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5.1.3.2 Local learning opportunities 
The most important consequence of the local implementation strategy was the 
creation of opportunities for real learning to occur at each site as teams worked on 
contextually relevant activities for putting the agreed evidence into practice.  This 
learning encompassed a myriad of discrete lessons about the structures and 
processes of care provision at the personal, team and organisational levels.  From the 
overall project perspective, therefore, a major emphasis was on understanding the 
emergent lessons about the factors that influence the likelihood of successful 
implementation of evidence into practice. 

5.1.4 Clinicians 
As a consequence of the emphasis on the stroke ‘unit’/team, the term ‘clinician’ within 
this project was used from the outset to include all health professionals contributing to 
the acute management of stroke – doctors, nursing and allied health.  

Implementation of an inclusive multidisciplinary approach to quality practice 
improvement was not however easy.  Many of the issues associated with the 
application of evidence related to tensions between Evidence Based Medicine and 
Evidence Based Practice, including: 

 The difficulties in identifying measures indicative of team performance (as distinct 
from doctor or hospital performance); 

 Variations between professional groups in their understanding of evidence based 
practice; 

 Debate about the suitability of applying the medical construction of an evidence 
hierarchy (EBM) to evidence from other disciplines; and 

 Lack of incentives for other disciplines to collect data focussing predominantly on 
medical components of team performance. 

5.1.5 Project structure 
The project management/organisational structure evolved during the life of the 
project.  The key groups were: 

 The Project Board with representatives from all consortium partners, responsible 
for governance of the project. 

 The Project Executive, comprising the co-chairs of the Board and the project 
manager; 

 Working groups of varying duration, each with across-site representation and a 
different focus; 

 A Consumer Reference Group; and 

 The local site clinical teams. 
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5.2 Project plan and activities 

5.2.1 Developmental phase 

The substantial delay between submission of the Monash proposal to conduct a CSS 
project and receipt of notification of the proposal’s success had downstream 
consequences for the developmental phase.  Particular difficulties included: 

 A loss of momentum (which has important negative consequences for change 
processes); 

 Staff changes in the intervening period (including the departure of the Network’s 
CEO), resulting in both a loss of corporate memory and the need to renegotiate 
agreements; and 

 Lack of contact between consortium partners who had no common purpose 
beyond the proposal to sustain engagement. 

The project noted that it took six months to re-establish the level of understanding and 
interest that had been present at the time of proposal submission. 

During the development phase, activities focussed on: 

 Establishing the infrastructure and processes necessary to support the project 
(including contract negotiations, and ethics approval); and  

 The more detailed design work (eg the establishment of four across-site working 
parties). 

Following this phase, the project plan was divided into four consecutive cycles based 
on the plan-act-study-do methodology.  Each cycle concluded with a Review Day in 
which teams from across the sites came together to share experiences and outline 
future plans. 

5.2.2 Cycle One (6/11/00 – 23/3/01) 

Based on the outputs from the working parties, a case report form (CRF) was 
designed that would enable data to be collected within a dataset that would monitor 
adherence to and variation from best practice in pharmaceutical, diagnostic and 
therapeutic management of acute stroke.  These data reflected a series of clinical and 
organisational indicators based on protocols that had been developed and 
disseminated to the sites.  A resource and training manual was developed that 
included the protocols, the CRF and supporting evidence, and a training manual for 
educating staff in the use of the NIH stroke score.  This manual was distributed to a 
contact person in each site with the instruction to commence data collection. 

This signalled the commencement of the local implementation strategy – the sites 
were each provided with the information on evidence, the protocols to follow and the 
mechanism to collect data on their performance.  The onus was on the sites to 
develop the necessary communication strategies, education and team processes to 
commence participation in the project.   
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At the Review of Cycle One, it was apparent that the multitude of tasks associated 
with operationalising the project at the local level was proving to be onerous for 
teams.  Difficulties identified included the following categories: 

 Communication between project and sites, and within sites, and local 
understanding (eg lack of clarity regarding project requirements); 

 Contextual barriers (eg staff rotations impacting on training, patients difficult to 
locate within organization, nursing shortages); and 

 The CRF itself. 

5.2.3 Cycle Two (9/4/01 – 17/8/01) 

To address the difficulties identified by local teams, the project adopted the following 
strategies: 

 Revision of the CRF (through a multi-site working party); 
 Elevation of the site contact role to ‘site coordinator’ with the provision of 

discretionary funds to each site to facilitate this role; and 
 A project newsletter to provide more detailed project information and direction to 

all sites. 

No new interventions were introduced during this cycle as teams continued to grapple 
with the challenges of implementation.  Information provided to teams during this 
cycle included: 

 Paper-based data reports; 

 Results from the Stroke Unit Audit25; and 

 Results from a CSSP Staff Survey.   

At the Review Day, the project reported that local teams showed greater awareness 
and ownership of the process, and had initiated a range of local strategies to address 
some of the key challenges identified in Cycle One.  Outcomes included: 

 Development of a family meeting to address the self-identified need to improve 
communication between team and patients/families; 

 Ongoing work with the ED to achieve greater compliance with the timeframe for 
dysphagia screening; 

 Establishment of internal protocols for improving data collection; 

 Relationship building both within the team and with other hospital departments; 

 Growing awareness of the evidence supporting practice; and 

 Increase in the skill base for nursing staff following the introduction of the 
dysphagia screening tool. 

                                                 
25 Based on The National Sentinel Audit for Stroke: A Tool for Raising Standards, Clinical Effectiveness 
and Evaluation Unit, Royal College of Physicians, October 1999. 
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5.2.4 Cycle Three (26/9/01 – 15/2/02) 
Local teams were invited to develop local interventions for Cycle Three and provided 
with a reporting framework to assist them with the planning, monitoring and review 
process for these initiatives.  Three teams chose consumer interventions.  

At the project level, information and support for local sites during this cycle included: 

 Paper-based data reports; 

 Several newsletters on different topics of relevance to the project; 

 Establishment of a working party to determine education priorities for allied health 
and nursing; and 

 Focus groups and interviews with consumers at two hospital sites. 

The project reported that at the Review Day it was evident that there had been 
significant shift towards embedding a culture of continual practice improvement.  The 
focus was on refinement and simplification of the process; and on detailed planning 
for the sustainability of the project through goal setting, action plans and nomination 
of key result areas.  Each team devised key areas for improvement based on the four 
elements of: evidence based practice, clinical participation, organisational 
participation and consumer participation.  They identified clear and measurable 
outcomes for their next set of activities, e.g.:  

 Screen 100% of patients within first 12 hours of admission; 

 Complete 90% of NIH scores in timely manner for all stroke patients; 

 Ensure 100% consumers receive information packs; 

 Enhance team communication and participation through a monthly staff meeting 
with the objective of 75% attendance. 

5.2.5 Cycle Four (19/3/02 – 2/8/02) 

During this cycle, the project undertook the following activities to support the local 
teams: 

 A second staff survey; 

 A second Stroke Unit Audit;  

 Finalisation of and training in the web-based Acute Stroke Database; and 

 The development of a business case to assist sites in sustaining project activities 
after formal project completion. 

Outcomes from the local teams are unknown as the Review Day was scheduled for 
2nd August 2002, a date after the submission of the Final Report on the Project (and 
so outcomes were not available to inform this report). 

5.3 Project processes - qualitative evaluation 

This section summarises observations about the processes of implementing the 
elements of the CSS model within this project.  It is based on a synthesis of 
information from the Final Project Report and the separately presented qualitative 
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evaluation report from the Monash Institute of Health Services Research.  This 
evaluation involved over 150 interviews, 15 focus groups with project participants, 
participant observation at over 50 project meetings and analysis of project 
documentation.  This synthesis generally follows the categories outlined in the Local 
Evaluation Report26. 

5.3.1 CSS elements - interdependency 

The overall evaluation findings suggest that, whilst each element of the CSS model 
created its own challenges, and operationalising each stimulated continuous debate 
at all project levels (site, Executive, Board), the critical methods used by the project to 
implement each element were to a large extent interdependent.   

5.3.2 Adopting evidence-based practice 

5.3.2.1 The nature of evidence 

The ‘nature of evidence’ was varyingly interpreted within the project.  At the heart of 
the debates was the issue of the legitimacy of forms of evidence other than those 
defined within the medical hierarchy of evidence (EBM).  This had particular 
significance for non-medical disciplines within the stroke team whose ‘practice 
evidence’ had not been derived through RCTs and so did not translate into medically 
imposed categorisations.  It also impacted upon interpretations of consumer 
involvement and aspects of care which made sense logically (eg communication) or 
ethically but which had not been subjected to the scientific rigor used to generate the 
medical hierarchy.  (This is addressed in more detail in Chapter 10). 

5.3.2.2 Understanding the process 

Whilst the general principle of evidence-based practice was welcomed at all sites, 
especially in the form of guidelines, understanding the basics (eg searching for 
evidence and critical appraisal) was less well-developed, particularly amongst allied 
health and nursing.  This was however enhanced over time.  Clinical champions (from 
all disciplines) exerted a positive influence on their peers.    

5.3.2.3 Training 

The quality and scope of site-specific training varied across sites, due to resource 
issues and difficulties in access to shift workers.  The presence of enthusiasts within 
teams assisted their peers, and some sites had dedicated resources and time to 
provide in-service training sessions.  At other sites, training constituted referral to the 
project’s resource manual.  Clinicians suggested that more training would have 
assisted them in their implementation. 

                                                 
26  Both the Final Project Report and the Local Evaluation Report contain a myriad of important 
observations and lessons about the specific processes of implementation at both the project and site 
levels and this synthesis cannot conceivably address all aspects of interest to potential readers.  Instead 
readers are encouraged to read the original Reports in areas of interest.  
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5.3.2.4 Crossing organisational silos 
The project underestimated, at least initially, how implementation of best available 
evidence in stroke care necessitates support from a number of other hospital 
departments, such as administration and emergency, not just those providing the 
care.  For example, hospital policy can reclaim designated stroke beds either long-
term (as happened due to the hospital restructure at Frankston) or short-term (to 
maintain acute admission beds and avoid hospital penalties incurred for ambulance 
bypass).  This has a direct impact upon the functioning of a stroke team and the 
effectiveness of the care provided. 

5.3.3 Developing sustainable and continuous practice improvement 

5.3.3.1 Changing the existing culture  

The existing culture into which the project attempted to embed continuous practice 
improvement was characterised by the project as a “plan-do, plan-do” culture, 
adopted predominantly in response to resourcing levels which promote activity but 
leave little room for reflection and learning.  Shifting such a culture to one in which 
clinical teams have the ability to review the evidence, update interventions, collect 
data to monitor performance and disseminate their findings is both a lengthy process 
and resource intensive. 

Both the project and the local evaluator provided evidence that local teams started 
from a position of no experience with the process of continuous practice improvement 
and gained extensive experience in this process through project involvement.  This 
was evident through the changing emphasis within teams, as they learned more 
about the processes involved, their unique contexts and the effects of their 
implementation strategies within those contexts.  The maturation observed in teams 
over the Review Days was a clear indication of this changing culture. 

5.3.3.2 Measurement 

The CRF emerged as the result of across-site working groups as the means for 
collecting data and hence monitoring performance.  The focus on stroke teams within 
the project made determination of indicators for measurement problematic.  The only 
exemplars available were pharmaceutical in nature or the ACHS quality improvement 
indicators.  In the absence of examples on how to measure and evaluate success, the 
early tendency was to collect too many data items through the CRF.  This resulted in 
both an onerous task for the teams, and large amounts of missing data.  The 
modification to the CRF resulted in a less ambiguous and more user friendly form, 
although data collection remained incomplete.   

For some team members, the dominance of a medical focus in both the interventions 
and the measures incorporated within the database resulted in a sense of being 
disenfranchised within the process – the emphasis was on the team, but the 
contributions of all teams members were not reflected in the data.   
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5.3.3.3 Data collection 

Throughout the project it was a major challenge for the teams to reduce the volume of 
missing data.  Although the process became less onerous over time, and teams 
understood its importance within the project, barriers continued.  These included: 

 Variable commitment within teams and reliance on efforts of one or two individuals 
to ensure forms were completed; 

 Data collection was seen as yet another task added to existing heavy workloads; 

 Difficulties in engaging medical staff, partly due to rotation but also due to a lack of 
data feedback (see next section); 

 Patients admitted to other areas and missed due to non-existent or inefficient 
systems for identifying them; and 

 Small numbers of patients in some instances was a disincentive to establish 
systems to collect data. 

Despite the difficulties, the reducing amount of missing data, and hence the 
increasing documentation of team performance (adherence/variation to protocols) 
was a major project outcome (see section 5.4.2). 

5.3.3.4 Data feedback 

There were no agreed datasets or any supporting information systems prior to the 
project and the resultant difficulties in determining the data for collection and the 
collection process itself meant that the project struggled to provide clinical teams with 
meaningful feedback.  Original data reports were of poor quality and not user friendly 
and the development of the final web-based system was a lengthy process, requiring 
continual modification.  In part this was due to the lack of clarity in specifications and 
an underestimation of the time needed to establish the database.  This delay caused 
frustrations for clinical teams who were struggling to collect the data in the absence of 
meaningful feedback. 

The final web-based system (developed by InfoXchange) provides automated reports 
on adherence and variance to authorised users.  Teams were trained in its use during 
Cycle Four.  It is a dynamic database and its reporting structure was designed to 
provide useful, easily understood feedback to teams.  Some concerns existed about 
the potential inflexibility of the automated reporting structure within this database to 
support continuous practice improvement beyond the life of the project, as clinical 
teams become interested in particular questions not currently accommodated within 
the structure or as new evidence emerges. 

5.3.4 Clinical leadership 

5.3.4.1 Definition 
The local evaluator reported that whilst there was acceptance that the project 
implementation needed to be led by clinicians to ensure sustainability and 
transferability, the definition of what this meant was a disputed issue that stimulated 
debate throughout the project.  ‘Clinician’ was perceived by some to connote 
‘physician’ with clinician leadership being the domain of the medical profession.  For 
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others, the term was inclusive of all professional groups involved in the clinical team.  
At the outset, the clinicians on the Project Board were all doctors and it was only after 
the prominent role of nursing and allied health in project operations became apparent 
that Board members voiced some concern about the lack of multidisciplinary 
representation at that strategic level within the project (12 months into the project).  
Subsequently a nurse manager and an allied health professional were invited to join 
the Board. 

5.3.4.2 Leadership in action 

The local evaluator reported that: 

 Excellent examples of clinical leadership emerged in the project across all sites 
and professional disciplines; 

 The most effective clinician leaders were those who created shared values with 
their teams, immediate colleagues and collaborators; 

 Both formal and informal leaders made positive contributions; 

 Clinicians with less formal teamwork experience (eg junior medical staff) were less 
likely to demonstrate leadership; 

 Clinician leaders required a clear understanding of possible organisational 
obstacles to project implementation and effective negotiation skills to obtain 
cooperation from the wider organization; 

 The local implementation strategy worked well at times but may not have provided 
sufficient support to teams experiencing severe organisational difficulties or local 
leadership problems; and 

 Project participants believed that insufficient attention had been given to 
leadership and to training for leadership roles throughout the project levels. 

5.3.5 Consumer participation 

The project reported that it grappled with how to achieve genuine consumer 
participation that transcends the inclusion of consumers into existing practices and 
structures.  Early difficulties included: 

 Uncertainty about the most effective way to engage consumers and carers; 

 Some participants questioning the ‘evidence-base’ for consumer participation; 

 The acute focus of the project (the first 7 days) posed logistic problems for 
consumer/family involvement in decision-making (a major criteria for effective 
consumer participation); and 

 Inexperience amongst clinical teams in consumer involvement. 

The first phase of consumer participation involved: 

 Consumer representation on the Project Board (the Health Issues Centre); and 

 The development of a Consumer Reference Group. 
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During the later stages, the local evaluator reported that Board members and some 
sites became more engaged: 

 Clinician leadership was important to this engagement – e.g. the championing of 
consumer integration by the West Gippsland site energised other sites; 

 The Board’s ambivalence changed to acceptance so that by October 2001, the 
Board specifically focussed its meeting on strategies to assist hospital 
departments to develop greater awareness of consumer concerns; 

 By project end, all sites were exploring the most appropriate model for consumer 
involvement, although it is apparent that this will vary between sites due to 
contextual differences. 

The project also reported that for the staff at West Gippsland, the most important 
project outcome was their increased awareness of the needs of consumers. 

5.3.6 Variation between sites 

The project experience indicates that the variation between participating hospital sites 
impacted differently on what each was able to achieve.  The local evaluation report 
provided details on these differences, which are summarised below. 

5.3.6.1 Monash Medical Centre 

This hospital has a dedicated stroke unit of 16 beds and a permanent multidisciplinary 
team and, since the end of Cycle One has employed a stroke coordinator.  Staff 
turnover is high and clinicians from all disciplines have felt the need for ongoing 
training to support evidence-based practice.  The ward clerk assumed responsibility 
for completing CRFs, but overall data was insufficient to inform practice, with some 
exceptions (e.g. the inappropriate feeding of some patients).  The project fostered 
team development and the team engaged an external consultant to facilitate this 
process further.  The nurse manager played an important role in providing a link to 
other nursing staff, but turnover and shortages of nurses were problematic, and the 
nurse manager often needed to complete the nursing component of the CRF.  The 
medical registrar was responsible for the medical component of the form, and this 
completion depended upon the registrar’s level of interest and commitment. 

The two major organisational challenges were engagement with the Emergency 
Department and broader hospital policy to avoid ambulance by-pass.  A range of 
strategies were instituted to address dysphagia management in the ED, including a 
process for notification of a stroke patient in ED, a protocol for ED use and the 
dysphagia screening tool was currently being validated prior to implementation in ED.  
A business case for a stroke liaison position between ED and the stroke unit was 
being prepared.  Similarly the team had put a proposal to administration to have 
protected stroke beds in exchange for efficiency throughput. 

5.3.6.2 Cabrini Hospital 

As a private hospital, Cabrini does not have on-site medical staff, a social worker or 
occupational therapist.  There is no formal stroke unit, but there are 8 designated 
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stroke beds in a new ward, although the hospital policy gives priority to surgical 
patients, so these beds are not always occupied by stroke patients.  There is a stroke 
team but no formal system for clinical meetings (impacting on communication and 
review).  Numbers of stroke patients are small.  The medical clinical leader of the 
project did not have hierarchical authority within the organization.  Resourcing within 
the hospital did not accommodate the project, so a part-time funded position of site 
coordinator was established (one day per week), although this was seen as 
insufficient. The departure of the nurse manager early on in the project left a gap that 
took some time to fill.  As the only on-site clinical group, nursing played a pivotal role 
at this site and training needed to be continuous to support effective practice.  

The introduction of an Emergency Department in February 2002 created new 
challenges to ensure protocols were followed.  There was some lack of organisational 
support for consumer involvement (eg delays in ethics approval for focus groups of 
stroke patients resulted in abandonment of this initiative).  Some project 
developments at this site included the increased skill and confidence amongst nursing 
staff (especially dysphagia screening), an increase in the availability of speech 
pathology services (from 5 to 7 days per week), and a draft consumer booklet for 
stroke patients and their families. 

5.3.6.3 Frankston Hospital 

Whilst clinical leadership at this hospital supported evidence-based practice, and 
indeed an extensive stroke protocol existed prior to the project, Frankston struggled to 
engage in all aspects of the CSSP.  Barriers included resource constraints, rotating 
staff and difficulties in maintaining clinician training, coupled by a hospital restructure 
in which, for a period of four months, it was not possible to admit stroke patients into a 
specialised area.  When the ward returned to its previous configuration, the nursing 
staff had left the team, requiring new staff to be hired and trained.   

The appointment of a stroke liaison nurse in December 2001 had a dramatic impact 
within the project in terms of data compliance, training of nursing staff, 
communication, and in the location of patients throughout the hospital.  The 
appointment of a neurologist at the end of Cycle Three increased clinical support and 
the number of stroke rounds.  Consumer participation at this hospital was affected by 
applications to the local research and ethics committee.  The project was required to 
resubmit twice before approval for the project was given.   

5.3.6.4 West Gippsland 

This regional rural hospital has no discrete stroke unit and admits 50-80 stroke 
patients a year into a general medical ward under a treating physician or a general 
practitioner.  Low numbers, competing pressures and a lack of resources created 
difficulties for data collection, and the nurse manager acted as site coordinator, 
assuming responsibility for CRF completion.  This however could not be sustained 
and data collection diminished by the end of Cycle Two, hence impacting upon 
protocol adherence.  NIH data was collected sporadically, and due to three monthly 
registrar rotations, difficulties in training to conduct assessments were experienced.  
Dysphagia screening was beneficial to nursing practice and reduced the speech 
pathologist’s workload.  The team adopted a broader view of evidence than was 
reflected in other sites, expanded their implementation beyond the acute phase, and 
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emphasised consumer involvement.  Team development was a key outcome at this 
site with a consumer focus as the driver for engagement.  A multidisciplinary 
approach to the development of a local approach to stroke care was important.  The 
establishment of a consumer and staff liaison worker to improve communication and 
the initiation of the family meeting were seen as important components of this 
process. 

5.4 Project Outcomes 

Before considering outcomes from this project, it is important to acknowledge the 
limitations imposed by the two year time-frame on project achievement, particularly in 
view of the scope of the project and the difficulties in establishing a meaningful, user-
friendly mechanism for providing teams with timely feedback on their performance.   

Discussion of project outcomes is presented in the following categories: 

 Health outcomes for patients; 

 Protocol adherence and systems performance;  

 Changes in organisational culture; and 

 Learnings derived from experience.  

5.4.1 Health outcomes for patients 

It was recognised from the outset that it would not be possible to demonstrate 
improvements in health outcomes for patients within this project due to: 

 Lack of appropriate outcome measures; 

 Length of patient recovery time for stroke – the project focussed on the acute 
phase (first seven days), and there is an approximate three month lag from the 
acute phase to patient recovery to the full extent, during which important 
rehabilitative interventions occur; and 

 A lag in aggregated data time – relevant aggregated data from current data 
systems generally take three months to obtain (due to coding, collation and 
checking processes). 

Therefore the project made the important assumption that “if the evidence for better 
practice can be demonstrated to have been put into practice, then we assume that 
health outcomes will have been improved as well, i.e. by definition, the evidence of best 
practice implies that the researchers of that evidence proved the assumption.” 27.  

In retrospect, the project noted that this assumption was not so clear-cut.  The 
implementation of the evidence for a geographically located stroke unit highlighted 
many gaps within the evidence – e.g. which elements of the “unit” were critical, or was 
it the combined effect of all elements? 

Given the project’s assumption about health outcomes, it is therefore important to 
consider the available project evidence for change in clinical performance towards 

                                                 
27 Monash University Consortium Clinical Support System Project. Final Report August 2002. p.5-3 
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better practice.  In addition to the qualitative evaluation discussed previously, the 
project provided two other forms of evidence in this regard: 

 The data within the database pertaining to protocol adherence and systems 
performance; and 

 Results from staff surveys over time indicative of a changing organisational 
culture.   

These are discussed separately below. 

5.4.2 Protocol adherence and systems performance 

The project’s web-based database (at http://www.cssp.infoxchange.net.au/) contains 
a reporting module for the data generated by the project. This reporting module 
produces standard reports that can be varied according to hospital and according to 
time period.  When selecting time period(s) for reporting, there is a set of default time 
periods, which reflect key stages in the project’s development.  Given this 
relationship, the data presented here uses these default periods. These periods are: 

 Period 1 — 1 January 2001 to 9 April 2001 (99 days); 

 Period 2 — 10 April 2001 to 10 September 2001 (154 days); 

 Period 3 – 11 September 2001 to 1 March 2002 (172 days); and 

 Period 4 — 2 March 2002 to 16 May 2002 (76 days). 

In presenting key outcomes from the project with respect to protocol adherence and 
system performance, it is important to consider the following: 

1 This database is dynamic and changes over time, as new data are added. 
Consequently, the data presented in this Evaluation Report may differ from that 
contained in the project’s report, since it has been derived, in part, from our own 
analysis of the database, conducted some time after the receipt of the project’s 
report28.   

2 It is clear from our limited analyses, and indeed the project acknowledged this in 
their report, that data anomalies exist within this database which had only been 
fully accessible to clinical teams since May 2002. 

3 There are no significant variations in the characteristics of patient populations 
(sex, stroke type or secondary stroke) that would affect outcomes, over time29.  

4 Whilst reports on all hospital sites can be accessed through this database, data 
reported here pertains to Monash Medical Centre unless otherwise stated – this 
does not reflect a Monash-centric approach, but rather that its patient numbers are 
greater and the Monash team, as reported by the project, had been the most pro-
active in data collection to inform practice.  

                                                 
28 Our investigation of this database was to explore the data further – however it was constrained by the 
limitations of the data available (i.e. only two dimensional summary reports) 
29 This is based on our own independent chi-squared analysis of the distributions of patients for each 
characteristic separately. 
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5.4.2.1 Protocol adherence 

The project developed protocols and collected data for seven clinical interventions 
pertaining to the management or investigation of: 

 Transient ischaemic attack (TIA); 

 Cerebral ischaemia (CI); 

 Atrial fibrillation; 

 Secondary prevention; 

 Adverse events; 

 Dysphagia; and 

 Intracerebral haemorrhage. 

Data to inform on adherence/variation to these protocols are collected through the 
CRF by the local clinical teams and entered into the database, from which standard 
primary reports can then be generated on each team’s performance in accordance 
with particular protocols – adherence/variation/missing data.  The latter is important 
feedback to teams as each protocol comprises a number of data elements (the TIA 
protocol report, for example, is based on six data elements) so missing data on any 
element means a determination of protocol adherence/variation cannot be made.  
Teams can access data on specific protocol elements through secondary reports and 
are thus provided with useful information upon which to base practice improvement 
strategies to address protocol variation or missing data elements.   

Given that the protocols were new to the teams (project determined), and in view of 
the organisational barriers teams faced in data collection, increases in reporting 
within protocols are important outcome measures. 

Increased reporting - an outcome measure 

Based on our analysis of the Monash Medical Centre data, it is clear that there was a 
consistent trend across most protocols of increased rates of complete reporting by the 
team.  The strength and consistency of these increases indicates a substantial 
positive impact on team performance with respect to reporting.  The following 
examples are provided to illustrate this trend. 
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Figure 3 presents the changes in reporting within the TIA protocol across the four 
periods, and analysis indicates a statistically significant increase30.  As stated 
previously, complete reporting against this protocol is based on 6 data items.  These 
are: time from admission to CT scanning; carotid duplex, echocardiogram, dysphagia 
screening, risk factor profile and discharge medication. 

Figure 3. Reporting for TIA protocol, by period (Monash Medical Centre) 
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Figure 4 presents the changes in reporting against the protocol for Atrial Fibrillation 
within the same four periods.  Complete reporting is based on 3 data items – type of 
atrial fibrillation, discharge medication in relation to stroke type and warfarin 
utilization.  The increased changes suggested by this figure are supported by 
statistical analysis 31 

Figure 4. Reporting for atrial fibrillation protocol, by period (Monash Medical Centre) 
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30 (χ2 = 30.41, 3 degrees of freedom, p < 0.0001) 
31 (χ2 = 21.98, 3 degrees of freedom, p = 0.0001) 
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Figure 5 presents the changes in reporting for the secondary prevention protocol, 
based on two data items – admission medication by stroke type and discharge 
medication by stroke type.  These changes are supported by statistical analysis 32 

Figure 5. Reporting for secondary prevention protocol, by period (Monash 
Medical Centre) 
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Increases in the reporting of data necessary to determine whether or not an adverse 
event has occurred across the four periods are illustrated in Figure 6 (this is not to be 
confused with an increase in adverse events themselves).  Within the project, adverse 
events included aspiration and subluxed shoulder, and accurate data in this area of 
clinical management is an important source of feedback to clinical teams.  These data 
reporting increases are statistically significant 33.   

 
Figure 6. Reporting for adverse outcomes determination, by period (Monash 
Medical Centre) 
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32 (χ2 = 51.07, 3 degrees of freedom, p < 0.0001). 
33 (χ2 = 66.62, 3 degrees of freedom, p < 0.0001). 
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Protocol adherence/variation 

Complete reporting for each protocol is a necessary precondition for determining 
adherence/variation to the protocol.  As the team increases its reporting rate, it is able 
to increasingly access feedback on its performance in implementing the best available 
evidence embodied within the protocol.  The project reported increases in adherence 
rates for each protocol as summarised in Table 2 below.   

However it should be noted that these are increases in known adherence rates, 
expressed as a proportion of the total number of eligible patients, which therefore 
includes adherence, variation and those for whom data is missing and therefore for 
whom adherence or variation from best practice care is not known.  When missing 
data were removed, our independent analyses of known adherence/variation rates 
over the four periods did not show statistically significant increases in 
adherence/reductions in variation for the protocols.  Nevertheless this should not 
diminish the importance of the outcomes reported by the project since they represent 
increased knowledge of adherence where, prior to the project, no such knowledge 
had existed. 

Table 2: Known protocol adherence over time (Monash Medical Centre) 

KNOWN PROTOCOL ADHERENCE FROM TO 
Transient ischaemic attack 73% 88% 
Cerebral ischaemia 43% 59% 
Atrial fibrillation 20% 44% 
Secondary prevention for stroke 32% 87% 
Recording for adverse events determination 34% 89% 
Dysphagia screening 14% 32% 
Intracerebral haemorrhage 14% 67% 

5.4.2.2 Systems performance 

The project selected a number of indicators to assess the performance of processes 
and systems in the management of acute stroke.  These were: 

 Time from stroke event to admission; 

 Time from admission to unit; 

 Stroke unit admissions; 

 Time to CT scan; and 

 Length of stay. 

Each is briefly addressed below. 
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Time from stroke event to admission 

With the availability of anti-platelet and, where indicated, anti-coagulant drugs, the 
sooner a stroke victim can be diagnosed and treated, the better the chance of 
avoiding long-term damage.  The project reported small reduction in time over the life 
of the project 34. 

Time from admission to unit 

This provides an assessment of organisational processes to ensure that the right 
patient is in the right ward at the right time.  The project reported important reductions 
in time to unit at Monash Medical Centre over the course of the project.  This in turn 
has important implications for improvements in care (there was no stroke unit prior to 
the project).   

Our exploration of the data, for which we removed two extreme outliers (one for 
period 3 – 209 hours, and one for period 4 – 747 hours), confirmed the trend reported 
by the project35.  The Figure 7 depicts the reduction in time to unit. 

Figure 7 Average time from admission to unit (hours) by period, adjusted for 
outliers (Monash Medical Centre) 
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Stroke unit admissions 

Stroke unit admissions remained consistently high over the project as illustrated in 
Table 3. 

                                                 
34 We were unable to further explore this indicator - there was at least one instance of a negative time 
value within the data (which may be meaningful in the context of these admission processes), and so, 
given the summary nature of the reports and the inability to identify the negative values separately, our 
analysis and interpretation of the data on this item within the database was impracticable. 
35 There may be other such outliers, which would not be identifiable from the data available to us. We 
attempted an analysis of variance with these two outliers removed. However, in doing so, we uncovered 
an apparent error in the calculation of standard deviation for the Period 4 data. This apparent error may 
be due to use of an uncommon method for calculation of standard deviation as presented on the Web 
site, rather than a true error. Given this problem, the analysis of variance was not able to be performed. 
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Table 3: Stroke unit admission by period (Monash Medical Centre) 

 Period 1 Period 2 Period 3 Period 4 Total all periods

 Patients % Patients % Patients % Patients % Patients %

Admitted directly to unit 40 93.0 153 97.5 190 97.9 59 93.7 442 96.7
Not admitted directly to unit 3 7.0 4 2.5 4 2.1 4 6.3 15 3.3

Total 43 100.0 157 100.0 194 100.0 63 100.0 457 100.0

Time to CT scan 

This item was identified as one of the important diagnostic steps in the clinical 
process, and the project felt that the sooner this was done, the better for patient 
outcomes.  However control of performance in this area was mostly outside of the 
stroke unit (residing instead with the imaging department) and reporting against this 
item was poor, indicating an area for practice improvement for the team. 

Length of stay 

This was chosen as a crude indicator of efficiency and the project reported a 
reduction in average length of stay over the project.  Our one-way analysis of 
variance did not support this (see Table 4).  However there was a discernible 
downward trend in the median length of stay across the periods, which, when coupled 
with doubts about the utility and reliability of the analysis of variance method in this 
context36, suggests that the outcome reported by the project may be supportable. 

Table 4: Analysis of variance of length of stay (days) by period (Monash Medical Centre) 

 Period 1 Period 2 Period 3 Period 4 Total 
Number of patients 41 151 183 60 435 
Mean length of stay (days) 13.32 11.20 11.15 12.08 11.50 
Standard deviation (days) 17.58 10.34 11.91 16.51 12.74 

It is also important to place the downward trend in length of stay at Monash Medical 
Centre within the context of average length of stay performance of equivalent 
Victorian hospitals for patients diagnosed with stroke-related conditions (as accessed 
by the project from the State’s VAED data).  The project report stated that whilst the 
2001/2002 data would not be released until October 2002, for the 2000/2001 period, 
the average length of stay had increased by about 4.6% for both teaching hospitals 
(A1 category) and metropolitan hospitals (A2 category).  Moreover the VAED is 
adjusted (eg for inliers and outliers) which the Monash database does not 
accommodate.   

                                                 
36 In carrying out this analysis, we must note that there is considerable variation in the standard 
deviations for length of stay, across the four periods. In addition, patient lengths of stay typically are not 
normally distributed—in the statistical sense. Both of these facts reduce the utility and reliability of the 
analysis of variance method. This observation casts some doubt on the validity of the result of the 
analysis of variance—more so as there is a discernible downward trend in the median length of stay 
across the four periods. This suggests that the project’s conclusion may be supportable. More robust 
techniques, such as Kruskal Wallis analysis, would allow this conclusion to be unequivocally confirmed 
or refuted (statistically), but require access to the individual patient level data. 
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5.4.3 Changes in organisational culture  

5.4.3.1 Staff surveys and attitudinal changes 

The project explored the attitudes/perceptions of clinical team members in a number 
of key areas through surveys conducted in September 2001 and June 2002 and 
found improvements in: 

 Understanding and use of evidence based practice; 

 Support for some form of continuous practice improvement process; 

 Awareness of and support for consumer participation; and 

 Awareness and recognition of CSSP. 

Interestingly views on leadership worsened over time.  The project suggested, and 
there was qualitative evidence to support this suggestion, that this could be attributed 
to an increased expectation about leader performance and less acceptance of poor 
performance in this area. 

Table 5 provides examples of questions within the Staff Survey to illustrate the 
changes over time. 

Table 5: Changes in staff survey responses 

Staff Survey  - Question Examples Sept. 2001 
% agree 

June 2002 
% agree 

The use of clinical guidelines is an appropriate way to translate 
evidence into practice 

89% 95% 

The review of clinical practice assists in the overall improvement 
of clinical services at my hospital 

72% 82% 

There is good communication between the clinical leader and 
team members 

84% 74% 

Consumer feedback is acted on at my hospital 48% 65% 
Participation in CSSP is contributing to improved clinical practice 56% 69% 

These changes are important indicators of the project’s efforts to embed a culture of 
continuous practice improvement since they occurred within a context of continual 
staffing changes, i.e. they are not so much reflections on individual learning (as would 
be the case if the same clinicians had responded to both surveys), as changes within 
the culture in which a mobile workforce practises.  

5.4.3.2 Staff morale 

The project reported that the formation of the stroke unit at Monash Medical Centre 
halved the rate of sick leave for staff (a surrogate for staff morale) and was sustaining 
this improvement within a context of ongoing pressure for access to beds for non-
stroke emergency patients and large numbers of patients occupying beds as they 
await alternative placements. 
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5.4.4 Experience-derived learnings 

The qualitative evaluation provided evidence of substantial learning having taken 
place as a consequence of project involvement, at both the site and project levels.  
These learnings are important project outcomes and they are summarised below, 
according to the evaluator’s categorisations. 

5.4.4.1 Integrating evidence with CPI 

Sites have a greater understanding of what is involved in integrating evidence with 
continuous practice improvement; including the need for; 

 Training in evidence and its implementation (increased knowledge and skills); 
 Engagement with and commitment from the broader organization; 
 A supportive resource base; 
 Opportunities to reflect on practice; and 
 User-friendly, flexible data systems. 

Clinicians developed a greater understanding of their role within both the team and 
organisational context, and learned that, in a resource-constrained environment, 
doing a small amount well is an effective change management strategy.  They also 
learned that their capacity to reflect on practice is hampered by a lack of data. 

5.4.4.2 Clinical leadership 

With respect to clinical leadership, sites learned that: 

 Leadership is required to develop and maintain teams and to manage the tensions 
associated with change; 

 Effective change requires devolution of leadership – structural leadership (such as 
clinical director) is only one form of leadership and there are other leadership 
requirements within the change process; 

 The CSS approach provides opportunities for clinicians from all disciplines to 
move beyond their clinical ‘silo’ and become leaders; 

 Clinicians need training in ‘people skills’ to build teams and create partnerships; 
and 

 Leadership styles may need to adapt to increasing capacity within teams, moving 
from a more autocratic to a more permissive style as teams increase in confidence 
and skill. 

5.4.4.3 Multidisciplinary teams 
Through experience, the sites learned that: 

 A flexible and continuous training strategy is required to develop and maintain 
teams when team membership is not constant, due to a transient workforce; 

 Regular team meetings and communication forums contribute to team 
development; 
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 Team members can engage more readily with team goals if they are clear about 
their own roles, responsibilities and lines of authority; and 

 The development of data systems with rapid feedback is a useful tool to engage 
clinicians, especially physicians, within the team. 

5.4.4.4 Consumer involvement 
Sites developed a greater awareness of the needs of consumers and, based on 
consumer feedback, acquired new knowledge that helped to create change and 
challenge traditional approaches to care.  They also learned a variety of approaches 
to effectively eliciting consumer feedback and involving the consumer in the clinical 
process.  

5.4.4.5 Governance 
Based on experience, the project participants learned that: 

 Undertaking a change initiative requires a user-friendly infrastructure, including 
defined structural and reporting relationships, clearly delineated roles and 
responsibilities and a shared vision; 

 Effective Board membership requires skills in governance and in personal 
awareness and change management; and 

 Time is needed within the governance process to resolve leadership issues. 

5.4.4.6 Managing project complexity 
Through the process of managing the scope and complexity of the project, it was 
learned that: 

 There is no formula for providing the ‘right’ amount of guidance to sites – it is a 
learning process that requires flexibility, the ability to learn from mistakes and to 
create a positive learning environment; 

 Effective management of tensions generated by a high level of ambiguity, 
stakeholder expectations and unmet needs depends on the managers’ ability to 
manage both themselves and others; 

 Debate has generated a more fulsome understanding across a range of issues 
that can be transferred to other projects; 

 Activities that maximise communication across sites and between the project and 
sites have been important to the change process. 

5.4.4.7 Undertaking change management 
The key learnings about effective change management that emerged through the 
project’s experience are: 

 It is important to spend both time and resources on building robust relationships 
between all stakeholders; 

 Sufficient time also needs to be given to planning, obtaining executive support and 
extensive communication to promote involvement; 
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 The change needs to be locally negotiated and introduced in a staged manner, 
with each stage manageable in local conditions; 

 The change process needs to acknowledge and incorporate the complexities of 
the leadership role; 

 A climate needs to be created that is: 

- open to participant contributions;  

- willing to explore new ideas; 

- supports collaborative decision-making; 

- encourages the development of new relationships within and across 
disciplines, departments and organisations; and in which 

- mistakes are viewed as learning opportunities. 

 Mechanisms for conflict-resolution need to be established and adhered to. 

5.5 Sustainability 

The issue of sustainability when applied to this project can be explored from a number 
of perspectives that are dependent upon the interpretation given to this term.  Key 
aspects are discussed here. 

5.5.1 Individual and team learning 
It is clear from both the Final Project Report and the Local Evaluation Report that 
substantial learning occurred at both the local sites and the centralised project level 
across a range of variables integral to the implementation of the CSS model.  These 
lessons pertain to the processes involved in applying the best available evidence to 
the care of acute stroke and varied at sites due to their unique features.  These 
lessons have become part of the individual participants’ experience and their work 
cultures and as such cannot now be removed.  Whilst teams may not have achieved 
all that they hoped at the outset, they are further along the path of embedding 
attitudes, behaviours and processes that support continuous practice improvement in 
terms of their understanding, knowledge and skills.  In this sense, the project 
experience contributed to an increase in capacity within each site and for the 
individuals involved, and this contribution should not be underestimated.   

The changing approach within the culture was evident through the shifts in responses 
within the staff surveys, given the context of a rotating workforce.  It was also evident 
in the fact that three teams nominated potential areas for expansion of the 
methodology beyond acute stroke management: 

 Monash intended to extend the approach to neurosurgery and renal areas; 

 Cabrini was currently applying the methodology to a revision of clinical pathways; 
and 

 West Gippsland was interested in applying it to cardiology. 

The project noted that the local implementation strategy fostered a reflective analysis 
of local issues by local teams and facilitated experiential learning about the 
implementation of evidence for all team members which is important for sustainability.   
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5.5.2 The ‘living’ database 

As stated previously, the project experienced considerable difficulty in development of 
a database to provide clinical teams with timely information on performance.  On-line 
access to the final web-based version only occurred in May 2002, when teams were 
trained in its use.  Since that time, teams have continued to provide data for inclusion 
and it is clear from an external audit of the database that teams have continued 
adding data since presentation of the project’s final report, as numbers of patients 
have increased since that time.  How effectively teams will continue to use this, if at 
all, in the future is unknown (see section 5.5.4 below). 

5.5.3 Unfinished business 
At the time of writing their final report, a number of project activities were still 
scheduled for completion.  These included: 

 The Final Project Review (scheduled for August 2002) at which teams would 
report outcomes from Cycle Four and plans for sustainability at each organization. 

 The development of a toolbox for nursing and allied health had not been 
completed, and this Group had indicated its commitment to continue this work 
beyond the life of the project. 

 The evaluation of the consumer information packs (Monash Medical Centre) and 
information booklet (Cabrini) by the Health Issues Centre had yet to be 
undertaken. 

 The outcomes from the team development exercise undertaken at Monash 
Medical Centre to consolidate its achievements had yet to be reported. 

These activities will have important implications for sustainability. 

5.5.4 Issues impacting on sustainability of project activity 

5.5.4.1 Data collection/reporting 

Negotiations were underway for InfoXchange to host and maintain the project’s 
database for the next two years.  The usefulness of the data to clinical teams during 
this time will however depend upon the ability of current teams to continue collecting 
data via the CRF.  A number of organisational factors will impact upon this process: 

 Variation in the number of stroke patients at each site, and in the willingness of 
teams to continue collecting data; 

 The medical focus of the CRF in its current form (thereby disenfranchising many 
who contribute to acute stroke management); 

 No interface between the database and internal hospital systems; 

 Not all stroke patients are enrolled in the database because not all hospitals have 
a designated stroke unit. 

There are also data irregularities within the database (as noted by the project and in 
our external evaluation), and the potential is high for this to continue.  In the absence 
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of a person to investigate and clean the data, the database’s utility as a means of 
informing practice will quickly erode. 

Similarly, the automated reporting structure will diminish the utility of the database for 
teams over time, unless resources are provided to adapt it, as new evidence emerges 
and as teams wish to explore new questions about practice not accommodated within 
the current structure.   

5.5.4.2 Team coordination 
Within a team-based approach to continuous practice improvement, there is a need 
for someone to coordinate the activities of the team.  The project’s experience 
indicated that a site coordinator position was required to provide clinical teams with 
administrative and coordination support, and that this position was a minimum of 0.2 
FTE.  Without such support, it is questionable whether a team-based approach to 
continuous practice improvement could be sustained on top of heavy clinical loads.  

5.5.4.3 Consumer involvement 
It is clear from the project experience that the work of engaging consumers in a 
meaningful way had begun.  However both the project and the local evaluator noted 
that sustainability of initiatives focussing on consumers will require continual work, 
particularly in training and education of clinicians. 

5.6 Project summary 

The Monash project’s primary aim was to examine the factors that assist or impede 
the implementation of clinical evidence in the management of acute stroke within four 
hospitals representative of the range of acute facilities within the Australian health 
care system.  Major features through which the project sought to embed a culture of 
continuous practice improvement were the multidisciplinary stroke team and therefore 
the emphasis on group rather than individual performance, and the local 
implementation strategy.  Key challenges were: 

 Engaging clinical staff (e.g. drivers for participation, incentives and team 
development/cohesiveness);  

 Fostering ownership of the process through local leadership and management; 
and 

 Determining indicators for team performance measurement in the absence of any 
exemplars. 

Each local team faced different organisational barriers in their efforts to improve the 
acute management of patients with stroke. 

Despite the challenges faced, it is clear from the evidence that the project generated 
important achievements through the implementation of the CSS model in the acute 
management of stroke, most notably:  

 An increased local capacity in terms of knowledge, skills and capabilities, 
networks and infrastructure (the web-based database); and 

 Cultural changes indicating a movement towards the ultimate CSS goal of 
embedding the best available evidence routinely in clinical practice. 
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As missing data decreases, and so known performance against protocols increases, 
local teams are increasingly able to explore their own practice and make informed 
decisions about strategies to improve that practice.  It is unfortunate that the formal 
project time-frame was too short to enable the full potential created by access to the 
online database to be realised.  Given that access was only available in May 2002, 
just as work commenced on the Final Project Report, and in view of the substantial 
achievements within the project, it is clear that an additional project year would have 
enabled teams to formally demonstrate further outcomes from their ongoing 
consolidating work. 

In keeping with the primary aim of examining the factors that impact upon the 
implementation of clinical evidence in the management of acute stroke, the project 
highlights the following key lessons. 

5.6.1 Team skill base 

The project presumed that, once provided with the necessary information (the 
resource manual), and the means to monitor their performance (the CRF), local 
teams would be able to apply this within their local setting.  However, the experience 
indicated a deficit in the skill base necessary to support this approach within all 
teams.  These deficits included: 

 A lack of knowledge in recognising and understanding the nature of evidence; and 

 A lack of skill in identifying and demonstrating that evidence has been translated 
into practice (eg asking appropriate questions and determining the right 
measures).   

The project recommended that training is needed to establish this skill level in order to 
achieve sustainable implementation of best practice. 

5.6.2 Team performance and exemplars 
Developing a culture of continuous practice improvement within stroke care, with its 
emphasis of team performance, was constrained by the lack of exemplars to illustrate 
appropriate types of data to be collected, applicable methods and obtainable 
goals/outcomes.  The project struggled with this throughout, in its quest to embed 
evidence-based practice (as distinct from evidence-based medicine). The 
development of such exemplars would greatly assist further projects that focus on the 
continuous practice improvement of the clinical team, rather than the individual 
clinician (generally medicine).  

5.6.3 Cultural change 
More attention from the outset needs to be placed on the ‘ transformational elements’ 
of the change process, namely leadership, receptivity, capability and collaboration.  
Without these, the probability of successfully implementing clinical or organisational 
interventions is substantially reduced, as barriers are more likely to be perceived as 
insurmountable and so retard development.  Investment in team development, 
including leadership and collaborative, inclusive processes, should, in the view of the 
project, return significant benefits.  Effective team functioning is required to provide 
teams with sufficient confidence to start questioning their own practice and to 
experiment with factors to achieve change.   

   CSSP – EVALUATION FINAL REPORT 68



5.6.4 Leadership 
Leadership is critical within this change process, and needs to be differentiated from 
management which is emphasised in the hospital culture (through routine and 
reiteration).  Rather than a single ‘autocratic ‘leader’, the project demonstrated that 
leadership is a joint responsibility with different team members interchangeably taking 
on different components of the leadership role at different times. 

5.6.5 Communication 
Project experience highlighted the importance of communication within the change 
process.  Despite efforts to continually improve communication, many staff still did not 
have a good understanding of the project at project end.  The project noted that what 
is communicated needs to be relevant, concise, timely and presented in a manner 
meaningful to the individuals concerned.   

5.6.6 Continuous practice improvement 

With respect to the plan-do-study-act cycle of continuous practice improvement, the 
project experience highlighted: 

 ‘How’ these activities are undertaken is at least as important, if not more so, as 
‘what’ gets done; and 

 The importance of undertaking a robust analysis of the issues and barriers in 
order to really understand the nature of the problem, and inform the planning 
process. 

5.6.7 Engaging the administrative culture 
Teams focussing on practice improvement need to engage with the wider hospital 
culture, including the administrative culture.  The project experience showed that 
team effectiveness was only possible when the larger hospital culture provided 
buffers from demoralising changes that cut across hard-worn improvements in 
practice. 

5.6.8 Real change takes time 

The project experience highlighted that embedding frameworks for continuous 
practice improvement within routine practice is a lengthy process involving change at 
an organisational, team and individual level.  Each team started from a place of no 
culture of planning, implementation and evaluation, but gained extensive learning in 
relation to these elements through involvement in the project.  It is important to 
acknowledge from the outset that time is required to achieve real practice change. 
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6 Brisbane Cardiac Consortium 
This chapter addresses the experiences and outcomes arising from the Brisbane 
Cardiac Consortium’s (BCC) testing of the CSS model.  This project has submitted its 
Final Report to the RACP, and so it has technically ‘ended’ its test phase, although it 
is important to note that certain aspects of the project are continuing beyond this 
phase (as addressed in the section on sustainability).  As is the case with all CSSP 
projects, the BCC needs to be understood within the context of its unique defining 
features. 

The information contained in this chapter has been derived from an analysis of: 

 Regular project reports to the RACP; 

 The Final Project Report; 

 Individual interviews with key project personnel and stakeholders conducted by 
BearingPoint (formerly KPMG Consulting); and 

 Supplementary material on the project presented in a variety of forms (e.g. 
conference presentations, project team meetings, articles). 

6.1 Overview of project 

The BCC was a CSS project funded solely by the Department (through the RACP).  It 
focussed on implementing the CSS model in the care of two clinical patient groups: 
acute coronary syndromes (ACS) and congestive heart failure (CHF).  The project 
report noted that: 

 ACS (acute myocardial infarction and unstable angina) are major causes of death 
and morbidity, with consequential major health care costs – in Australia in 1996-
97, it has been estimated that 12,400 deaths, 156,000 hospitalisations and $168 
million of health care expenditure were attributable to ACS; and 

 CHF is estimated to account for 41,000 Australian hospitalisations per year, with 
3%-5% of those over 65, and 10% of those over 75, being effected by this 
condition which is associated with poor quality of life and a poor prognosis. 

The Brisbane Cardiac Consortium comprised: 

 Princess Alexandria Hospital (PAH) – a 590 bed tertiary hospital; 

 Royal Brisbane Hospital (RBH) – a 730 bed tertiary hospital; 

 Queen Elizabeth II (QEII) - a 300 bed community hospital;  

 Brisbane North Division of General Practice (BNDGP) and 

 Brisbane Southside Central Division of General Practice (BSCDGP). 
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The original tender document indicated that this project had the following objectives: 

 Design and implement transportable and scalable systematic approaches to 
integrating EBM and CPI methods within both hospital and community settings; 

 Refine and expand information systems that facilitate EBM, information transfer 
between hospital and community based health professionals, and which provide 
data for purposes of practice evaluation and feedback; 

 Promote consumer-centred care that focuses on health outcomes, participatory 
decision-making and patient self-management; and 

 Promote an integrated, multidisciplinary, longitudinal model of care which links 
acute care with maintenance and preventive care. 

Key features of the project’s methodology that are important in understanding its 
processes and outcomes are outlined below. 

6.1.1 The consortium partners 

This consortium evolved out of a cascading process of individual networks and 
connections, starting with a single individual (later the consortium chair) who drafted 
the original proposal and circulated the draft to potentially interested colleagues, who 
self-selected to be engaged and brought with them their own expertise and further 
connections.  Thus, whilst the consortium itself had no previous collective experience 
in working together, the networking process through which it evolved provided it with 
a solid foundation upon which to build the project. 

For example, there were particular collaborative experiences between some partners, 
upon which the consortium could build its acute/community linkage, including: 

 The connection between RBH and BNDGP formed during the TEAMCare 
Coordinated Care Trial; and 

 The PAH experience in working with BSCDGP in a discharge communication 
project. 

In addition, the various individuals (and their respective organizations) within the 
consortium had collectively between them a mix of skills and experiences that 
provided a solid foundation for the project.  These included: 

 The experience of the PAH Director of Internal Medicine (consortium chair) in the 
West Moreton Coronary Outcomes Program, upon which some of the BCC’s 
methods/tools were based (e.g. the ACS hospital dataset); 

 The RBH’s recent lipid audit of ACS patients, conducted by that hospital’s Director 
of Internal Medicine and other clinicians, all of whom were lead clinicians in BCC; 

 The QEII’s annual practice review initiated and overseen by that hospital’s 
Director of Clinical Services (another lead clinician in BCC); 

 A BCC lead physician’s experience in initiating system-level changes through the 
establishment of a Medical Assessment and Planning Unit at RBH; 

 Senior clinical pharmacists at both PAH and RBH with experience in drug 
utilisation review, guideline development and methods for improving drug 
prescribing and patient adherence in both hospital and general practice settings; 
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 Cardiologists who were members of national guideline writing groups for both ACS 
and CHF within the consortium partners; and 

 The BNDGP’s expertise in the development of guidelines for GPs (based on their 
coordinated care trial experience). 

The formation of this consortium is itself an interesting case study of the way in which 
an individual clinician can provide leadership in initiating engagement of others in 
quality improvement projects.   

6.1.2 Project design 

The BCC’s project design represented a fairly classic, experimental approach with a 
strong emphasis on quantitative, empirical measures – the project described its study 
design as “a before-after, repeated time-series, prospective cohort design” in which 
there were three major stages as follows: 

Stage One: Current Care 
- the collection of baseline data and the design of quality improvement 

interventions (approx. 7 months). 

Stage Two: Intervention 
- phased introduction of the interventions (approx. 10 months). 

Stage Three: Evaluation 
- comparisons of quality of care between baseline and intervention periods 

(approx. 7 months). 

Key features within this overall design are detailed in the following sections. 

6.1.3 The care system focus 

The project’s focus was on improving the quality of clinical care across the care 
continuum for the targeted patient groups.  Therefore activities focussed 
simultaneously on the care within two systems (acute and community) and also on 
improving the linkages between these systems.  Therefore there were two clinical 
phases of interest within the project: 

 The acute hospital phase; and 
 The community follow-up phase. 

From the project’s perspective, community follow-up consisted of the patient visiting 
their GP for ‘heart checks’ at three, six and twelve months following discharge from 
hospital.  Thus the project was interested in monitoring care from presentation at 
hospital through to twelve months following discharge.   

However a major barrier encountered at the outset in establishing a project to span 
the acute/community systems was the potential difficulties associated with accessing 
patient data held by GPs, (and thus monitoring community follow-up interventions) 
due to the dual funding arrangements within health care.  The only means for 
resolving these difficulties was to seek informed consent from patients, whilst in 
hospital, for community follow-up.  This impacted somewhat on the experimental 
design of the project, since, whilst data on all eligible patients was available for the 
acute phase, data on the community follow-up phase was limited to those who were 
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eligible (see next section) and who consented (82% of patients with ACS and 75% of 
patients with CHF).  Additional complications and strategies used to bridge the 
acute/community systems are discussed in section 6.4. 

6.1.4 Project participants 

Project participants were of two types: 

 The targeted patient groups; and  

 The clinicians involved in the care of the targeted patient groups. 

6.1.4.1 Targeted patient groups 

In keeping with the experimental methodology, the project tightly prescribed the 
eligibility criteria for each of the targeted patient groups.  In addition to the “case 
definition” for each group, which outlined the clinical features for inclusion within the 
category, the following exclusion criteria applied for each of the two phases: 

Acute hospital phase – elective (non-acute) admissions, patients who died within 
the first 12 hours of admission and patients whose length of stay was less than 48 
hours were excluded from hospital data collection. 

Community follow-up phase – patients whose GP practised outside the Greater 
Brisbane area, or who lived in a nursing home, or who had a non-cardiac terminal 
illness with a life expectancy of less than six months, or who were incapacitated 
(physically or cognitively) such that they could not participate in self-management 
were excluded. 

Project staff (clinical pharmacist or research nurse) identified “cases” within 48 hours 
of hospital presentation through a review of admission logs in emergency 
departments and coronary care units, and through liaison with on-take medical units.  
Uncertain “cases” were adjudicated through an independent review of case notes by 
a physician.  

6.1.4.2 Clinicians 

The clinicians providing care to the targeted patient groups in both the acute and 
community setting constituted the second type of project participants.  These 
clinicians were doctors, nurses and pharmacists, so within the context of this project, 
the term ‘clinician’ was applied in an inclusive manner.  However, the project noted 
that the primary focus was medicine (the hospital doctors and GPs), since doctors’ 
involvement in quality improvement projects has generally been less than other health 
professionals. 

   CSSP – EVALUATION FINAL REPORT 73



6.1.5 Project interventions 

The project’s interventions encompassed a mix of activities aimed at supporting both 
clinicians and patients within both the acute and community follow-up phases.  In 
summary, they were: 

 Acute phase – clinician support  

- Provision of clinical practice guidelines; 

- Systematic measurement and feedback of clinical indicators 

- Various educational strategies; and 

- Pharmacist review of doctor prescribing. 

 Acute phase – patient support 

- Pre-discharge education and counselling provided by clinical pharmacists; and 

- Provision of patient self-management kits. 

 Community phase – clinician support 

- Provision of clinical practice guidelines to GPs; 

- Systematic measurement and reporting of patient data to GPs; 

- Provision of a Discharge Medication Record to GPs and community 
pharmacists upon patient discharge; and 

- Various educational strategies for GPs. 

 Community phase – patient support 

- Follow-up assessment phone calls for high risk patients; and 

- Telephone prompting. 

More specific details pertaining to these interventions can be found in later sections. 

6.1.6 Evaluation 

This project self-evaluated, that is, there was no specific group engaged by the 
project (either from amongst the consortium partners or externally) to undertake the 
evaluation.  In keeping with the experimental design, the major focus of the evaluation 
was the comparison between baseline data and data collected after the intervention 
stage.  These data included: 

 Hospital clinical indicators 

- Process indicators (the proportion of patients eligible to receive a given clinical 
intervention who actually received it); and 

- Outcome indicators – in-hospital mortality rates, length of stay, discharge 
destination, 30 day same-cause, same hospital readmission rates. 

 GP clinical indicators 

- Items from the heart-check form focusing on medications, clinical status and 
risk factor modification. 
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 Patient outcomes 

- Quality of life and mortality. 

In addition, a number of surveys and a range of qualitative methods (e.g. observation 
at meetings, analysis of verbal and written communication received) were used to 
inform on the processes and interventions used within the project. 

6.1.7 Project structure 

The structure through which the project managed its operations evolved over time.  
Early on, as a result of the means through which the consortium developed, the key 
group was the Clinical Leadership Group (CLG), comprised of over 20 members, 
representing all consortium partners.  A range of Working Groups were established to 
undertake discrete tasks within the project and report to the CLG.   

Whilst this structure worked well initially, it became more problematic over time.  
Limited attendance at CLG meetings, and the relative slowness within which decision-
making proceeded through this large group within a project context that required rapid 
decision-making, meant that much of the decision-making responsibility devolved to 
the consortium chairperson.  As a consequence, an Executive of the CLG was 
established to manage the project on a regular basis (meeting every 2-3 weeks), and 
the CLG evolved into a Reference Group.   

The final project structure that emerged was as follows: 

 The CLG Executive – comprised of the chairs of all Working Groups, and the 
program manager, with a rotating chairperson. 

 The Clinical Leadership Reference Group – membership from all consortium 
partners. 

 Working Groups, each with a discrete focus as follows: 

- Clinical Guideline Working Group; 
- GP Working Group; 
- Clinical Information Systems Working Group; 
- Data Management and Feedback Working Group; and 
- Consumer Working Group. 

 Project Manager and project staff. 

6.2 Preparatory work 

This section outlines the necessary preparatory work undertaken to support the 
project’s Intervention Phase with respect to clinicians in both the acute and 
community systems.  This included development of: 

 The evidence-based guidelines; 
 The clinical indicators; 
 The datasets and data collection methods; 
 The database/information systems; and 
 The format for data feedback to clinicians, 
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Much of this work occurred during Stage One, although some occurred later – e.g. the 
format for data feedback to GPs. 

The actual interventions used to support clinicians and patients within each phase 
(acute and community follow-up) are outlined in sections 6.3 and 6.4.   

6.2.1 Guideline development 

The Clinical Practice and Guideline Working Group, an expert panel of cardiologists, 
general physicians and GPs, had responsibility for the development and updating of 
guidelines, and process and outcome indicators used within the project in both the 
acute and community phases.  This group evolved during the project from two original 
working parties, one focussing on guideline development for ACS, the other focussing 
on CHF.  Each working party developed two sets of guidelines, one for the acute 
setting and the other for general practitioners, using a specified guideline 
methodology (based on available literature).  These guidelines were not developed de 
novo: rather, they were local adaptations of existing guidelines published by 
authoritative bodies.  

Hospital guidelines – these were drafted by the chairs of each working party and 
circulated with a briefing paper to other members.  Multiple revisions (using a nominal 
Delphi technique) were made, prior to the production of a document that comprised: 

 An outline of the need for the guideline; 
 The method through which it was developed and by whom; 
 A summary of key (level 1 evidence) recommendations; 
 A detailed, fully referenced text reporting interventional effects as absolute risk 

reductions and numbers needed to treat; and 
 A quick reference flow chart depicting key decision steps. 

The formats in which guidelines were presented built upon results from a recent 
survey of clinicians in 19 Queensland hospitals.  This resulted in the following 
versions of the guidelines for each condition: 

 A full text hospital guide; 
 A quick reference hospital flow chart; 
 A hospital pocket guide; and 
 A six-page hospital summary. 

GP guidelines – based on the experience of guideline development within the GP 
Divisions, the format chosen comprised of a GP desk reference flow chart.  For ACS, 
the desk reference used was a modified version of a pre-existing one used by 
BNDGP, while the CHF desk reference was specifically developed by the BCC.  

6.2.2 Clinical indicators 

Clinical indicators for evaluating the quality of care were based on guideline 
recommendations, and selected on the basis of the strength of evidence of the 
guideline recommendation and perceived clinical importance (as informed by the 
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literature – e.g. a review of cardiac indicators used by others).  These indicators 
formed the basis of the minimum datasets developed to monitor performance (see 
next section). 

Hospital indicators included both process and outcome indicators, as outlined in 
section 6.1.6.  They were developed in anticipation of the data collection method to be 
employed – i.e. abstraction from the medical record.  

The identification of GP clinical indicators was influenced by the fact that GP 
records could not be directly accessed, resulting in reliance upon the willingness of 
GPs to provide the necessary data to the project.  Given the burden of multiple 
demands for information on GPs, it was decided to reduce data requirements to a 
minimum.  A one-page form, capable of being completed by the GP during a patient 
consultation, with a relatively small number of clinical indicators, was developed.  
Achieving agreement for this approach was not an easy process.  The Divisions 
involved reported considerable difficulty in convincing their colleagues from the acute 
sector of the need to sacrifice some of the indicators in order to maximise the 
likelihood of obtaining any data at all – a purity of research versus pragmatics debate 
(external interviews).   

Over the life of the project, the indicators used within the project were modified in 
response to feedback from doctors (particularly within the acute sector) and due to 
the emergence of new evidence, although a consistent set of indicators was used for 
pre and post intervention comparisons.   

6.2.3 Datasets and data collection methods 

6.2.3.1 Hospital Phase 

Once clinical indicators had been agreed to, a minimum dataset for each clinical 
group was drafted by the consortium chair, and ratified by other lead clinicians.  For 
ACS, the minimum dataset was modelled on a template used in the WESTCOP 
Study, whilst the CHF dataset was a new development. 

The method of data collection was chosen after consideration of a range of 
alternatives, including: 

 Technology based methods (e.g. electronic medical records, scanning 
technologies, palm pilots) that enable data to be collected in real time – these 
were considered to be too high risk, given the embryonic nature of clinically 
orientated computerised technologies within the project hospitals. 

 A data proforma incorporated within the medical record or discharge summary and 
completed by clinicians as part of usual care – whilst this had potential 
advantages (e.g. influencing clinician behaviour), it was discarded for two reasons.  
This approach had not worked in the WESTCOP project, with clinicians preferring 
their usual style of free-text writing rather than a tick-box format.  Secondly, the 
difficulties of continuously training large numbers of clinicians in the use of the 
form to ensure consistent and accurate data capture was a major obstacle. 

The project chose to employ data abstractors to retrieve medical records of patients 
with confirmed diagnoses of ACS and CHF, complete the data proformas and enter 
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data into the database.  Medical records were abstracted at 4 weeks following 
discharge to ensure that all relevant data would have been entered.  Data abstractors 
were research nurses who were given 3 hours of standardised training and provided 
with a data entry manual in which operational definitions and coding criteria were 
clearly specified.  Weekly teleconferences were conducted to support these 
abstractors in the early period and were reduced to monthly as abstractors became 
comfortable and skilled in the processes involved.  Re-abstraction audits of randomly 
selected records were conducted by a physician to ensure data quality.   

6.2.3.2 Community Phase 

As mentioned previously, the project was reliant upon GPs themselves providing the 
data for patients who consented to community follow-up at regular intervals (3, 6 and 
12 months).  The data collection form was a single page that could be completed 
during consultation and incorporated in the case notes.  Demographic data and 
baseline clinical characteristics were incorporated in the hospital dataset, obviating 
the need for GPs to record this information, and patient data was linked across the 
two sectors. 

GPs who were willing to do so, returned the completed data form to their Division 
where project staff, trained in a manner similar to the hospital data abstractors, 
entered the data into the community phase database.  A communication strategy, 
designed to inform GPs and prompt/encourage them to complete the forms was 
developed.  This is outlined in section 6.4, since it constituted an intervention, 
involving both patients and GPs. 

6.2.4 Databases and information systems 

The project used three databases to support its activities, each with a different 
purpose and each developed over time by different designers.  The three databases 
were: 

 The hospital analytical database (HAD); 
 The general practice analytical database (GPAD); and  
 The patient tracking database. 

6.2.4.1 Hospital analytical database 

HAD was designed to generate a descriptive summary output relating to patient 
characteristics, overall rates of usage of investigations and treatments, and an 
indicator output based on the clinical indicators.  This was a complex Access 
database with 220 separate fields for each diagnosis and more than 200 standard 
queries.  It was developed in-house by the PAH Information Management System and 
later modified by a consultant.  The developmental process was technically 
challenging and took longer than originally envisaged. 

Each of the three hospital consortia had a version of this database, into which the 
data abstractors entered data from the medical records.  At regular intervals, data 
from each site was imported into the central HAD, housed at the PAH. 
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6.2.4.2 GP analytical database 

GPAD was designed to generate similar types of outputs to the HAD, but from a 
community perspective.  Both Divisions of General Practice had copies of the 
database and were provided with patient demographics from HAD to download into 
GPAD, obviating the need to recollect this data.  The GPAD also had a function to 
support Divisional staff in project related activities such as monitoring heart form 
returns. 

Data from each Division was periodically imported into a central GPAD housed at the 
PAH to enable project analysis of the data.  This process initially caused concern at 
one Division since it enabled the hospital to access data related to GP practice when 
GPs had not consented to this access.  However if the Divisions de-identified the 
data, it would not be possible for patients’ community data to be linked to the correct 
hospital data.  As a consequence, the GPAD developer designed a function that 
enabled patient data to be de-identified upon import, thus protecting the privacy of the 
individual GP.   

6.2.4.3 Patient tracking database 

This database supported project operations such as generating letters to patients and 
GPs about review visits, and providing project staff with information about when 
prompting of patients to return questionnaires or make appointments to visit their GP 
was required.  Originally this database was generated by the program manager in 
Access – however to support all three hospitals a different system was needed.   

As a result, Queensland Health’s Information Development Service developed a new 
web-based interface and SQL database for the project, with the cost of $25,000 being 
borne by Queensland Health. 

6.2.4.4 Clinical information systems 

The project has originally intended to use IT and a clinical information system (CIS), 
designed and operated by clinicians, to: 

 Inform clinical decision-making; 

 Integrate hospital and community care; and 

 Support clinicians through ongoing monitoring and feedback on clinical practice. 

However, despite preliminary work in this area, this did not eventuate for a number of 
reasons.  Primarily these related to Queensland Health’s decision to tender for the 
development of a state-wide CIS, for adoption in all public hospitals in mid-2003.  It 
was therefore unwilling to commit other funds to help the project establish an interim 
system that would be suitable for use across the consortium hospitals.  The 
Information Management Services at both PAH and RBH were under instructions not 
to assist in new purpose-specific developments during the CIS tender process.  In 
addition, they were unable to assist in any short-term developments given the 
demands placed on their staff due to redevelopments in both institutions, and, in the 
case of PAH, the move to new premises.  
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6.2.5 Data feedback format 

The Data Management and Feedback Working Group had responsibility for 
determining the most appropriate format in which to present data to clinicians.  
Feedback methods used by the National Prescribing Service (Australia) and 
Intermountain Health Care (USA) were reviewed and it was decided to present data in 
a concise format that enabled busy clinicians to interpret the information easily.  
Simple forms were developed that could be easily disseminated through a variety of 
means, including posting/faxing/emailing to clinicians, and as hand-outs in various 
forums (e.g. meetings, seminars, presentations). 

Hospital feedback forms – these consisted of a single, double-sided A-4 sheet for 
each condition.  Initially the process for entering numbers into the templates was time-
consuming since it needed to be done manually, and introduced errors.  Eventually an 
automated format was developed so that these forms could be produced instantly. 

GP feedback forms – feedback to GPs was at an aggregated GP level.  The original 
format developed was a 4-page document.  However feedback from the BSCDGP’s 
GP reference group indicated that this format was too complex and a one-page form 
for each clinical group was developed. 

6.3 Acute phase – processes and interventions 

This section outlines the processes and interventions within the acute phase of the 
project, separately for both clinicians and patients involved. 

6.3.1 Clinician focus 

The key interventions and associated processes used within the three hospitals with a 
focus on clinicians were: 

 Wide dissemination of guidelines; 
 Systematic measurement and feedback of clinical indicators; 
 Various educational strategies; and 
 Pharmacist review of prescribing.   

They are addressed separately below. 

6.3.1.1 Guideline dissemination 

The Data Management and Feedback Working Group determined that guidelines 
would be disseminated to coincide with each data feedback cycle, as the presentation 
of feedback data would reinforce the importance of guidelines.  This, in a sense, 
constituted an educational strategy, although it is addressed separately here. 

The dissemination process included: 

- All senior clinicians (general physicians, cardiologists and emergency 
physicians), clinical pharmacists and quality improvement personnel were 
mailed a hard copy of the complete guideline; 
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- Summaries of key recommendations (A4 pamphlets) and pocket guides were 
sent to all medical registrars and residents, and distributed at medical grand 
rounds, departmental meetings and clinical workshops; 

- Laminated flow charts and copies of the complete guideline were sent to ward 
nurse practice coordinators for strategic placement in clinical workstations (in 
some cases, copies were attached to the patient’s bedside clip board, inserted 
in patient files or stuck on computers); 

- Pocket guidelines were distributed to nurses, allied health professionals and 
nurse educators as mailed copies or as handouts at inservice training sessions 
and quality forums; and 

- All guideline components were posted on the BCC and the Queensland Health 
QIEP Medical Quality Processes web-sites, with both web-sites capable of 
being accessed via networked computers located in every workstation across 
all hospitals. 

In addition, flyers advertising the web-sites were distributed throughout each of the 
participating hospitals, both electronically and in hard copy.  

6.3.2 Systematic measurement and feedback 

The project’s approach to data feedback on practice variation was that it was not a 
sufficient strategy on its own to reduce variation.  However, data could be used to 
disseminate evidence and lead to problem solving to improve care – that is feedback 
of data could itself constitute an educational strategy.  For example, whilst senior 
doctors might be unwilling to attend a session on guidelines, they may be willing to 
attend a session on the scientific presentation of data.  In particular, for Round One 
feedback of data, a careful educational approach was therefore developed (see 
below). 

During the course of the project, data was feedback to clinicians three times: 

 Round One: May – June 2001 (baseline data); 

 Round Two: February – May 2002; and 

 Round Three: June 2002. 

Round One:  The process of data feedback was an intensive process of presentation 
at multiple forums through which it would be possible to meet with the clinicians 
involved in care.  Apart from presentation at grand rounds, the project used existing 
opportunities provided by regular meetings at which clinicians would be present e.g. 
department meetings, inservice training sessions, journal clubs.  The interactive 
feedback process also enabled the presenters to describe the project’s purpose and 
disseminate or refer to the guidelines.  A major objective was to encourage the 
concept of practice improvement and overcome defensive reactions to data.  The 
credibility of the presenters (lead clinicians) and the manner in which the material was 
presented contributed to this process.  Remedial strategies, whilst mentioned, were 
not the main focus at this stage.  Feedback sessions were monitored by a 
psychologist whose process notes helped the project to identify strategies for 
improving the process.  A project officer also took minutes. 

Based on the issues identified in the feedback sessions, the project categorised 
factors underlying suboptimal performance as environmental or behavioural, which 
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allowed for the development of specific strategies.  Where issues suggested a 
problem with the indicator, this was brought to the attention of the CLG for further 
discussion.   

Whilst the project had decided against individualised or unit feedback, focussing on 
‘whole of hospital’ instead, a number of clinicians requested access either to unit-
based or individualised feedback.  As a consequence, the project needed to re-
structure the database reporting function, in order to meet these requests. 

Round Two:  Feedback occurred at unit meetings and discussion was more targeted 
towards strategies to improve care.  The advantage of these ‘silo-ed’ meetings was 
that it enabled clinicians to focus on those aspects of the data of particular interest to 
them.  However presenters (project clinicians or officers) were aware that this method 
could also promote a process of ‘blaming others” (i.e. its not us, its them) and 
therefore endeavoured to focus discussion on whole systems of care.   

Based on feedback received, a number of strategies were put in place – e.g. the 
prescription rates for beta-blockers for patients with CHF at discharge remained low, 
so chart stickers and a CHF checklist to prompt doctors were introduced.  

Round Three:  Feedback at PAH and RBH occurred primarily via email and internal 
mail, since it was felt that clinicians were generally comfortable with the data and able 
to engage in discussion about change strategies without the need for project 
facilitation. However at QEII, due to the lead clinician’s leave, less discussion and 
data presentation had occurred, so Round Three feedback at this institution was face-
to-face. 

6.3.2.1 Education strategies 
Apart from the guideline dissemination strategy and feedback/discussion sessions, 
the other education strategies used by the project included: 

 Short articles educating clinicians about the care of patients with ACS and CHF in 
departmental and hospital newsletters, and in drug and therapeutic bulletins; 

 Nursing in-service sessions on the evidence-based use of medications for patients 
with ACS and CHF; and 

 Project clinical pharmacists presented ward clinical pharmacists with case studies 
highlighting the practical use of guidelines. 

6.3.2.2 Review of doctor prescribing 

At the ward or unit level, patient medications were reviewed by the project’s clinical 
pharmacists, according to Individualised Patient Management Plans, developed by 
the project.  This enabled them to identify prescribing opportunities as recommended 
by the guidelines, (e.g. beta blocker for patient with heart failure) and contraindicated 
medications for cessation (e.g. COX 2-inhibitor in CHF).  The clinical pharmacists 
could then engage in a discussion with the relevant doctor. 

The presence of the project’s clinical pharmacist on the ward, whilst predominantly 
due to work with patients, itself became a type of educational ‘intervention’ with 
respect to doctor prescribing.  “I feel like I have a sign on my forehead saying beta 
blocker, because when doctors see me on the ward, they say things like ‘I know – 
beta blocker’” (external interview). 
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6.3.3 Patient focus 

There were two types of interventions focussing on patients during the acute phase: 

 Pre-discharge education and counselling by the project’s clinical pharmacist; and 
 The provision of patient self-management kits. 

6.3.3.1 Pre-discharge education 

The clinical pharmacists worked with patients prior to their discharge to ensure that 
the patients were aware of their risks factors, understood how to identify the signs and 
symptoms associated with their condition and also the risks and benefits associated 
with their prescribed medications.  A check list developed by the project formed the 
basis for these one-to-one education sessions. 

Initially these education sessions were provided to all patients, and in some cases the 
clinical pharmacist conducted more than one session with particular patients.  
However as the project progressed, the task of providing this service to all patients 
became too onerous.  Instead the education sessions were used when there was 
some indication that they would be helpful (e.g. a patient’s vagueness about their 
condition). 

6.3.3.2 Patient self-management/information kits 

All patient eligible for community follow-up were provided with these kits which were 
comprised of four parts: 

 A patient information booklet (ACS or CHF); 

 A self-management diary (ACS or CHF); 

 A Discharge Medication Summary (“Green Card”); and 

 A flyer ‘Questions to ask your family doctor’.  

The patient information booklet 

Two clinical pharmacists, employed by the project, developed the patient information 
booklets.  They convened two focus groups, one for each clinical condition, with 
approximately 10 consumers in each group, to ascertain the type of information 
patients would find useful.  Group members were also asked to comment on 
preliminary designs for presentation of evidence-based medication information for 
incorporation in these booklets.  Twenty patients attending outpatient appointments 
were also interviewed.  Based on the information provided through these means, and 
that derived from other sources (e.g. NH&MRC guidelines for producing consumer 
information), a draft copy of the booklets was developed. 

The draft was circulated to consumers, cardiac rehabilitation nurses and a 
comprehensive range of allied health professionals for review.  The final drafts were 
circulated more widely, including to cardiologists, physicians, and GPs.  Following 
revision, the Clinical Guideline Working Group checked the accuracy of information. 

The consultative process, whilst time-consuming, proved to be important in engaging 
the people within the system who would be needed to help disseminate the packages.  

   CSSP – EVALUATION FINAL REPORT 83



Most importantly, it also helped to overcome the potential opposition from staff 
already engaged in cardiac rehabilitation who felt somewhat threatened by the 
involvement of the project’s clinical pharmacists in their ‘patch’.   

The self-management diaries  

These were designed for patients to record important information (e.g. signs and 
symptoms) and results from check-ups (e.g. blood pressure).  Advice on when to go 
to hospital, or see their doctor, or (in the case of ACS) how to monitor the frequency 
and severity of angina was included.  The CHF diary enabled patients to record 
important information such as daily weight, exercise completed and medications 
missed, while the ACS diary encouraged recording of information on risk factor 
modification. 

The Discharge Medication Summary  

The ‘Green Card” (a Discharge Medication Summary) had been used at the PAH for 
several years and was very popular with community pharmacists.  The consumer 
groups working with the clinical pharmacists on patient information decided that all 
patients in the project should receive this ‘Green Card’ (produced from the same 
database as the patient medication lists).  It was also decided that the patient’s GP 
and community pharmacist should receive a copy of this Summary, since a patient’s 
medications were likely to have changed substantially during hospitalisation. 

Patients were encouraged to take their Summary with them to all hospital, GP and 
community pharmacist visits to enable updating as necessary, and to provide an 
accurate ongoing medication record.  Upon discharge, copies of the patient’s 
Medication Discharge Summary were mailed or faxed to the GP and the community 
pharmacist. 

The flyer 

The flyer “Questions to ask your family doctor” was included in the patient kits at the 
suggestion of the Divisions of General Practice.  The flyer encouraged patients to ask 
their own GP if they had received a copy of the guidelines. 

6.4 Community follow-up – processes and interventions 

This section focuses on the processes and interventions associated with the 
community follow-up phase for those patients who consented to this process.  
Activities associated with the patients are considered first since it was through their 
participation that the potential for GP involvement in the project was created. 

6.4.1 Patient focus 

In essence, community follow-up consisted of three main planned interventions for 
consenting patients: 

 The patient going to their GP for periodic heart checks; and 

 Telephone follow-up of high risk patients; and 

 Quality of life follow-up.   
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Towards the end of the project, a fourth intervention emerged for patients with CHF.  
All four interventions are briefly described below. 

6.4.1.1 Heart checks 

The project determined that it could support patients in the community by encouraging 
them to go to their GP for regular heart check-ups which, if the GP acted according to 
guidelines, would encourage risk factor reduction and improve health status.  To 
support patients in remembering to make appointments with their GP for this purpose, 
the project contacted the patient by phone, two weeks prior to each designated heart 
check period (3, 6, and 12 months post-discharge).  During each phone call, the 
details of the patient’s GP were checked for accuracy (to inform the GP prompts – 
see section 6.4.2.2). 

6.4.1.2 High risk patients 

Patients who were classified at high risk were contacted by the hospital by phone at 
3, 5 or 10 days post-discharge depending on the hospital and how many days supply 
of discharge medication that they had received.  Criteria for classification of high risk 
were: 

 Age (over 75); 

 Multiple medications; 

 Medication requiring monitoring (eg warfarin); 

 Multiple readmissions; 

 Discharged over a weekend; 

 History or high risk of non-compliance with medication; 

 No previous history of medication or more than one regular medication. 

These phone calls focussed on whether: 

 Patients had visited their doctor and obtained further medication supplies; 

 Patients were concerned about any symptoms; and 

 Any required monitoring had been carried out (eg digoxin levels). 

6.4.1.3 Quality of life 

Whilst the predominant purpose for administration of quality of life (QoL) 
questionnaires was for data about the impact of care received, it can be argued that 
the process of completing such questionnaires constituted a form of intervention with 
patients.  In the BCC, consenting patients were surveyed three times – at 1, 6 and 12 
months after discharge.  Prior to each scheduled return date, patients received 
telephone prompts from the hospital which reinforced the ‘intervention’ aspect of this 
process.  The project staff doing this phoning noted that patients perceived this 
prompting as a hospital service. 
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The two QoL questionnaires used by the project were selected after consideration of 
suitability for self-administration, Australian-context relevance and psychometric 
properties.  They were: 

 Minnesota Living with Heart Failure Questionnaire (CHF); and 

 MacNew (ACS). 

6.4.1.4 Patients with CHF 

Throughout the project, lead clinicians (doctors) had struggled with the CSS model’s 
critical element pertaining to consumer involvement and what this might mean in the 
context of their project, beyond the consumer interventions already in place 
(evaluation interviews).  At a project planning day in February 2002, these clinicians 
realised that they had a valuable source of consumer data that had been collected, 
unbeknown to them, by the project staff who contacted the patients by phone for 
prompting purposes.  These staff had recorded notes of their conversations with 
patients which included patients’ views about their care in both the hospital and in the 
community.  A qualitative analysis of these notes was performed, and the analysis 
revealed that patients with CHF were less likely to have their needs met than those 
with ACS.   

A consumer working party was formed, and patients with CHF were interviewed to 
gain a greater understanding of how health services could more effectively support 
patients with CHF. 

6.4.2 Clinician focus 

In the main, the project focussed its support for clinicians in the community phase on 
GPs, although it is important to acknowledge that community pharmacists were also 
supported (through the provision of a copy of the patient’s Discharge Medication 
Summary).  The potential for GP engagement in the project occurred through their 
patients – i.e. if the patient did not consent to community follow-up, then the patient’s 
GP could not be involved, even if interested.  (This is the opposite of what usually 
happens in GP focussed programs when patients are accessed through their GP – 
e.g. coordinated care).   

However, even if the patient was willing to participate in the project’s community 
follow-up, the process was reliant upon GP willingness to participate, both in terms of 
doing the heart checks, and in forwarding the data forms at regular intervals to their 
Division.   

The primary link between the project and GPs occurred through the two Divisions of 
General Practice which were involved in the project as consortium partners from the 
beginning.  The Divisions provided an organisational mechanism through which it was 
possible to make contact with a highly fragmented and isolated workforce – “to 
penetrate the mists of general practice” (external interview) through a structure with 
which they were familiar.  The two Divisions worked with their GP members in 
different ways and so the approaches taken at times within the project differed.   

A GP Working Group was established early in the project and contributed to the basic 
development of the community interventions (e.g. the GP guidelines).  This group 

   CSSP – EVALUATION FINAL REPORT 86



comprised GPs, divisional staff, hospital doctors and pharmacists and met monthly in 
the community.   

The GP Working Group was aware that engagement of GPs in the project was a 
major challenge for several reasons: 

 GPs did not volunteer to participate in the project; 
 They might feel concerned about the uses to which any data they provided might 

be put; and 
 There was a long lag between the time GPs would begin to provide data and 

when they would receive feedback (the project intended to feedback GP data after 
only after receipt of the 12 months post-discharge heart check). 

As a consequence, a carefully developed and comprehensive strategy to engage GPs 
and support them in their clinical practice was developed in which the key 
interventions were as follows: 

 Guidelines and educational/promotional strategies; 
 Divisional prompting; 
 Systematic measurement and reporting of patient data; and 
 The provision of patient information from the hospital. 

6.4.2.1 Guidelines and educational/promotional strategies 

Based on the advice from the Divisions, it was decided that mailing guidelines to all 
GPs would have minimal educational impact and waste resources.  Instead it was 
decided to disseminate guidelines in combination with other activities that would make 
the guidelines more meaningful.  The range of activities used were varied, as follows: 

 Guidelines were attached to the Discharge Referral Summary sent to the patient’s 
GP at time of discharge;  

 Guideline flow charts were distributed to all GPs attending any of the small group, 
case-based education sessions on ACS or CFH (BNDGP) or who undertook 
academic detailing (BSCDGP); 

 Divisional newsletters carried short articles on the care of patients with ACS and 
CHF and referred readers to the availability of guidelines, which could be easily 
obtained through their Division; and 

 Copies also distributed to the state offices of both the Queensland Divisions of 
General Practice and the Royal Australasian College of General Practitioners for 
dissemination at their discretion to GPs outside the boundaries of the Divisions 
involved directly with the project (resulting in these guides now having been 
disseminated throughout rural and remote Queensland).  

6.4.2.2 Divisional prompting 

The strategy to engage the patient’s GP within the community follow-up (heart check) 
process, and encourage them to participate in data collection, was as follows: 

 Following discharge of a consenting patient, the hospital notified that patient’s GP, 
via a letter, that the patient had consented whilst in hospital to community follow-
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up and requesting the GP’s involvement through completing the necessary form at 
3, 6 and 12 months.  This letter was developed by the GP Working Group and was 
jointly signed by the project and the relevant Divisional CEO.  A project 
information booklet and a copy of the patient’s consent form accompanied the 
letter.   

 The GP’s relevant Division was also notified at the same time about the patient 
and their GP. 

 At 10 weeks post-discharge, the hospital rang the patient to prompt them to initiate 
a GP visit (3 month heart check) and also notified the Division. 

 The Division then sent a letter alerting the GP to expect a visit from the patient for 
their heart check, enclosing a data form. 

 GPs who were willing to do so, proceeded with the heart check and faxed the 
completed data form to their respective Division where project staff, trained in a 
manner similar to the hospital data abstractors, entered the data into the 
community phase database. 

 The Divisions kept track of returned forms and prompted GPs as necessary about 
their return. 

This process (apart from the first step) was repeated for the 6 and 12 months heart 
checks. 

6.4.2.3 Systematic measurement and feedback of data 

The project had determined that data provided by GPs would not be fed back to GPs 
until after receipt  (and analysis) of the 12 months heart check.  Given the start date 
for the project’s Intervention Stage, this meant that the first feedback did not occur 
until February 2002.  The feedback process consisted of: 

 All GPs whose patients were in the project received a copy of the feedback 
document through the mail; 

 Detailed information was disseminated through the Divisional newsletters; and 

 Copies of the feedback documents were posted on the Divisional web-sites. 

As stated previously, comments about the feedback documentation being too 
complex resulted in a modification (see section 6.2.5).  The abridged version was sent 
out to GPs in May 2002.   

The second feedback occurred in August 2002, using the abridged form and an 
explanatory letter. 

6.4.2.4 Patient information 

To support GPs in the care of their patients, the project faxed to the GP on the day 
the patient was discharged from hospital: 

 A copy of the patient’s Discharge Medication Summary; 

 An electronically generated (and so legible) Hospital Discharge Summary; and 

 A condition specific management plan. 
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These management plans: 

 provided GPs with a guide to their patient’s risk factors and management; and 

 contained a table of the groups of medications that have evidence for use in ACS 
or CHF, listed in decreasing value of absolute risk reduction in their ability to 
reduce mortality. 

6.5 Project findings and outcomes 

The key findings and outcomes from the project to date are presented under three 
major headings – consumers, clinicians, and organisational/systems.   

6.5.1 Consumers 

6.5.1.1 Quality of life 

QoL questionnaires were administered at 1, 6 and 12 months post-discharge to 
consenting patients, and the response rate at the time of project reporting was high 
(>75%), probably due to the project’s telephone prompting.  To date, only a 
preliminary analysis of changes over time between different cohorts of patients at the 
one month administration had been undertaken.  The cohorts were grouped 
according to date of hospital admission as follows: 

 Baseline: between 1/10/00 and 17/4/01; 

 M1: between 19/4/01 and 22/9/01; and 

 M2: between 23/9/01 and 22/3/02. 

The two questionnaires were: 

 Minnesota Living with Heart Failure (CHF); and 

 Macnew (ACS). 

The results showed a trend towards improvement in the quality of life of 
patients at one month post-discharge (this did not reach statistical significance as 
the study was not powered for this outcome). 

6.5.1.2 Health outcome indicators 

The following Table 6 presents the results available at the time of the Final Project 
Report pertaining to mortality rates for patients within the baseline and interventions 
groups.  This was based on the Australian Institute of Health and Welfare’s National 
Death Index which provides the date of all deaths in Australia – there is however an 
approximate 12 month delay between a person’s death and entry of the patient’s 
name in the Index, and so data available to the project was incomplete.  

The table clearly shows a decline in mortality rates in hospital and at 3 months post-
discharge amongst intervention group patients for both ACS and CHF. 
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Table 6:  Pre-Post comparison of mortality rates for patients with ACS and CHF 

 Mortality Hospital 3 months 6 months 12 months 
Baseline 
N = 397 

8% 8% 11% 15% ACS 

Remeasurement
2 N = 342 

4% 5% …. …. 

 Change 50% 37%   
Baseline 
N=216 

10% 22% 27% 33% CHF 

Remeasurement
2 N = 182 

5% 14% …. …. 

 Change 50% 35%   

Other health outcome indicators were not presented by the project, except for those 
within the combined clinical indicators table for each condition (see Tables 3 and 4 
later in this chapter). 

6.5.1.3 Self-management 

Changes in risk reducing behaviour between the baseline and intervention groups of 
patients consenting to follow-up were considered by the project to provide an indirect 
indication of patient self-management.  Behaviours associated with cardiovascular 
disease such as weight, exercise, and medication compliance were reported by GPs 
as part of the heart check-up data.  Data was provided by GPs for approximately 65% 
of consenting patients and sample sizes were too small for analysis of any statistical 
significance between the two groups at the time of the final report.  Any trends to this 
time are discussed in section 6.5.2.7. 

6.5.1.4 Self-management kits 

The project reported that the self-management kits had generally been well received.  
They had been posted on the BCC web-site from which they had been accessed 
approximately 100 times a month (page ‘hit’ statistics).  Anecdotally, through the CHF 
telephone interviews, it would appear that patients had found the kits to be of 
personal benefit – “it’s a bible for care”, “if I want to find out something, its in there”, 
“my practitioner prescribes everything in the book”.  The kits had been revised by a 
consumer reference group established specifically for this purpose.   

The kits were disseminated more widely than within the consortium hospitals.  For 
example: 

 Queensland Health had requested that the kits be promoted during rural outreach 
education facilities and the project had received requests for copies from many 
places (including Thursday Island); and 

 Nambour, Toowomba base and Ipswich hospitals had requested permission to 
reproduce the kits for their own use. 
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6.5.1.5 Discharge Medication Summary 

The project reported that a survey of community pharmacists indicated that most 
patients brought their Discharge Medication Summary with them to the pharmacy.  
Other sources of anecdotal evidence also suggested that patients were using these 
Summaries, taking them to GP visits and hospital outpatient clinics. 

6.5.1.6 Met/unmet needs 

As indicated previously, the project analysed the notes taken by project staff during 
telephone conversations with patients at one month post-discharge.  This analysis 
identified three broad categories of health, lifestyle and services provided within these 
notes.  Responses were mixed.  Many patients were satisfied with the information 
received and with their health and lifestyle.  Others had issues with medications, their 
sense of well-being, general health, an experience of an adverse event or were 
dissatisfied with communication received.  The staff doing the telephone promoting 
had a general sense that patients appreciated the call, seeing it as an extension of 
the hospital’s service and as a means to access advice or reassurance or to voice a 
complaint.   

The overall finding that patients with CHF were both less satisfied with their care and 
less informed about their condition than patients with ACS, prompted the project to 
interview patients with CHF.  Thirty eight patients (out of a possible 47) were 
interviewed by phone, with the calls ranging from 10 – 45 minutes. The interview was 
in two parts: 

 9 open-ended questions designed to identify overall health care needs; and 

 6 questions with a 5 point Likert Scale to assess responses to specific project 
interventions. 

Analysis indicated mixed views amongst the patients interviewed.  Positive 
comments, indicating met needs, were categorised as follows: 

 Support provided by clinicians was the most valued concept; 

 Feeling empowered – maintaining independence/control, having choices and 
partnership approaches were valued; 

 Health provider characteristics – confidence, competence, caring approaches 
and individualised management were identified as important characteristics; 

 Useful information – the provision of useful information that helped patients to 
cope and plan for their health requirements was an important component of care 
received; 

 Self-management/positive health behaviours – encouragement of these was 
valued; and 

 Improved health through treatment – health improvements were attributed to 
medication and medical treatment.  

Unmet needs/issues identified by some patients in these interviews were categorised 
as follows: 
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 Psychological needs – unmet psychological needs (distress) caused problems 
for patients in maintaining health requirements; 

 Information needs - inadequate information about condition, treatment or 
prognosis, or lack of individualised information were identified as problems; 

 Physical needs – poor health and physical limitations caused frustration and 
emotional distress, impacting on ability to cope or exercise control;  

 Relationship with doctor – some patients did not have confidence in their doctor 
or were concerned about the doctor’s lack of respect or caring approach; 

 Support/social needs – fear of loneliness and isolation from support were 
identified; and 

 Adequate resources/organization – this category related to the difficulties 
encountered by having to deal with large organizations (hospitals). 

With respect to the project’s interventions, the medication list, pharmacist counselling 
and the CHF education booklet were rated as most helpful.  Some interviewees did 
not find the patient diary useful, and telephone prompting by the hospital was a minor 
inconvenience to some, whilst being helpful to others. 

6.5.2 Clinicians 

6.5.2.1 Clinician involvement 

The project identified multiple examples indicating clinician involvement within the 
project, including: 

 High level attendance at the various Working Groups in the project; 

 A 63% response rate from doctors to whom the draft guidelines were circulated for 
comment in their development phase;  

 The engagement of cardiologists in a project initiated by general physicians (an 
important process outcome – bridging two silos within the health care system); 

 Emergent clinical leaders in quality improvement initiatives as evident by: 

- Conference presentations; 

- Invitations to present to peers; 

- Published journal articles; and 

- Involvement in other quality initiatives at a local, State or national level; 

 One in four Brisbane GPs having a patient enrolled in the project, and over 65% of 
these GPs returning the heart forms to the project for analysis; 

 An RBH registrar developed an automated discharge summary for the 
consortium’s use; 

 In response to Round One feedback, at RBH, clinicians formed a multidisciplinary 
pathways group; 

 At PAH the clinicians in the Emergency and Cardiology departments devised a 
pathway;  
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 At QEII, a nurse unit manager had committed to training nurses to assist in patient 
education and support; and 

 Through the project experience, the project’s clinical leadership had learned about 
different research methodologies such as the qualitative methods necessary to 
understand the processes and effects of quality practice improvement. 

These are all important components of capacity building within the various health 
‘systems’. 

6.5.2.2 Clinician decision support tools 

The project had compiled the various tools it had developed and refined through the 
process of implementation into a “Clinician Tool Kit”.  This tool kit has been posted on 
the project’s web-site, enabling interested clinicians to access and use such tools as 
applicable for their own practice.  This is an important capacity building outcome for 
the wider health system. 

6.5.2.3 Guidelines 

The project reported that the guidelines it developed had been praised both within 
and outside of the consortium.  Numerous requests for copies of guidelines had been 
received.  In addition, the guidelines, in various formats, had been accessed from the 
Queensland Health web-site at a rate of about 200 per month (‘hit’ rate).  Guidelines 
for CHF had been accessed more frequently than those for ACS, probably due to a 
lack of guidelines generally for this condition.  GP guidelines had been accessed less 
frequently from this web-site – however they were also available from Divisional web-
sites, and GPs may be more likely to use these web-sites for information (statistics 
were not kept on Divisional web-site ‘hits’). 

6.5.2.4 Discharge Medication Summary 

A telephone survey of 50 community pharmacists of patients involved in the project 
found that the Discharge Medication Summary was useful in keeping them and the 
GPs informed.  Pharmacists thought that the Summary enabled them to provide 
better counselling to their customers and that there were fewer discrepancies 
between hospital and GP scripts due to the Summary.  

6.5.2.5 Clinical indicator feedback 

The project was not able to report on the effects of clinical indicator feedback within 
the community phase.  This was due to: 

 The nature of GP engagement within the project; 

 The indirect nature of the feedback process (e.g. its impact could not be 
observed); and 

 The project’s decision not to survey GPs directly (an extra response burden) in 
order not to jeopardise the likelihood of GPs returning heart forms. 
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The processes and impact of clinical indicator feedback within the hospital setting 
were evaluated in two ways: 

 Analysis of the observation notes and minutes taken at various feedback 
sessions; and 

 Analysis of responses to a Clinician Survey, distributed in September 2002. 

The qualitative analysis indicated that generally the feedback process itself was 
received favourably, and that different units/disciplines displayed different responses 
to the feedback.  For example: 

 Cardiology doctors tended to be interested in the evidence, and the reasons 
behind variation (e.g. were the indicators too stringent, what were the clinical 
particularities of the variation ‘cases’) and rarely offered solutions; whereas 

 Emergency doctors and nurses tended to accept the findings as presented and 
focus on strategies to improve care. 

The project suggested that this variation may be attributable to the different work 
systems and cultures – eg emergency is speed-orientated with team based targets, 
whereas cardiology tends to be more individualised and reflective. 

Nursing involvement in feedback sessions varied – in part this would seem to be a 
response to local site processes and team orientation.  For example, at QEII, nurses 
attended the same feedback sessions as doctors and displayed a positive response 
throughout the project.  At PAH and RBH, nursing feedback tended to occur 
separately from doctors.  The participation of nurses who worked in general medicine 
or cardiology at these hospitals at feedback sessions tended to diminish over time.  
The project speculated that a lack of real participation at these hospitals may be 
attributable to a lack of nursing engagement at the leadership level within the project. 

Variation in responses to feedback between different clinical disciplines (medicine, 
nursing), different medical specialities (general medicine, cardiology, emergency 
medicine) and different medical levels (consultant, trainee) were to be further 
explored through analysis of the Clinician Survey results.  However, analysis of 
results was incomplete at the time for the Final Report, and was only presented by the 
project at the aggregated clinician level.   

Table 7 describes, in summary form, the percentages of clinicians who responded as 
indicated to each of the questions pertaining to the clinical indicator feedback process 
(expressed as a percentage of the overall responses received to each question). 
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Table 7: Clinician’s responses to hospital phase feedback 

Received feedback forms 
 

75% 

Feedback format was clearly understandable 
 

72% 

Feedback was useful 
 

69% 

Feedback influenced practice 
 
 

54% 
(17% considerably) 

Request for further feedback 
 
 
 

74% 
43% at 6 month intervals 
14% at 3 month intervals 

Requests for personalised, unit-specific feedback 
 

54% 

Attendance at feedback forum 
 

74% 

Forum assisted interpretation of feedback forms 
 

88% 

 

6.5.2.6 Changes in clinical indicators – hospital phase 

The project reported that analysis of comparative clinical indicator data between the 
baseline and evaluation phases was still incomplete – data abstraction was only 80% 
complete at the time of the Final Report.  Descriptive results to date at the aggregated 
(all hospitals) level for each condition were presented in the following tables (Table 3 
and Table 4).  No statistical testing had as yet been undertaken, given the incomplete 
nature of the data.  Nevertheless, there were indications of improvement in many of 
the indicators and many of these were likely to be statistically significant. 

   CSSP – EVALUATION FINAL REPORT 95



Table 8 describes the changes in clinical indicators and outcomes for Acute Coronary 
Syndromes.  All indicators showed an improvement (with the exception of lysis 
presentation which was already at 100% at baseline and had been sustained at this 
level)  

Table 8: Descriptive pre-post comparisons of ACS hospital clinical indicators 

Acute Coronary Syndrome Indicators – All Hospitals 
Patient Characteristics Baseline (n=410) 

(1/10/00-17/4/01) 
 Post period (n=426) 

 (15/2/02 – 30/8/02) 
Age (mean +/-) 67 +/- 13.9 years  68 +/- 14.0 years 
Sex Female 37%; male 63%  Female 31%; male 69% 
STEMI 39%  37% 
Non STEMI 48%  42% 
UAP with raised enzymes 13%  21% 
Initial Presentation 
 Baseline Post Period Improved
ECG within 10 minutes of presentation 140/227 62% 168/242 69%  
Lysis administration 48/48 100% 39/39 100% - 
Lysis in 60” ED pres 34/48 71% 28/39 72%  
Lysis in 30” ED pres 17/48 35% 16/39 41%  
Non Pharmacological Intervention 
Lipid levels checked 294/410 329/426 77%  
Non-invasive risk stratification tests 17/63 27% 17/55 31%  
Coronary angiography 35/41 85% 42/46 91%  
Cardiac rehabilitation (Phase 1- in-
hospital) 

154/334 46% 206/364 57%  

Cardiac rehabilitation (Phase II – post-
hospital): 

24/334 7% 60/364 16%  

Pharmacological Intervention (pt. discharged alive and not transferred) 
ß-blocker (B-B): 200/237 84% 199/235 85%  
Antiplatelet agents 287/304 94% 315/328 96%  
ACE inhibitors (ACE-1) 101/139 73% 110/136 81%  
Lipid-lowering agents (LLA) 155/190 82% 193/220 88%  
Clinical Outcomes 
In-hospital mortality 28/362 7.7% 23/386 5.9%  
re-admission in 30 days 24/334 7.2% 16/363 4.4%  
Re-infarction 19/362 5.2% 15/386 3.9%  

72% 
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Table 9 describes that changes over time in the indicators and outcomes for 
Congestive Heart Failure at the all hospitals level.  Fourteen items showed 
improvement, two had remained the same and two had declined. 

Table 9: Descriptive pre-post comparisons of CHF hospital clinical indicators 

Congestive Heart Failure Indicators – All hospitals 
Patient Characteristics Baseline (n=214) 

(1/10/00-17/4/01) 
 Post period (n=223) 

 (15/2/02 – 30/8/02) 
Age (mean +/-) 75 +/- 12.5 years  78 +/- 11.8 years 
Sex Female 53%; male 47%  Female 55%; male 45% 
Non Pharmacological Intervention 
 Baseline Post Period Improved
Recording Causes 183/214 86% 203/223 91%  
Recording Precipitating factors 160/214 75% 201/223 90%  
Limiting fluids 86/214 40% 123/223 55%  
Weighing daily 119/214 56% 142/223 64%  
DVT prevention 30/100 30% 91/125 73%  
Dietician review 38/214 18% 41/223 18% - 
Thyroid Function Test 13/29 45% 40/50 80%  
Echo cardiograph 131/214 61% 152/223 68%  
Physician clinic follow-up 85/186 46% 122/209 58%  
Pharmacological Intervention at discharge (pt. discharged alive and not 
transferred) 
Clinical pharmacist review 100/186 54% 136/209 65%  
ACE-I 57/70 81% 57/65 88%  
ACE-I dose 82/134 61% 102/157 65%  
Non-ACE-I 3/16 19% 1/12 8% X 
ß-blocker (B-B): 47/130 36% 84/144 58%  
Warfarin 22/48 46% 25/61 41% X 
Deleterious agents  
(avoidance of) 

154/186 83% 180/209 86%  

Clinical Outcomes 
In-hospital mortality 20/206 9.7% 10/219 4.6%  
re-admission in 30 days 10/194 5.2% 11/213 5.2% - 

6.5.2.7 Changes in indicators – community phase 

Given the project’s methodology, it was only going to be possible to measure the 
impact of the project’s interventions within the community phase when all data was 
available.  Since the intervention phase ended in February 2002, patients who 
consented to community follow-up late in the intervention period would not have their 
12 months post-discharge heart checks until the next year.  Therefore the project was 
only able to report trends in data to date. 

As previously indicated, the project had received heart check forms from over 65% of 
GPs whose patients had consented to community follow-up.  This was itself an 
important outcome for the project.   
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From the forms received, the project reported encouraging trends in: 

 Prescribing patterns (e.g. Beta blockers for heart failure); 

 Risk factor control (e.g. smoking cessation in patients with ACS); and 

 Behavioural interventions (e.g. exercise for patients with heart failure). 

Project staff at the Divisions had also observed that notes written on the heart check 
forms received suggested that the process of completing the form may have been 
prompting GPs to send patients for cholesterol checking.  

6.5.3 Organisational/systems outcomes  

The project reported a number of outcomes both within the consortium hospitals and 
more widely as a result of its efforts to form linkages with various health ‘systems’.  
These are all important components of capacity building and are briefly summarised 
below. 

6.5.3.1 Consortium hospitals 

These included: 

 The formation of a Clinical Services Evaluation Unit at the PAH, commencing in 
October 2002, to support clinicians to undertake CSS projects in their own areas 
(funded by the PAH District Health Service); 

 The consortium’s chair had become a member of the patient safety team of the 
PAH’s Quality and Safety Council; and 

 The RBH had invited lead clinicians in the project to use CSS methodology to 
assist in the development of pathways in the hospital. 

6.5.3.2 Private sector 

The Wesley Hospital, Brisbane, was using the clinical dataset developed for the 
project. 

6.5.3.3 Queensland Health 

Outcomes at this level included: 

 The Collaborative for HealthCare Improvement (CHI), part of Queensland Health’s 
Quality Enhancement Program, had rolled out the project’s methodology to twelve 
hospitals, and consortium hospitals were to join this process when project funding 
ceases (October 2002); 

 CHI was also trialling the BCC methods in other clinical areas (acute stroke, 
cardiac rehabilitation, renal medicine and paediatric surgery); 

 The BCC guidelines had been linked to Queensland Health’s Clinical Practice 
Guidelines library web-site (following appraisal); 
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 The BCC team had been nominated for the Queensland Health Staff Excellence 
Awards; 

 RBH received a runner-up award in the Continuum of Care category in the 2002 
District ‘QuARRIE’ award;  

 Lobbying from the BCC project had ensured that provision for an automated 
discharge summary will be included in the State’s Clinical Information System, 
when it is rolled-out to all public hospitals in Queensland in 2003; and 

 The consortium’s chair was on the steering committee of Queensland Health’s 
Quality Use of Medicines Collaborative. 

6.5.3.4 National system 

Outcomes here included: 

 The Queensland Rural Medical Support Agency, funded by the Department of 
Health and Ageing, was promoting the guidelines developed by the BCC, through 
a range of activities, to clinicians in the acute and community sectors throughout 
rural and remote Queensland; 

 Use of the Discharge Medical Summary was currently being explored by two 
Sydney hospitals; and 

 Individual lead clinicians would be able to use the experiences they have gained 
through the BCC within the various national organizations/projects in which they 
were participating (including the Open Disclosure Program, the National Institute 
of Clinical Studies Heart Failure Group, the Australasian EBM teachers group). 

6.6 Key issues and lessons 

There are a number of key issues and lessons that were identified by the project or 
which emerged through the external evaluation of the project.  These are briefly 
discussed below. 

6.6.1 Acute and community sector linkages 

The project developed some important mechanisms for supporting the continuum of 
care for patients between the acute and community sectors.  However these 
achievements did not occur without difficulty, especially in the developmental phase.  
The principle issue seems to have been associated with forming a partnership 
between the clinicians within the acute sector and those in the community (as 
represented by the Divisions of General Practice).  From the Divisional perspective, 
there was considerable difficulty in establishing a position of equality within the 
project, in which they were viewed as “co-investigators, not physician handmaidens” 
(external interviews).  For example, the proposed membership of the Clinical 
Leadership Executive did not contain any GPs, and it was only after Divisional 
protest, that GP representation was included.  From the Divisional perspective, 
physicians need skill development in team work, consensus building, partnership 
formation and meeting work. 
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Other issues to emerge were associated with differences between medical practice in 
the two sectors, and in particular the lack of understanding within the acute sector 
about general practice.  For example, the Divisions needed to educate the lead 
hospital doctors about the demands on GPs and what could be realistically expected 
of GPs within a six-minute consultation with a patient (in relation to the heart form).   

From the acute hospital perspective, there were difficulties in working with two 
Divisions of General Practice at the same time, since each had its own particular style 
of working with its membership. 

As the project progressed, a more collaborative/partnership relationship emerged 
through the efforts of both groups to achieve common goals.  These experiences 
suggest that effective linkages between these two sectors requires clinicians to 
develop understanding of the different work structures and skills in working together 
as partners in a process to improve care across the continuum.   

6.6.2 Clinical leadership 

As indicated in section 6.1.1, this project emerged through a system of expanding 
engagement, initiated in the first instance by a single individual – a form of clinical 
leadership.  This leader subsequently undertook a substantial amount of work within 
the project, for example, drafting documents (e.g. proposal, guidelines) that were then 
circulated to others for comment and subsequent revision.  This reflects a particular 
style of leadership that has advantages in terms of achieving goals in a relatively 
short period of time.  In addition, the burden of participation on others is lessened 
when someone does the basic work, and this may contribute to their engagement.  
However, there is a potential down-side to this more individualised style of working - 
others may feel that they are prevented from active participation in decision-making, 
for example (external interviews).   

This can be further exacerbated when effective governance structures are not 
established at the outset.  In the early stages of BCC, the Clinical Leadership Group 
tended to function “like a forum” and a governance structure only really started to 
emerge when the Executive Group was formed (external interview).  In the 
intervening period, individual leadership action and decision-making was required to 
keep the necessary pace of development going.   

A key lesson therefore is the importance of establishing governance structures early 
in which there is a “clear delineation of roles and responsibilities, agreed policies and 
protocols, and transparency of budget management” (external interview).  This will 
reduce ambiguity and avoid tension between the various players. 

A second lesson pertains to leadership style – to get projects off the ground requires 
one or more “initiators” who can undertake preliminary work.  At some point in the 
process however there needs to be a shift to group leadership (through a governance 
structure) that enables collective decision-making to occur.  Otherwise there is the 
risk that a project collapses if the individual leader leaves. 

The BCC experience also provides insights into the different constructions of medical 
leadership within the acute and community sectors.  Medicine within the acute sector 
is hierarchically structured – as a result there are recognised structural leaders 
(departmental heads, etc) in addition to opinion leaders.  Within general practice, no 
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such hierarchy exists so there are no structural leaders – leaders are those who are 
well-respected by their peers for their expertise.  The Divisional structure provides a 
mechanism for other organizations/clinicians to make contact with GP leaders, since 
Divisional staff have a good knowledge of their membership. 

6.6.3 Multidisciplinary teams 

Within the acute phase of the project, there were a number of issues associated with 
work silos and multidisciplinary teams with which the project had to deal.  Major 
factors are briefly discussed below.  

6.6.3.1 Cardiology and internal medicine 

Within Queensland, both cardiology and internal medicine treat patients with the 
conditions targeted in the project and there can be tension between the two groups.  
For a project initiated from within internal medicine, it was therefore important to 
engage cardiology from the outset.  The primary attraction for this engagement by 
cardiologists had been access to credible clinical data.  The effort expended by the 
project on its data collection processes (cleaning, re-abstraction audits, etc) and the 
resultant data integrity appears to have been an important part of this process. 

6.6.3.2 Nursing and allied health 

Engagement by nursing staff within the project was generally less than might be 
expected, given the focus on improving the quality of care.  A major contributing factor 
may well have been the lack of nursing representation in the various project groups, 
coupled with the major emphasis on medical practice.  Nurses did not participate in 
the guideline development process, for example, and were not really informed about 
the project until well into the action phase.   

In addition, the project’s decision to employ clinical pharmacists for patient education 
created tension within the existing cardiac rehabilitation team who initially saw this as 
‘competition’.  The project needed to spend time on relationship building with this 
team, and fostering the view that this was expanding, rather than duplicating, existing 
services.  

The key lessons from these experiences, within the context of ‘systems of care’, are: 

 the need to engage stakeholders from all disciplines within the project’s structure 
from the outset; and 

 the importance of understanding the care context and preparing it for the 
introduction of any interventions, prior to their actual introduction. 

6.6.4 Consumer involvement 

Whilst the project developed a number of interventions to support consumers, and 
involved consumers in the development of the self-management kits, there was not 
direct consumer involvement in the project design or within the governance structure 
(apart from the consumer reference group formed specifically to revise the kits). 
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The lack of partnering with consumers in large part can be attributed to the lack of 
consumer organizations generally within Brisbane.  The project determined that 
consumer involvement within the various working groups would therefore be 
problematic since it would need to recruit individual consumers who would have no 
support base (an organization), nor training in the role of consumer representative.   

In addition, it was clear that lead clinicians were uncertain about the benefits that 
might be associated with consumer involvement, having had no exposure to this 
previously. 

The key lessons are that for direct consumer involvement to occur: 

 clinicians who have had no previous exposure, need to be educated about the 
advantages of such involvement; and 

 the basic building blocks for involvement (consumer organizations) need to be 
readily available. 

6.6.5 Clinical information systems 

The difficulties experienced by the project in attempting to set up a clinical information 
system to support practice (see section 6.2.4.4) prompted the project to identify the 
following key lessons for others considering this type of development: 

- To spend the time and money needed to conduct a feasibility study and risk 
analysis; 

- To negotiate with key stakeholders; 

- To carefully consider the support needed for the system to actually work; and 

- To be prepared not to go ahead. 

6.6.6 Database development 

Based on experience, the project indicated that there are a number of things it would 
do differently with respect to the development of a database to support regular 
feedback to clinicians.  As a consequence, the project identified the following key 
lessons for those seeking to develop such databases in the future: 

- Engage an experienced database manager and designer from the outset to 
develop one integrated system database; 

- Ensure that web-based systems are adequately supported; 
- Ensure a complete, well-considered set of specifications is prepared before 

database construction, but that the database will be flexible enough to 
accommodate new fields when new evidence arises; 

- Scope the database contract carefully, including contingency clauses to enable 
problems that emerge in the ‘live’ phase can be rectified; 

- Ensure the designer puts safety checks on data fields related to dates and 
times to minimise date entry error; 

- Consider the possibility of teleforming as a method of data entry; and 
- Keep a paper trail so that data accuracy can be crossed checked. 

   CSSP – EVALUATION FINAL REPORT 102



6.7 Capacity building and sustainability 

6.7.1 Increased system capacity 

There is no doubt that the BCC contributed to an increase in capacity both directly 
within the hospitals and communities in which its activities had taken place, and more 
broadly.  Examples of the range of capacity building that occurred include: 

 Improved linkages between the acute and community sectors, supported by a 
range of processes that improved the effectiveness of information flow from the 
hospital to community providers; 

 Localised changes within consortium hospitals that improved the quality of care 
received by patients; 

 Increased knowledge, awareness and, in some cases, skills of the clinicians 
involved in the project; 

 Transferable products (e.g. the guidelines, the ‘tool’ kit, the patient self-
management kits) that are accessible to other clinician/groups; and 

 The roll-out of a modified version of the BCC dataset more widely throughout 
Queensland public hospitals. 

It is also important to note that the extensive skill base developed amongst the project 
staff through their practical involvement in the project was unlikely to be lost to the 
‘system’, as so often happens when projects end.  Every effort had been made by the 
project to redeploy project staff within quality-related employment, with positions in 
CHI, the PAH Clinical Services Evaluation Unit, the Quality Use of Medicine Program 
and the Open Disclosure program.  Two clinical pharmacists had new positions with 
the Queensland Rural Medical Support Agency, and one with the Queensland Quality 
Improvement Enhancement Program.  The capacity within the wider system will be 
increased through the skills these individuals will bring, based on their BCC 
experiences. 

6.7.2 Sustainability 

The project made considerable efforts to support the sustainability of many of its 
interventions, although uncertainty surrounds some of these.  Important aspects are 
summarised below. 

6.7.2.1 Guidelines 

Responsibility for the updating and dissemination of guidelines is an emergent issue 
with respect to sustainability.  While the BNDGP had undertaken to revise the GP 
guidelines, the project reported that it was unlikely that busy clinicians within the 
hospital context will have the time to meet to update and revise the guidelines.  Yet 
without revision, the usefulness of the guidelines will diminish over time.  This issue is 
likely to be an ongoing problem generally within the health care system, which relies 
on the unpaid and often unacknowledged work of clinicians, in the absence of formal, 
funded structures responsible for guidelines.  
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6.7.2.2 Data collection 

In the short-term, data collection within each of the consortium hospitals will continue 
as part of the CHI roll-out of the cardiac minimum dataset.  This is a reduced version 
of the BCC dataset, and CHI funding will enable the process of manual data 
abstraction to continue.  However, CHI is, at the same time, exploring alternate forms 
of data collection, since manual abstraction would not be sustainable in the long-term. 

The audit and feedback process within the community sector was unlikely to continue.  
It is a costly and labour intensive process, and could not be sustained by the Divisions 
without continuity funding.  The Divisions were however exploring other means for 
conducting GP audit and feedback, including the use of self-audit software or the HIC 
data.  

6.7.2.3 Self-management kits  

The project had explored the ongoing distribution of patient self-management kits and 
it would seem that each hospital faced different problems and so would develop 
different strategies, upon project completion.  For example; 

 At the RBH and PAH, the cardiac rehabilitation nurse was to distribute the ACS 
kit, but distribution of the CHF kit was more problematic, as this nurse did not see 
most patients with CHF (they are not in coronary care units).  The departments of 
internal medicine in each hospital had agreed to be a source for the CHF kits on a 
cost recovery basis, and at the PAH the nurse unit managers on the wards in 
which CHF patients were most likely to be had agreed to promote the booklets. 

 At QEII, the cardiac education nurse would be distributing both booklets. 

However, there was the need for ‘somebody’ to take responsibility for updating these 
kits, and the project reported that, at that stage, the Heart Foundation did not want 
this role.  The future of these kits was therefore uncertain. 

6.7.2.4 Discharge support  

Medical departments within the consortium hospitals had agreed to take on the 
responsibility for the Discharge Summaries and Management Plans and they will 
therefore continue whilst the heads of these departments continue to be lead 
clinicians from the BCC. 

Whilst the project’s clinical pharmacist positions ceased with project ‘completion’, the 
legacies they left behind within the clinical pharmacy departments at two hospitals 
would enable patient education and community liaison activities to continue.  At the 
third hospital, a nurse was being trained to support some of the pharmacy role.  

The telephone follow-up service for high-risk patients was however unlikely to 
continue – the hospitals did not see this as core business and were not funded for this 
outreach activity. 

   CSSP – EVALUATION FINAL REPORT 104



6.8 Summary 

The BCC project was an experimental approach to the improvement of care across 
the acute and community care systems for patients diagnosed in hospital with either 
Acute Coronary Syndromes or Congestive Heart Failure. 

Key challenges for the project were: 

 To establish the mechanisms necessary to support both clinicians and consumers 
during the acute and community phases of the project; 

 To develop the system linkages between the two health care sectors necessary to 
promote effective continuity of care; and 

 To engage GPs as participants within a project for which they did not volunteer.   

There is no doubt, from the evidence provided by the project, that there were 
substantial achievements as a result of project efforts.  Given the multi-faceted nature 
of the project’s interventions, it is not possible to attribute particular outcomes to 
discrete interventions.  The combination of these interventions resulted in 
improvements in health outcomes, processes of care and patient quality of life: 

 Mortality rates for patients in both clinical groups had declined within hospital and 
at 3 months post-discharge; 

 Patients’ quality of life at one month post discharge showed an improving trend; 

 Within the acute phase, most of the evidence-based clinical indicators for each 
condition were showing improvements; and 

 Trends in community phase data were indicating increases in evidence-based 
prescribing by GPs, more effective control of blood pressure and blood lipids, and 
encouraging signs on risk factor modification. 

With a longer time-frame it is likely that the project would have been able to further 
demonstrate the effectiveness of its interventions.  For example, data in mortality 
rates, quality of life and heart check forms were incomplete for the full twelve month 
post-discharge period for all eligible patients.   

The project summarised its key lessons as follows:  

 A governance structure will only represent the people within it.  A lack of 
representation from all stakeholders (consumers, nursing, allied health and 
administrators were not represented) resulted in a project that was predominantly 
medically focussed, rather than reflective of the whole system of care provision.  
However, the medical focus was influential in engaging doctors and encouraging 
them to take greater ownership of the care systems of which they were a part. 

 Projects that have a strong focus on clinical data require specialised data 
managers and designers who are able to work collaboratively with clinicians.   

 The decision to develop a clinical information system should only be taken after a 
feasibility study and exploration of the surrounding IT context.  The project found 
that Queensland Health’s decision to trial a state-wide electronic record system, 
based on different architecture to that being considered for use within the project, 
would have made the project’s investment in this area redundant.   
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Major conclusions drawn by the project were that: 

 Tools that support consumers through the provision of information and 
opportunities to self-manage, and which promote partnerships with clinicians can 
assist patients to derive benefits from treatments designed to reduce mortality; 
and 

 Providing support to clinicians to monitor their standards and focus on systems 
improvements (as well as individual behaviour) can make a major contribution to 
improvements in the provision of care. 
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7 Austin Bowel Cancer Consortium 
The experience of the Austin Bowel Cancer Consortium (ABCC) in implementing the 
CSS model needs to be considered within the context of its own unique features, as is 
the case with all the CSSP projects.  This project has submitted its final report to the 
College, and so has technically ‘ended’, although aspects of project continuity are 
addressed in the section on capacity building and sustainability. 

The information contained in this chapter has been derived from an analysis of: 

 Regular project reports to the RACP; 

 The Final Project Report; 

 Interviews with key project personnel conducted by BearingPoint (formerly KPMG 
Consulting); and 

 Supplementary material on the project presented in a variety of forms (eg 
conference presentations, project team meetings). 

7.1 Overview of project 

The ABCC evolved out of two original submissions during the EOI phase of the 
CSSP, each with slightly different emphases, but with sufficient similarities that the 
tender assessment panel deemed that a combination of these submissions was 
worthy of short-listing for consideration.  Following submission of a joint final proposal, 
this project was eventually approved, with joint funding from the Department (through 
the RACP) and the Victorian Department of Human Services (brokered by the RACP).   

The consortium represented in this project comprised: 

 Austin and Repatriation Medical Centre (A&RMC); 
 Warringal Private Hospital (Warringal); 
 Bendigo Health Care Group (BHCG); 
 North-East Valley Division of General Practice (DGP); 
 Health Issues Centre Inc.; and 
 Swinburne University of Technology. 

This project sought to test the CSS model in a range of settings – public and private, 
rural and metropolitan – and to use a systems approach to explore the following 
questions: 

 What are the drivers in the clinical decision-making process? 
 How best can specialists be supported to enable optimum use of evidence in their 

practice and encourage continuous practice improvement? 
 How can consumers be included in a clinical practice improvement project? 

Of particular interest was exploration of what the project called the “Q Factor” – the 
factor(s) through which the flow of evidence into practice is filtered.   
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The clinical focus in this project was colorectal cancer, which is the second most 
common cause of cancer in Australian men and women, and, despite advances in 
treatment, is the second most frequent cause of cancer death.   

Key features of this project’s methodology that are important in understanding the 
emphasis in its processes and outcomes are outlined below. 

7.1.1 Colorectal cancer 
In order to understand the ABCC project experience, it is important from the outset to 
consider the following key features of the project’s clinical focus, i.e. colorectal 
cancer: 

7.1.1.1 The complexity and duration of care 
Due to advances in treatment, and increasing specialisation, the medical care of 
patients with colorectal cancer has changed over time from being predominantly the 
domain of surgeons and GPs to a complex system of care involving surgeons, GPs, 
oncologists, radiotherapists and palliative care physicians.  This change, coupled with 
new roles in nursing (eg the cancer nurse, the stomal therapist) and an expansion in 
allied health roles, has resulted in the situation in which the person with colorectal 
cancer receives care from many different specialities in multiple settings (inpatient, 
outpatient and community) over the course of their illness, which may range from 
months to years.   

This complex care system necessitates a multidisciplinary approach in which 
communication and coordination between specialities and with the patient and family 
are both more difficult and more important to achieve.  Whilst some of the complexity 
could be reduced through multidisciplinary clinics, few such clinics exist.  Instead 
health professionals are faced with the challenge of providing continuity of care within 
a highly fragmented delivery system across what could be, depending upon the 
response to treatment, span several years. 

7.1.1.2 The patient perspective 
For the individual the diagnosis of bowel cancer carries a psychological burden that 
can include fear of suffering and death.  In addition, there may be fears associated 
with the treatment and their consequent impact on body image – surgery, 
chemotherapy and radiotherapy can have both short and long term effects upon the 
individual’s sense of self, and may themselves cause suffering and death.  As the 
project notes, in providing care “there is often a fine balance between doing good and 
harm”37, and patient decision-making (e.g. to participate in treatment or not) is 
important within the care process.  

7.1.1.3 Guidelines and colorectal cancer care 
A major Australian initiative to foster an evidence-based approach to colorectal 
cancer is the 1999 NH&MRC Guidelines for the prevention, early detection and 

                                                 
37  Austin Bowel Cancer Consortium. Clinicians, consumers, their experiences and the evidence – 
Building capacity in system change. 2002:20  
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management of colorectal cancer.  These guidelines, which include dimensions of the 
patient experience as well, were the basis for implementation within this project.   

Although these guidelines span the whole spectrum of colorectal cancer care, the 
project confined its focus to those aspects of care that occur within the acute setting, 
i.e. on surgery and adjuvant therapy.   

7.1.2 Clinicians 
Within this project, the term ‘clinician’ was medically defined and thus the concept of 
multidisciplinary team was defined as doctors from various sub-specialities within 
surgery (general surgeons and colorectal surgeons) and medicine (oncologists and 
radiotherapists).  The project’s rationale for this focus included: 

 The decision that, since the RACP was auspicing the CSSP, the project should 
centre on doctors38; 

 The need to place limitations on the project in view of the available timeframe and 
the scale of the clinical focus (colorectal cancer care); 

 The project’s interest in clinical decision-making, which primarily involves doctors 
and their patients; and 

 The desire to engage doctors within a project on quality practice 
improvement/pathway development which had generally been the province of 
nursing and, to some extent, allied health. 

7.1.3 The research methodology 
The project elected to use a combination of action research/action learning as its 
methodology for addressing its stated aims, and in particular for exploring the ‘Q 
Factor’.  The combined model of action research/action learning was chosen because 
the change focus within the project involved multiple levels: 

 A systems level – i.e. the hospital colorectal treatment systems; and 

 A group and individual level – e.g. the clinicians and patient/carer. 

The following aspects are critical in understanding the project’s model: 

 Action research aims to manage, study and evaluate change to a socio-technical 
system, which involves the people and their tasks, and the technologies used for 
the tasks; and 

 Action learning is when the research is carried out by members of the system 
being studied and a primary intent is for those members to learn from the changes 
implemented. 

The main research focus was the clinical decision-making system and so it 
involved clinicians and consumers and the technologies that supported the way 
doctors and patients together made decisions about treatment.  The model therefore 
was about stakeholders engaged in action learning, supported by objective research 
undertaken by the project (e.g. work culture analysis and consumer investigations). 

                                                 
38 This was a project interpretation rather than an expectation of the RACP. 
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The change process of Plan-Do-Study-Act was adapted within this methodology to 
include ‘reflect’ to enable players to reflect upon the research process as it occurred 
and so consolidate learnings and evaluate change.  Thus the model adopted by the 
project was Plan-Do-Study-Reflect-Act.   

7.1.4 Project interventions 

As a direct consequence of the aims and chosen methodology, the project’s 
interventions were a mixture of exploratory research activities about the system and 
direct action within the system.  Research constituted an intervention because giving 
the research findings back to the researched system had an influence within that 
system.   

The project’s interventions can be broadly categorised as follows: 

 The work culture study; 

 Direct consumer involvement strategies;  

 The Psychosocial Working Group; and 

 Pathway and IT development. 

The processes and outcomes associated with each intervention are discussed in the 
following section. 

7.2 Interventions – processes and outcomes 

7.2.1 The work culture study 

The work culture study sought to understand aspects of the work culture of the 
doctors involved in colorectal cancer treatment and care of patients within the acute 
setting that are associated with evidence-based medicine.  This study, undertaken 
early in the project by Swinburne University, involved in-depth interviews with 25 
senior doctors and 4 managers from the 3 hospitals involved in the project.  
Interviews focussed on the following themes: 

 The meaning of evidence based medicine; 

 The use of guidelines, and reasons for deviating from them; 

 The understanding and use of clinical pathways; 

 Multidisciplinary clinics in relation to guidelines, pathways and clinical decisions; 

 Public and private delivery of services; and 

 The general work culture in the provision of colorectal treatment and research. 

Analysis of the qualitative data obtained resulted in a report, the key findings from 
which are summarised below. 

   CSSP – EVALUATION FINAL REPORT 110



7.2.1.1 Summary of key findings 

The key findings within this report were as follows: 

 Tensions within the work culture existed about the nature of the primary clinical 
focus (i.e. to treat the disease or the patient), with different sub-cultures tending 
towards one more than the other.  These tensions were most evident around the 
palliative care domain where they impacted upon the decision about how many 
treatments/trials to recommend for the seriously ill and dying patient. 

 Clinicians throughout the work culture clearly and consistently defined evidence-
based medicine, and believed that practice should be based on the best available 
evidence, when and where possible, although the interpretation of the caveat 
varied between sub-cultures. 

 Guidelines were perceived to be appropriate for junior staff and students, as 
experienced clinicians should know the evidence thoroughly and so have no need 
to refer to guidelines.  The clinicians interviewed believed they were familiar with 
guidelines, although their own practice did at times deviate from them for a variety 
of reasons, including patients’ decisions (eg not to pursue treatment options), 
rapid developments rendering some aspects of guidelines out of date, the 
complexity of patient conditions (e.g. co-morbidities). 

 Views on pathways were less uniform than those on guidelines.  Definitions 
tended to be linked with hospital routine and nursing staff, or as high-level 
algorithms, or not distinguished from guidelines.   

 There were also mixed views about putting guidelines or pathways on the Web. 

 Colorectal cancer care involved several sub-groups that enter at different points 
along the work process broadly described as referral-diagnosis-treatment-
feedback (with parallel research work processes).  For doctors the order was 
roughly – GP, surgeon, (pathologist), adjuvant therapist, palliative care physician, 
although referrals may proceed in either direction according to decisions made. 

 Surgeons were perceived by others as the most powerful sub-group, due to: 

- Their position as gate-keepers in the referral process to other services; and 

- Informal institutional authority. 

 Adjuvant therapists were newer cultural sub-groups, and were most closely linked 
to developing technologies and evidence generated through RCTs. 

 Clinicians generally regarded administration as “them” rather than “us”, having a 
hospital resource focus.  They differentiated between administration and 
management, with the private system providing clinicians with a sense of having 
overall patient management through overall management of the work process. 

 Multidisciplinary teams were generally viewed as a positive concept, with support 
coming most strongly from those with experience of multidisciplinary clinics within 
breast cancer treatment.  Some concerns about shared decision-making in the 
absence of a formal structure were evident due to the risk of patients’ falling 
through the cracks’. 

 Country doctors were less likely to be sub-specialists and often had patients who 
had difficulty travelling for specialist treatment and with advanced disease. 
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 Four ‘models of learning’ were evident within the work culture, with different sub-
groups tending to reflect some models over others.  These models were learning 
through: 

- research, in which data is objective and impersonal (medicine as science); 

- apprenticeship, within a highly structured hierarchical authority system 
(medicine as art supported by science); 

- collegial community, e.g. networks, conferences, meetings (medicine as 
consensual agreement about evidence and practice); and 

- one’s own experience (medicine as art). 

7.2.1.2 Outcomes 
Outcomes from the work culture study were: 

 An agreed baseline picture of both the work culture and practice-related issues to 
inform subsequent project activity and also assessment of change over the life of 
the project; and 

 Engagement of senior doctors in the project, through ownership of the report 
about their own work culture created by: 

- Informed consent for interview participation; 

- Anonymity of reporting (by group, not individual); and 

- Opportunity to provide feedback on the draft report. 
The 25 doctors interviewed represented 100% of the specialists providing colorectal 
cancer care within A&RMC and BHCG – colorectal surgeons, general surgeons, 
medical oncologists, radiation oncologists and consultant physicians.  

7.2.2 Consumer involvement strategies 

Given the project’s interest in clinical decision-making, and the consumer (as patient) 
is one half of this process, substantial project effort was expended on consumer 
involvement.  At project inception there were no local support or advocacy groups for 
people with colorectal cancer, so incorporation of the consumer perspective evolved 
over time.  Health Issues Centre, as a consortium partner (and so represented on the 
Governance Group), facilitated the process, beginning with the Consumer Experience 
Study. 

7.2.2.1 Consumer Experience Study 

This study, undertaken early in the project, was designed to explore the consumer 
experience of care and so compliment the first Work Culture Study that focussed on 
the medical perspective.   

Patients of clinicians already involved in the project were recruited.  Three groups of 
patients/carers were interviewed (either individually in their own homes, or in small 
groups at A&RMC or CHERC in Bendigo), according to the time since their diagnosis, 
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i.e. within 6 months, between 6-12 months, and longer than 12 months.  The 
interviews focussed on: 

 The ups and downs of their experiences of care; 
 Satisfaction with the services provided; 
 The perceived clarity of explanations about diagnosis, procedures and treatments; 
 Whether or not consumers sought information from other sources about their 

condition and its treatment; and 
 The consumer’s knowledge of evidence based medicine and clinical guidelines. 

Following a feedback process in which a draft report was revised in the light of 
interviewees’ comments, a Consumer and Carer Report was presented to the project.   

Key findings from Consumer and Carer Report 

 Decision-making 

- Decisions appeared to be made for patients particularly around the decision to 
have surgery.  People were often told there was no alternative or choice; 

- Many people had limited ability to ask questions because they were unfamiliar 
with the disease; 

- The apparent power differential between clinician and patients needs to be 
acknowledged as this effects patient’s ability to ask questions and be equally 
involved in decision-making; and 

- Patients did not always have a choice of health professional.  They wanted 
someone they could trust, have confidence in, was reliable, on time, polite, and 
up to date with their research knowledge.  It is a patient’s right. 

 Information provision regarding diagnosis, treatment and side effects 

- Many patients felt the doctor was too busy or they did not know who to ask for 
information; 

- Some patients were given bad news inappropriately.  Patients said they 
wanted the clinician to be truthful, detailed, sensitive, and to deliver it in an 
appropriate place and time.  It is important that clinicians understand patient’s 
various responses, which include shock, denial, sadness, anger and 
depression; 

- Many patients were not given the evidence or risks of a particular treatment; 
- Some patients reported being given an incorrect diagnosis, not being 

diagnosed early enough and/or in an untimely manner; 
- Often patients were not given time to make or think about a decision.  Some 

people appeared to be coerced into doing what the clinician thought was best; 
and 

- Patients suffered embarrassment, discomfort, pain, claustrophobia and 
violation from multiple tests, procedures and treatments. 

 Information seeking 

- Patients’ ability and skill at seeking information varied enormously and was 
related to their ability to understand what was being said, how familiar they 
were with their body, their ability to be assertive and their ability to know what 
to ask; 

   CSSP – EVALUATION FINAL REPORT 113



- Some patients wanted to be able to choose not to have treatment – this related 
to their personal wishes, age, prognosis and tolerance of treatments.  Some 
also wanted further treatment when clinicians may have given up; 

- People wanted to be properly prepared for the anaesthetic, surgery, pain relief 
and other possible procedures; and 

- People wanted to be properly informed about the results of surgery. 
 Experience of care 

- Ward experience – patients reported concerns about infection, people who 
were dying on their ward, mixed sex wards, unexplained transfers between 
wards or people who should have been on another ward; 

- Discharge experience – some were discharged too soon or without adequate 
district nurse follow-up leading to their readmission or infection; 

- Post-operative bowel management – many patients needed assistance with 
post-treatment bowel management; and 

- Absence of support and self-help groups.  Many patients would have 
appreciated having access to a self-help group. 

Outcomes 

This report provides a powerful insight into the real-life experiences associated with 
having this disease and makes a valuable contribution to the available knowledge for 
all key stakeholders, complimenting the more technical information within the 
NH&MRC Guidelines.  Clinicians who had been interviewed for the work culture study 
were provided with a personal copy of this report and the project noted that some 
indicated that this had had an impact upon their subsequent interactions with patients.  
For example, one colorectal surgeon reported that this report impacted upon how he 
imparted bad news to patients and their families, whilst another noted that this report 
prompted him to become actively involved in a project sub-committee. 

7.2.2.2 Consumer Reference Groups 

A number of interviewees for the Consumer and Carer Report were subsequently 
invited to participate in a Consumer Reference Group.  This invitation was based on 
their interest and perceived capacity to participate, given their health status.  This 
resulted in two groups: 

 A metropolitan Consumer Reference Group (8 members) based at A&RMC; and 
 A rural Consumer Reference Group (5 members) based at BHCG.  

The Health Issues Centre, in conjunction with a project officer, coordinated these 
groups. These groups worked on a number of projects, the outcomes from which are 
described below.  Members also participated in a range of forums related to project 
activities, including attendance at a CCSP team meeting, and representatives were 
invited to join both the Implementation Group and the Psychosocial Working Group.  
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Outcomes 

The outcomes from work undertaken by the two Consumer Reference Groups were: 

 A Warning Signs brochure for public dissemination, to raise awareness of the 
potential signs of colorectal cancer and so prompt people to take early action; 

 A booklet for newly diagnosed patients with a range of questions that they may 
wish to ask their doctor(s); 

 A patient pathway document for people who will have surgery for the removal of 
colon or rectal cancer, explaining what will occur before, during and after the 
operation, and containing a plan for discharge back into the community; and 

 Feedback to the NH&MRC on the Guidelines for the prevention, early detection 
and management of colorectal cancer: a guide for patients, their families and 
friends.  

In addition, the concerns expressed within these groups about the need for greater 
support for, and education of GPs in the timely identification of colorectal cancer, 
prompted the project to re-establish closer links with the local Division of General 
Practice.  This in turn led to: 

 A workshop between interested GPs from the Division and project participants 
including the Head of Colorectal Surgery and the Manager of Cancer Services at 
the A&RMC, at which a range of issues to improve the continuity of care were 
identified for further action; and 

 Improved links between the hospital-based surgeons and the Division that was 
about to embark upon a pilot project for bowel cancer screening. 

7.2.3 Psychosocial Working Party 

A mid-project review in July 2001 determined that there were a number of points of 
convergence between the clinicians’ perspective (as outlined in the work culture 
study) and that of consumers/carers (based on the Consumer and Carer Report).  
These points were as follows: 

 Treating the person as well as the disease through building a partnership between 
clinician and consumer; 

 Getting evidence based medicine into practice through a partnership between 
doctor and patient; 

 Giving bad news; 

 How do clinicians learn about their patients’ psychosocial issues and experience 
of treatment?  How then do they learn about appropriate communication and 
relationship building?; and 

 Improving the coordination of treatment. 

The importance of psychosocial issues and communication is also evident within the 
NH&MRC Guidelines.  However, the project’s Implementation Group, whose role was 
to translate the Guidelines into clinical pathways and the data system, had been 
experiencing difficulty in meaningful incorporation of the Guidelines chapter on 
Communication.  A ‘tick-box’ approach, for example, merely recorded the fact that 
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communication had occurred – it did not capture the relative effectiveness of that 
communication and so could not contribute to improvements in the communication 
process.   

As a consequence, the project established a Psychosocial Working Party, the aims of 
which were: 

 To explore/demonstrate how psychosocial needs of patients and the relationship 
building skills/capabilities of clinicians influence the uptake of evidence based 
medicine into clinical practice; and 

 To explore the evidence around communication and relationship building, and how 
this might be made available to clinicians as part of their practice. 

This group comprised: 
 2 doctors (a colorectal surgeon and a medical oncologist); 
 3 nurse specialists (cancer support, stomal therapist, oncology case manager); 
 3 consumers from the Consumer Reference Groups; 
 Representatives from senior hospital administration; 
 The Bendigo project officer; and 
 Two Consortium members (Health Issues Centre and Swinburne University). 

7.2.3.1 Outcomes 
The major outcomes from this group were a literature review and a report to the 
project containing a set of recommendations for action.  Each outcome is discussed 
briefly below. 

Literature review 

This review focussed on psychosocial evidence for colorectal cancer treatment and 
was undertaken by a researcher from Swinburne University who produced a CD Rom 
containing a bibliography, abstracts and an explanatory essay.  Key points from this 
literature review included: 

 The need for a more inclusive notion of evidence than that contained within the 
EBM construct of levels of evidence which precludes much of the qualitative 
research crucial within the psychosocial area; 

 Identification of the relatively new field of psycho-oncology, addressing: 

- Psychosocial issues influencing the disease and its progress; and 
- Psychosocial issues arising from the patient’s illness and its progression, for 

patients, families and care givers. 
 The critical role of trust in the doctor-patient relationship, and the broader social 

influences on that relationship including the organization of medicine, information 
technology, medical technology, power of the professions, and the rise of the 
consumer; 

 Two major approaches to the psychosocial aspects of patient care –  

- the quality approach, primarily orientated towards competence and 
measurement of quality of care and quality of life;  and  

   CSSP – EVALUATION FINAL REPORT 116



- the patient-centred approach, that starts from the patient perspective and 
emphasises needs, preferences and the quality of interpersonal relationships; 

 The importance to colorectal cancer patients of the specialist cancer support 
nurse role in providing continuity of care and facilitating consistency across 
treatments; 

 The importance of a multidisciplinary approach to care in which good 
communication and coordination are major factors, and palliation is considered 
within the care continuum; 

 Patients need information in order to participate in shared decision-making; 
 Empathy is critical in relationship building, but there are questions about how 

doctors learn to be empathetic; and 
 More investigation and research into the way doctors ‘break bad news’ is required. 

Psychosocial Working Group Report 

The Group’s Report to the project identified the following recommendations: 

 The need for more work on incorporation of psychosocial dimensions within the 
algorithm for colorectal cancer, using the breast cancer psychosocial guidelines as 
a starting point; 

 The need for changes in the hospital system, including greater emphasis on the 
multidisciplinary team and a role within that team that coordinates the 
psychosocial care of patients; 

 Ongoing education of all clinicians in the psychosocial needs of patients since all 
have responsibilities in this area; and 

 The need for more exposure of clinicians and patients to each other in developing 
patient support. 

As a direct consequence of this Report, important psychosocial considerations were 
included on 30 ‘pages’ of the project’s electronic decision support system – for 
example the heading Breaking Bad News contains the following items: 

 Give bad news in a quiet, private place with a support person if the patient wishes; 

 Allow enough uninterrupted time in the initial meeting; 

 Assess the individual’s understanding; 

 Provide information simply and honestly; 

 Avoid the notion that nothing can be done; and 

 Arrange a time to review the situation. 

In addition, the role of the cancer support nurse became more recognised by doctors, 
and at the A&RMC, this nurse now regularly attends the multidisciplinary colorectal 
outpatients clinic.   

The project’s Final Report noted that the Psychosocial Working Group’s 
recommendation for additional training of doctors in the psychosocial dimensions of 
patient care is an important issue to be addressed by those institutions responsible for 
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medical education/training – the universities, the professional colleges and the 
training hospitals. 

7.2.4 Pathway and IT development 

Early in the project, the Governance Group determined that the IT system to be 
developed would need to have the capacity to serve dual purposes: 

 To capture data on patient outcomes and guideline compliance in order to provide 
feedback to clinicians; and 

 To assist clinicians in their work and encourage best practice by providing 
clinicians with evidence at the point of care (decision support). 

The prime responsibility for the development of the IT system rested with the 5 
clinicians on the Implementation Group (a colorectal surgeon, a general surgeon, two 
medical oncologists and a radiation oncologist), supported by project officers.  These 
clinicians consulted regularly with their colleagues throughout the development 
process.  In response to the interests of participating surgeons, and later their medical 
colleagues, the original scope was expanded to include the development of a patient 
database39. 

Since no prototype existed, the developmental process was complex and time-
consuming, taking much longer than was originally envisaged – from November 2000 
(the first Implementation Group meeting) to February 2002 (live system). 

7.2.4.1 Developmental phases 

The project identified a series of phases through which the developmental work 
proceeded, as summarised below.  Whilst there was some overlap between these 
phases, they generally progressed through the order indicated. 

 Translation of the evidence into a flow chart of colorectal cancer management; 
 Identification of patient data to be collected; 
 Design of algorithms that combine patient data fields and flow charts; 
 Identification of key decision points in the algorithms;  
 Identification of and agreement on decision support elements to be included and 

how these were to be displayed; 
 Identification of and agreement on psychosocial prompts to be included and how 

these were to be displayed; and 
 Engagement of a software company capable of delivering project goals. 

The magnitude of this task was considerable. For example, the NH&MRC Guidelines 
document was 196 pages long, posing a considerable challenge to developers of the 
flow chart.  Disease types (malignant polyp, colon cancer, rectal cancer) and 
action/treatment recommendations (Preoperative presentation, surgery, post-
operative, chemotherapy, radiotherapy, tumour progression/recurrence and follow-up) 
all needed to be represented.  In addition, two key features of the Guidelines – 

                                                 
39  Austin Bowel Cancer Consortium Project Progress Report Three, October 2001. 
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psychosocial issues and communications – were difficult to translate into the flow 
chart format, requiring the additional work described previously (section 7.2.3) to 
address these critical elements of care.  Multiple revisions of the flow chart were 
necessary. 

Lack of detailed knowledge of computer programming and IT systems amongst both 
the clinicians and the project officers contributed to delays in the developmental 
process – decisions often needed to be made without a full appreciation of their 
meaning.  Trialling of the new electronic system also caused delays as there were 
many “bugs” needing to be rectified prior to full operational readiness.  The lengthy 
and problematic trial phase impacted negatively on clinician interest in the new 
system.   

7.2.4.2 The final version  

The final version of the IT system contained 12 pathways for the effective 
management of colorectal cancer, spanning multiple treatment modalities and 
episodes of care. 

These pathways were available for clinicians to access at the point of patient contact 
(through both Palms and networked PCs), with a facility for clinicians to enter their 
own data, whilst being also able to view data entered by other clinicians during the 
whole treatment process, across multiple episodes of care.  The synchronisation 
between the two platforms within the system enabled clinicians to enter data in their 
private setting (hospital or rooms) and later synchronise with the public hospital-based 
server. 

As the particular clinician proceeded through a particular pathway, they were provided 
with the relevant evidence to inform their clinical decision-making.  Within the 
A&RMC, the system was also accessible in a read-only format to any hospital 
personnel with network access.  This enabled the ‘reader’ to view the pathways, the 
evidence and to enter dummy data (i.e. not entered into the database) to work 
through the data entry and decision-making processes.  The system therefore had 
educational potential for junior medical staff and for nursing staff interested in 
pathways. 

7.2.4.3 Outcomes 

Clinician collaboration 

The project reported that the collaboration between doctors from the various 
specialities within colorectal cancer care was a major project outcome.  Previously 
there had been little across- modality interaction between these clinicians within the 
Consortium hospitals.  Through the Implementation Group, these clinicians worked on 
a common project over a lengthy period, and the project indicated that this closer 
working relationship will have ongoing benefits for cancer care.  This would appear to 
be an important precursor for any further development towards a multidisciplinary 
clinic. 
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Pathology Reporting Proforma – improved care 

The development of a Pathology Report Proforma was a direct result of the 
collaboration between surgeons and oncologists on implementation of the Guidelines.  
This Proforma, completed by the surgeon, captured all the relevant information 
necessary for the pathologist to accurately ‘stage the patient’ – i.e. to compile an 
accurate report on the severity, spread and location of the tumour.  Best practice 
depends upon accurate staging, as indications for adjuvant chemotherapy or 
radiotherapy are dependent upon the stage of the cancer.  Inaccurate staging may 
result in under-treatment or over-treatment.  Accurate staging is also an important 
indicator of the patient’s prognosis. 

Prior to the project, there had been no agreed standardised format for reporting 
surgical findings to pathology within either the A&RMC or BHCG.  The introduction of 
this Proforma was therefore a major improvement in the care of patients with 
colorectal cancer.  Pathologists in both hospitals were consulted as were the external 
pathologists to whom Warringal Private Hospital outsourced its pathology services.  
Every surgeon in all three institutions was informed and the Proforma was 
implemented in April 2001.   

The outcomes were: 

 100% uptake of the Proforma at BHCG, with its continuation being strongly 
recommended by all general surgeons (no colorectal surgeons at this institution); 

 At A&RMC it had been used in all cases operated on by the colorectal unit, and in 
over 50% of all cases from the general surgical units.  Investigation of the lower 
rate in general surgery was underway – reasons may include a higher proportion 
of emergency cases after hours, a larger number of medical staff and a high staff 
turnover; 

 A request for copies of the Proforma from a general surgeon at A&RMC for use in 
his private practice; and 

 An adaptation of the Proforma by the Western Australian Cooperative Oncology 
Group for local implementation within that State. 

Variance information 

The IT system was fully operational by February 2002, and by June 2002 over 100 
patients at the A&RMC and over 40 at BHCG had been entered by clinicians into the 
system.  The first feedback forums to clinicians occurred in March 2002. 

At the time of presenting the Final Report, the database was incomplete.  This is not 
surprising, given the multiple pathways, the time-frame potentially covered for each 
patient (which could span years) and the fact that the first entry for an individual 
patient could be well into their cancer treatment, rather than at the beginning.  The 
system had been designed for prospective data entry – retrospective data, for 
example on original surgery, may be difficult to access from the paper-based client 
record.  It was estimated that it would take at least a year to collect sufficient patient 
numbers to provide meaningful reports on patient management to clinicians.   
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Nevertheless, there was some data already available at the time of the Final Report 
and the project provided the following examples as indications of the system’s 
potential to provide clinicians with feedback on guideline concordance (Table 10).   

Table 10: Guideline concordance 

Guideline Concordance 
% 

Guideline Level of 
Evidence 

BHCG A&RMC 
The Patient with Symptoms 
 Recommended types of pre-operative investigations III 66% 85% 

Preparation for Surgery 
 Referral to Stomal therapist if post-operative stoma 

planned/likely 
 Bowel preparation – no demonstrated benefit from 

RCTs 
 Thromboembolic prophylaxis 
 Prophylactic antibiotics 

- Recommended type  
 Perioperative normothermia maintained 

III 

II 

I 

I 
II 
III 

77% 

33% 

100% 

91% 
82% 
47% 

85% 

18% 

92% 

90% 
18% 
64% 

Elective Surgery for Rectal Cancer 
 Laparoscopic surgery only under auspices of RCT 
 Stomal therapist referral if temporary/permanent 

stoma likely 

- 
- 

100% 
70% 

100% 
50% 

Staging and Reporting 
 Staging data III 80% 81% 

Adjuvant Therapy for Colon Cancer 
 Adjuvant therapy offered to people with resected 

node-positive colon cancer 
 Recommended regimen 

I 

II 

not 
available 

not 
available 

89% 

not 
complete 

 

Explanation of these data is as follows: 

 Pre-operative investigations – concordance with guidelines is unlikely to ever be 
100% due to emergency situations.  Nevertheless the specific data items within 
this guideline provide useful information to surgeons about the types of tests used, 
including combinations of tests and duplication. 

 Stomal therapist referral – data items here provide surgeons with feedback 
about patient management, recording whether they referred the patient to a 
stomal therapist, whether the patient saw the therapist, and whether a stoma was 
fashioned intraoperatively. 

 Bowel preparation – although Level II evidence indicates no demonstrated 
benefit from routine bowel preparation prior to surgery, most patients at both 
hospitals underwent this procedure.  This would seem to be surgeon preference, 
rather than evidence-based practice. 

 All patients at BHCG and 92% at A&RMC received thromboembolic prophylaxis 
and data items provide details of the various forms given (unfractionated heparin, 
low molecular weight heparin, intermittent calf suppression). 
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 Similarly, most patients received prophylactic antibiotics, although interestingly 
only 18% at A&RMC received the recommended type of antibiotic.  This issue 
was currently under investigation within that institution. 

 Maintenance of perioperative normothermia (normal body temperature) is the 
responsibility of the anaesthetist – the relatively low concordance percentages at 
both institutions were likely to be a problem of documentation. 

 In accordance with the guidelines, no laparoscopic surgery was performed at 
either institution. 

 Staging data – Level III evidence indicates that the ACPS staging, TNM staging 
and the specific data required to stage the patient should all be recorded to allow 
for national and international comparisons.  As mentioned previously (section 
7.2.4.3), accurate staging data are crucial in determining subsequent treatment 
and the patient’s prognosis.   

 Adjuvant therapy for colon cancer – complete data for determination of 
concordance with this guideline was not yet available as not all patients had 
completed chemotherapy pathways at the A&RMC.  At BHCG chemotherapy data 
had not yet been entered.  This was due to changes in the staffing for 
chemotherapy at this institution.  Shortly after the project commenced, the medical 
oncologist at BHCG resigned and was replaced by locums who provided this 
service until shortly before project when completed when a permanent 
replacement was made.   

7.3 Project impacts 

Towards project end, the ABCC used three methods to evaluate its impact on 
participants: 

 A second work culture study; 
 A survey of clinicians; and 
 A consumer perspective evaluation. 

Each is separately described below, followed by a section on organisational impacts 
identified by the project as developments that have occurred as a consequence of 
various project activities.   

7.3.1 Work culture study 2 
Towards the end of the project, Swinburne University interviewed 9 clinicians and 4 
associated staff/stakeholders to ascertain their experience of the project and their 
views on whether or not involvement had had an impact on cultural work practices.  
Based on analysis of these interviews, the report indicated that the most important 
changes within the work culture over the project period were: 

 The collaborative development across specialisations of the IT tool for collecting 
data to indicate variance from treatment guidelines; 

 A positive response to this tool, with recognition of its limitations; 
 A heightened recognition of the patient as a person and the resultant implications 

for practice; and 
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 A recognition of the need for more integration across disciplines within the 
treatment process, including further work with cancer support nurses. 

7.3.2 Clinician survey 

In May 2002, the project conducted a survey to gauge clinician perspectives of the 
various aspects of the project.  A total of 30 doctors replied (86% of those surveyed), 
with 20 out of a possible 24 from A&RMC and 10 out of a possible 11 from BHCG.  
Results from the survey are discussed below in two sections, the first focussing on 
attitude changes in key areas of project activity, and the second on the IT tool 
specifically.  In considering these results it is important to note that not every 
respondent addressed all questions. 

7.3.2.1 Attitude changes 

The following table (Table 11) summarises clinician perceptions of their changed 
attitudes towards key project themes as a consequence of their involvement in the 
ABCC.  In interpreting this table, it is important to note that the ‘No change’ rate does 
not necessarily reflect a negative attitude towards a particular theme – the focus of 
questions was on whether their attitudes had changed through the project.  Indeed it 
would seem, based on supplementary comments provided by clinicians to questions 
within the survey, that their original views had generally been positive; e.g. 
Multidisciplinary clinics – No change “Already committed to 
multidisciplinary/multimodality care” (General Surgeon Consultant).  Potential reasons 
for differences between the two hospitals in clinicians’ responses are discussed in 
section 7.4.3.   

Table 11: Clinical perceptions of changed attitudes to key project themes 

Key project theme Percent 
response 

Hospital More 
positive 

No 
change 

More 
negative 

Multidisciplinary care/ clinics 87%  
A&RMC 
BHCG 

34% 
44% 
20% 

66% 
56% 
80% 

- 
- 
- 

Clinical pathways use 100%  
A&RMC 
BHCG 

47% 
60% 
20% 

37% 
30% 
50% 

16% 
10% 
30% 

Patient data collection for 
audit & tracking outcomes 

100%  
A&RMC 
BHCG 

50% 
60% 
30% 

27% 
20% 
40% 

23% 
20% 
30% 

Variance analysis 100%  
A&RMC 
BHCG 

41% 
45% 
25% 

54% 
50% 
75% 

5% 
5% 
- 

The patient/consumer 
perspective of cancer care 

100%  
A&RMC 
BHCG 

50% 
55% 
40% 

47% 
n/a 
n/a 

3% 
n/a 
n/a 

Psychosocial needs of 
patients with cancer 

100%  
A&RMC 
BHCG 

20% 
25% 
10% 

77% 
70% 
90% 

3% 
5% 
- 

The role of the Cancer 
Support Nurse 

100%  
A&RMC 
BHCG 

34% 
40% 
20% 

66% 
60% 
80% 

- 
- 
- 
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7.3.2.2 The IT tool 

Table 12 depicts the clinicians’ perceptions of the evidence-based component of the 
IT system developed by the project to function as a decision support tool at the point 
of care.  It would seem that the tool’s potential to function as an education support for 
junior doctors in particular was strongly supported.  The project also noted that by 
contrast to the first work culture study in which all senior doctors indicated that the 
guidelines were not useful for their practice, in this subsequent survey 46% indicated 
that they found the evidence in the tool (guideline-based) useful for their own practice. 

Table 12: Clinicians’ perceptions of the decision support tool 

Question (% response) Response type Overall 
response

A&RMC 
response 

BHCG 
response 

Presentation (how set out) 
(87%) 

Very well 
Average 
Not very well 

20% 
66% 
15% 

31% 
63% 
6% 

- 
70% 
30% 

Accurate reflection of 
NH&MRC Guidelines (90%) 

Very accurate 
Some accurate 
Very little accurate 

59% 
41% 

- 

59% 
41% 

- 

60% 
40% 

- 

Reflects best practice (90%) Mostly 
Sometimes 
Rarely 

78% 
19% 
3% 

77% 
18% 
6% 

80% 
20% 

- 

Reflects current information 
(90%) 

Mostly 
Sometimes 
Rarely 

78% 
22% 

- 

77% 
23% 

- 

80% 
20% 

- 

Evidence section useful or 
relevant for own practice 
(80%) 

Useful/very useful 
Neutral 
Not very useful 

46% 
29% 
25% 

67% 
20% 
13% 

11% 
44% 
44% 

How to be more relevant to 
own practice (83%)* 

Same studies, 
more detail 
More current 
information 
Links to journals, 
full text 
Links to other 
sources, eg 
Cochrane 

12% 
 

44% 

60% 
 

56% 

  

Who is evidence section useful 
for (77%)* 

Consultants 
Registrars 
Residents/interns 
Nurses 

57% 
96% 

100% 
74% 

  

* respondents could choose more than one response 

The IT system developed by the project was comprised of a number of elements.  
Clinicians were asked to rate the level of importance to their practice of each of these 
elements.  They were provided with a 6-point rating scale from 1 (least important) to 6 
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(most important) for each element.  Table 13 depicts the percentage of responses 
rating each element in the 4-6 range. 

Table 13: Clinicians rating of importance to their practice of IT elements 

System element (% responding) % of respondents 
rating element in 4-6 
range 

A maintained patient database (93%) 86% 

Provision of variance data (83%) 74% 

Provision of regular reports (87%) 72% 

Keeping up with evidence/guidelines (85%)  44% 

Enable comparison of own practice with that of others (80%) 41% 

Provision of decision support (85%) 40% 

These responses suggest that clinicians placed more value on the data collection, 
variance and feedback functions of the IT system than on the evidence-based clinical 
support functions.  Interestingly it would also seem that they were more interested in 
feedback on group performance than in personal feedback. 

Clinicians were also asked to indicate whether they believed the IT system in its 
current form had the potential to deliver longer-term benefits for patient management.  
Of the A&RMC clinicians who responded, 94% indicated a positive view on this 
aspect.  By contrast, only 40% of BHCG clinicians who responded gave positive 
responses.  Possible explanations for this difference are outlined in section 7.4.3. 

7.3.3 Consumer perspective evaluation 

The Health Issues Centre investigated consumer perspectives on their involvement in 
the project, by re-interviewing 55% of all the consumers who had been interviewed for 
the original Consumer and Carer Report.  Not all original interviewees were available  
– some had subsequently died or were not contactable.  Interviews took two forms: 

 Semi-structured telephone interviews with 7 consumers who had not subsequently 
participated in the Consumer Reference Groups (CRGs); and 

 A group interview with 11 members of the two CRGs. 

7.3.3.1 Key findings 

The key findings from the interviews were as follows: 

 Almost all had participated because they believed it would be beneficial to 
themselves and to others.  CRG members in particular participated because they 
believed they could contribute to changes in health care services.  

 The fact that the invitation to participate came from the health care providers, and 
doctors encouragement in particular, was influential in their decision to participate. 
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 Consumers believed others had not participated because the project’s subject 
matter was confronting, or because they were experiencing difficulties with the 
cancer diagnosis and/or management of pain. 

 The original interview was perceived to have been beneficial and consumers 
appreciated having been given a copy of the final Consumer Report which they 
found useful.  The interview process was perceived as an important preparatory 
step to further involvement (eg joining a CRG). 

 Those who had not gone on to join a CRG were uncertain about the value of their 
contribution to the project’s outcomes, whereas CRG members were confident 
that consumer input had contributed to reorienting health services for people with 
colorectal cancer. 

 CRG members reported that their involvement was beneficial and had increased 
their knowledge and skills. 

 Those who had also participated in other project groups or attended special 
meetings reported benefit from this, but were uncertain about the health service 
response to consumer feedback and input.  Some commented on the 
ambivalence of some doctors to consumer contributions, while others reported 
that meeting structures hindered utilisation of consumer views. 

7.3.4 Organisational impacts 
The key organisational impacts that resulted from project activities are summarised as 
follows: 

 At A&RMC a pilot project in two medical oncology clinics focussing on system 
change – creating an outpatient clinical team (doctor/nurse/clerical), focussing on 
patient experience with patient surveys and feedback to the team, and on 
providing educational material. 

 The important role of the Cancer Support Nurse had been acknowledged by 
colorectal surgeons at A&RMC, and the nurse now attended outpatient clinics. 

 Three consumer representatives had been invited to sit on the Strategic Planning 
Group for the new A&RMC Cancer Centre, and the Cancer Services Unit was 
developing new roles for consumers within its regular committee structure. 

 A member of the CRG had been invited to join the Implementation Group for the 
PEP2 (Patient Education Project) at A&RMC.  This project, funded by the 
Department of Human Services, was evaluating the patient-developed pathway 
and questions booklet for people undergoing colorectal surgery.  These 
documents were being translated into Greek and Italian in order to include a wider 
variety of patients within the evaluation. 

 A member of the BHCG Consumer Reference Group had been invited to join the 
BHCG Community Advisory Committee. 
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7.4 Project experiences and lessons 

7.4.1 The project experience 

7.4.1.1 Project development 

As indicated previously, this project constituted an amalgamation of two independent 
EOI submissions, and, whilst both emanated from the A&RMC, the focus of each was 
markedly different.  One, from Clinical Services, focussed on a cultural change 
approach to the integration of evidence into practice, and included BHCG.  The other, 
from Cancer Services, focussed on the development of an IT solution to systematize 
guidelines and included the Warringal Private Hospital.   

This amalgamation posed challenges to the consortium throughout the project, 
particularly in integrating the two different emphases into a coherent whole, and, from 
the external evaluation perspective, this integration was not fully realised.  A side 
benefit however was that, within the A&RMC itself, this combined project represented 
the first collaborative project between a senior manager and senior clinician as co-
investigators. 

7.4.1.2 The consortium – clinical leadership and governance 

In the combined proposal, the three hospitals (A&RMC, BHCG and Warringal) were 
included within the consortium and the following partners were added: 

 Health Issues Centre Inc., to provide expert advice on consumer involvement; 

 North East Valley DGP, to provide GP input; and 

 Swinburne University of Technology, to provide advice on the action research 
methodology and undertake cultural analysis. 

Although Warringal, A&RMC and BHCG had some previous experience of working 
together, the particular combination of partners within this consortium resulted in a 
major project focus on the workings of the Governance Group, upon which all 
partners were represented.  There were difficulties however: 

 Although the original combined proposal indicated a focus on both acute and 
community care, in the implementation process, the focus was on acute care only, 
resulting in only a peripheral involvement by the North East Valley DGP; 

 Changes within Warringal, and the very nature of private health care provision 
diminished this organisation’s involvement (see section 7.4.4); 

 The BHCG perceived the project to be “Austin-centric”, and their role within the 
consortium to be somewhat marginal (see section 7.4.3);  

 Whilst Swinburne was represented by senior academics with extensive expertise 
in action research and work culture analysis, their knowledge of health care was 
limited; and 
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 Given the combination of consortium partners, and the individuals who 
represented them, the resultant membership of the Governance Group contained 
only one practising clinician (who also had a senior administrative position). 

These issues impacted upon the processes of implementation within the project.  Of 
major importance within the context of the CSSP, with its emphasis on clinician 
leadership, was the minimal clinician representation on the key decision-making 
committee within the project structure.   

7.4.2 Project structure 

The ABCC’s project structure comprised of: 

 A Governance Group representing all consortium partners, with the role of 
developing, guiding and evaluating the whole project. 

 A project management group, comprising a project manager and project officers, 
whose role was to conduct the day to day management and administration of the 
project, and with gathering and disseminating information and data. 

 Operational groups (which reported to the Governance Group): 

- The Implementation Group which was the major site for cross-discipline 
interaction and agreed on data to be collected, the patient management 
pathways, adapted them for use in the IT tool and agreed on the evidence for 
inclusion as the decision support component; 

- The Consumer Reference Groups (Metropolitan and Rural) formed later in the 
process to develop consumer information on evidence and decision-making; 
and 

- The Psychosocial Working Group, also formed later in the process, to further 
investigate the psychosocial dimensions of colorectal cancer care. 

 Research teams 

- Swinburne University – the work culture studies and a literature review for the 
Psychosocial Working Group; and 

- Health Issues Centre – facilitating consumer focussed activity within the 
project. 

 Clinician and consumer participants. 

Interestingly, the project reported that the operational groups were involved in the 
“Act’ component of the change process40 – the major site in the project structure at 
which the project’s ‘Plan-Do-Study-Reflect-Act’ cycle occurred appeared to have been 
at the Governance Group which, as noted previously, had limited clinician 
involvement.   

It would seem that clinicians had little, if any, exposure to the actual methodology of 
the change process, and so little opportunity to see its relevance for their own 
practice.  They tended to be seen more as “the study population”41 than as 
stakeholders researching their own system, learning through the process, and 
changing practice.  This has important implications when considering the CSS model 

                                                 
40 Austin Bowel Cancer Consortium - Final Project Report p30 
41 Austin Bowel Cancer Consortium - Project Progress Report 2001 
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which seeks to embed the best available evidence routinely in clinical practice, with 
clinicians consciously engaged in a process of continuous practice improvement.   

7.4.2.1 Key lessons 

Key lessons resulting from these experiences include: 

 The need to ensure that clinicians are adequately represented on the governance 
structures of projects focussing on their clinical practice; and 

 Clinicians need to be full active participants within the change process. 

7.4.3 Rural and metropolitan experiences  

The project impacted differently at the A&RMC and the BHCG.  There are a number 
of reasons for these differences, summarised as follows: 

1 Clinician involvement.  The ABBC was jointly initiated by senior management 
and a senior clinician (the Director of Cancer Services) at the A&RMC.  This 
clinician was able to use his status within the organization to involve other key 
clinicians within the project (eg a colorectal cancer surgeon as chair of the 
Implementation Group).  By contrast, Bendigo’s involvement was initiated by 
management (the Manager of the Quality and Planning Unit) and initial 
consultation with clinicians had been minimal.  A general surgeon had been asked 
by the Manager to participate as the clinician representative, and agreed to do so, 
although colorectal surgery was not his main professional interest.  He also was a 
VMO at Bendigo, working primarily in his own private practice.  This clinician had 
leadership responsibility at Bendigo, a task that became more onerous when the 
QPU Manager resigned and was not substantively replaced.  Clinician 
involvement within an ‘imposed’ project was therefore more difficult to achieve.   

2 Service provision.  The provision of cancer services at the two hospitals varies 
considerably.  At the A&RMC, the full range of services are provided – surgery, 
and medical and radiation oncology.  The surgical component includes both 
general surgeons and colorectal surgeons.  This had facilitated the enhancement 
of the multidisciplinary approach at this institution.  By contrast, the nature of 
service provision at Bendigo has inhibited the development of a multidisciplinary 
approach.  There are no colorectal surgeons - surgical services are provided by 
general surgeons (VMOs and registrars).  The medical oncologist resigned early 
in the project, and it was only four months before project completion that a 
permanent replacement was found.  In the intervening period, these services were 
provided by a locum.  A Bendigo radiation oncology service was not established 
until three months before project end.  Until then, patients requiring these services 
travelled to the Peter MacCallum hospital, ceasing to be BHCG patients as a 
consequence.  Therefore, at Bendigo there was no stable core upon which to build 
the project. 

3 “Austin-centrism”.  The decision in the tender development phase for A&RMC to 
be the ‘lead’ institution, the subsequent project name and the geographical 
establishment of the project at A&RMC all contributed negatively to engagement 
with the project at Bendigo.  There was no Bendigo clinician on the Governance 
Group, and the general surgeon on the Implementation Group needed to travel to 
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Austin for the monthly meetings (a four hour round trip).  The Bendigo component 
of the project was also under-resourced – a 0.5 FTE Project Officer proved to be 
insufficient for the workload.  At A&RMC, by contrast, the Project Officer was full-
time and was co-located with the Project Manager.  The project was perceived to 
be an “Austin project” which proved to be a disincentive for involvement at 
Bendigo. 

7.4.3.1 Key lessons 

These experiences provide useful insights into the differences between rural and 
metropolitan health care provision and highlight the following key lessons: 

 The importance of understanding the context and features of the care delivery 
system, including barriers to the change process; and 

 The need to develop collaborative partnerships and inclusive strategies in order to 
maximise project success.   

7.4.4 Public and private hospital experiences  

The project’s analysis of its differing experiences with the public and private sectors 
focused on two major aspects: 

 Changes within the private hospital sector; and 
 Differences between the public and private systems of care. 

7.4.4.1 Changes within the private hospital sector 

Warringal Private Hospital was involved at project inception as a consortium partner 
and represented by the CEO at the Governance Group.  However that person 
resigned soon into the project.  At the same time, Mayne Health (the hospital’s owner) 
restructured, resulting in increased centralisation of many core functions across its 
various hospitals.  Representation at the Governance Group devolved first to the 
Director of Nursing and then to a senior nurse within the hospital responsible for 
pathway development.  These changes impacted negatively upon Warringal’s 
involvement with the project. 

7.4.4.2 The public and private systems of care 

The project noted that it originally believed that it would be able to operate across 
both systems in the same manner.  However this did not happen, primarily because 
these two systems of care have markedly different features.  In the private system, 
doctors spend most of their time in their private rooms where they see their patients, 
except for discrete periods when they use the facilities of a private hospital (eg an 
operating theatre).  They may also use more than one private hospital, resulting in 
limited allegiance to any specific hospital and very limited links to the hospital 
management.  Bookings for hospital facilities and patient appointments are made by 
the doctor’s own staff and the doctor provides the IT infrastructure necessary to 
support the practice.  There is no IT network that links the private doctors who use a 
particular hospital with each other or with the hospital. 
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By contrast, in the public system, the patient is a patient of the hospital and attends 
outpatient clinics within that facility.  The hospital manages patients’ appointments 
and provides doctors with the necessary infrastructure to support their work.  Doctors 
are linked to the hospital via the institution’s network. 

These differing features impact upon change processes embedded within an 
institutional setting.  There is little incentive for a private doctor, for example, to 
engage in a change process within a private hospital in which s/he is essentially a 
paying ‘visitor’.  Whilst some doctors worked in both systems, the ABCC noted that it 
did not successfully engage doctors who worked predominantly in the private sector.  
The project’s IT tool was designed such that doctors could use their palm pilots to 
collect patient data within their private rooms and subsequently download this into the 
central database when at the public hospital.  However it was not clear from the 
project report that any doctors actually used this facility.  

7.4.4.3 Key lesson 

The key lesson, from the project’s experience, is the need to recognise that the 
private system is, in essence, two systems, i.e. 

 The private hospital (facilities and nursing care); and 

 The private doctors in their consulting rooms. 

Change strategies need to focus on engagement of both systems separately and 
together. 

7.5 Project findings 

7.5.1 The nature of evidence 

The project reported that, from the perspective of the senior doctors involved, there 
are five major issues associated with evidence, and in particular EBM and guidelines.   

1 Concerns about the evidence itself, including: 

- The way in which it is generated (RCTs) and so how it applies or fails to apply 
to their patients; 

- The way in which evidence is categorised and ranked in importance (Level 1, 
etc); and  

- The lack of evidence (even Level -) in some areas. 

The meaning of evidence and its relevance for practice varies between 
specialities.  “Medical oncology is EBM” since the drugs used have been 
subjected to the most stringent trials - acceptable variation only occurs due to 
patient choice (not to have treatment) or when patients are enrolled in new trials 
(the process of generating new evidence).  For surgery however, there is less 
reliance on EBM since much of what surgeons do is skilled-based technique.  
Indeed within the NH&MRC Guidelines for colorectal cancer, there is no level of 
evidence assigned to the types of operative techniques advised as recommended 
practice. 
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2 Concerns about how evidence will be used by others (funders and administrators) 
to ‘control’ medical practice.  

3 Concerns about the evidence not meeting patients’ needs – levels of evidence 
focus solely on the disease, and consideration of the patient as a person is as 
important a part of the treatment process as the disease itself. 

4 Particular types of evidence can become quickly outdated, but slow to be updated 
in guidelines 

5 The belief that senior clinicians should not need to refer to guidelines to determine 
how to treat patients.  Access to evidence was not an issue for these clinicians – 
this is an important project finding, in view of a major CSS aim to provide evidence 
to clinicians where and when they wanted and needed it.  What these clinicians 
were interested in was a data gathering tool to review practice, rather than a 
decision support tool.  

The project argued that an expectation of rigid adherence to clinical practice 
guidelines leaves little room for clinical experience or patient choice to play a part in 
decision-making.  For doctors there is a tension associated with the meaning and 
construction of evidence that can be characterised as a tension between the ‘scientist’ 
and the ‘practitioner’.  Within the project this tension was particularly noticeable in the 
difficulties the doctors had in including psychosocial aspects within the evidence-
based treatment algorithm.  Knowledge about psychosocial issues has mostly not 
been generated according to methods that fit within the EBM construct, so the 
‘scientist’ part of the specialists involved could not see how this could be done.  Yet 
the ‘practitioner’ part knew that these aspects were important because they 
confronted them every day.   

A major finding from the project therefore was that EBM by itself is somewhat 
problematic since it does not explicitly recognise the important role of experience.  
The project argues that it would be more appropriate to think in terms of E2BM – 
evidence x experience based medicine. 

7.5.2 The “Q factor” – the filter between evidence and practice 

As stated previously, the project was interested in exploring what it called the ‘Q 
Factor’ – the filter between external research evidence and clinical practice.  The 
initial assumption was that the ‘Q” had something to do with the work culture, so 
through understanding the nature of the “Q”, it would be possible to shape change.  
However the project discovered that work culture is not a variable that can be 
manipulated but a tacit understanding of the formal and informal attitudes, values, 
beliefs and relationships within a system.  By making this understanding explicit to the 
‘workers’ within that system, it enables them to reflect upon other ways of practising.   

There are many factors which filter the flow of evidence into practice, including: 

 The understanding that participants in the clinical encounter have of the needs 
and experiences of the person who suffers the disease, which in turn may be 
influenced by multiple other factors – eg the ability to discuss and/or relate issues 
of concern; 
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 The disagreements amongst clinicians about the nature of evidence and how it is 
derived; 

 The concerns and anxieties that patients bring to the clinical encounter that may 
or may not be expressed, or even clearly understood by the patients themselves; 
and 

 The resources available to the clinical encounter, including available treatment 
resources (eg local radiotherapy services) or patient resources (such as 
willingness or ability to travel for treatment). 

7.5.3 The clinical encounter – the site for change 

The project concluded from its research that change associated with getting evidence 
into practice needs to be re-conceptualised by shifting the focus from individual 
clinicians to the system surrounding the clinical encounter.   

 Both clinicians and patients/families participate within the clinical encounter and 
they together make decisions about treatment within boundaries set by other 
stakeholders (e.g. hospitals, governments)– the participants of the clinical 
encounter are the consumers of evidence.   

 Evidence is filtered through the clinical culture of research leaders, researchers, 
senior clinicians and other health professionals. 

 Evidence reaches the clinical encounter via a variety of mediums to which the 
participants have been exposed including journals, books, the internet, guidelines, 
education from experts, peers, mentors and (often in a distorted form to patients) 
through friends, anecdote and the broader community. 

 At the clinical encounter evidence meets the experience of both participants – this 
experience relates to the person who has the disease, and the knowledge is 
particular, local and not available from RCTs.  This knowledge contributes to the 
filtering of ‘gold standard’ evidence into practice. 

 Clinical decision-making is based on evidence and experience, both supported by 
the best available information. 

To establish change at the site of the clinical encounter, the project concluded that it 
is important to: 

 Engage the participants in the encounter since they are the ones who will shape 
and use the change; 

 Understand the context within which the clinical encounter is situated; 
 Provide incentives for participants – they must see something in it for them or their 

work system; and 
 Ensure that outcomes from participant involvement or issues they have identified 

are actively followed-up to sustain engagement. 

7.6 Capacity building and sustainability 

In this section, outcomes from the ABCC are discussed from two perspectives: 

 Capacity building; and 

 Sustainability. 
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7.6.1 Increased system capacity 

Capacity building is a useful analytical construct for evaluating outcomes of a project 
focussing on system change.  Capacity encompasses42: 

 The resources available (e.g. information, tools, finances); 

 The workforce (e.g. knowledge, skills); 

 Partnerships (e.g. the linkages and relationships between stakeholders); 

 Organisational dimensions (e.g. structures, policies, processes); and  

 Leadership. 

From this perspective, it is clear that the ABCC contributed to an increase in capacity 
within the colorectal cancer treatment system, both locally (the participating hospitals) 
and more broadly.  Examples of increased capacity include: 

 The increased knowledge and skills of the clinicians involved in different aspects 
of the project - these were all senior clinicians, influential in their particular fields, 
and therefore able to foster further learnings amongst peers and junior doctors; 

 Closer linkages between clinical ‘silos’ within the treatment system (eg between 
surgery and oncology); 

 Additional available evidence about colorectal cancer in the form of reports (eg the 
Work Culture Study and the Consumer and Carer Report).  

 Tangible products such as the patient information resources, the evidence-based 
IT tool and the Pathology Proforma; 

 Increased understanding between clinicians and senior management (at the 
A&RMC in particular);  

 The introduction of the Cancer Support Nurse at the colorectal cancer clinics at 
the A&RMC; and 

 Increased inclusion of consumer perspectives within the structure of Cancer 
Services at the A&RMC. 

These increases in capacity are important basic building blocks in the process of 
developing a culture of continuously improving quality and safety of care within the 
colorectal cancer system.   

7.6.2 Sustainability 

In considering sustainability with respect to the ABCC, it is important to acknowledge 
that while certain discrete components of the project ceased to exist at project end, 
they may have already evolved into new opportunities or activities.  This is expected 
within a capacity building approach – the system changes as its members learn new 
ways of seeing and doing.  The following two examples are provided to illustrate this 
point. 

                                                 
42 Adapted from Hawe, P et al. Indicators to help with capacity building in health promotion. Australian 
Centre for Health Promotion. NSW Health Department 2000. 
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1 Whilst the project-developed CRGs may cease to operate, the consumer 
perspective had already been formerly incorporated within the structures of the 
institution through new roles on committees within Cancer Services at A&RMC.  
The patient information resources were now being formally evaluated within a 
separately funded project, and depending on outcomes from the evaluation, were 
likely to be widely adopted. 

2 The Implementation Group brought together representatives from the various 
medical specialty groups for a common purpose – the translation of NH&MRC 
guidelines into an electronic tool.  In the process, this group identified the 
importance of accurate staging data within the continuum of care and developed 
the Pathology Proforma.  This system-linkage outcome is less likely to have 
developed from within a single silo focussing on its components within the same 
guidelines.  The recognition of its importance led to a high uptake rate at both 
institutions and its use is likely to be sustained. 

However the key question in considering sustainability within the ABCC pertains to 
the IT tool.  The development of this tool was a major focus of project activity and 
approximately 40% of project funds were expended on its development and the 
necessary infrastructure to support its use (eg the purchase of Palm Pilots).  The tool 
has the capacity to: 

 Provide evidence-based decision support to clinicians at the point of care; 

 Provide clinicians with routine reports on patient management and variance from 
guidelines;  

 Provide clinicians with a patient database; and 

 Function as an educative medium for junior doctors learning about colorectal 
cancer care. 

Will the senior doctors who participated in the project continue to use the tool in some 
manner beyond the life of the project? 

Before addressing this question, it is important to note that the ABCC was constrained 
(as were all CSS projects) by the two-year time-frame in which to achieve their 
objectives.  The complexities associated with developing the tool were considerable, 
and the fully operational form was only available shortly before project end, so 
clinicians had limited exposure to its use.  In addition, the scope of the patient 
management trajectories covered by the database requires at least twelve months of 
data to be entered before meaningful reports can be produced (see section 7.2.4.3).  
Clinicians therefore had no opportunity to experience the full potential of the tool and 
this will obviously impact upon their ongoing use of it.  

On balance, from the evidence provided by the project, it would seem unlikely that 
clinicians at the BHCG will continue to use the IT tool beyond the life of the project.  
Possible reasons include the nature of clinician involvement in the project (imposed 
on clinicians rather than clinician- initiated) and the structure of service delivery within 
the institution (see section 7.4.3).   

At the A&RMC continued use of the tool is more likely – these clinicians were more 
positive in their responses to survey questions about the tool for example, and the 
nature and structure of service delivery within this institution is more conducive to 
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supporting its sustained use.  For what purpose(s) the tool will be used (eg as a 
patient database or as a mechanism to support reflection on practice) is unknown.  

The project did however note that sustainability of the system would require a 
dedicated person to undertake the following tasks: 

 Manage the database, produce reports and assist clinicians with ad hoc reports; 

 Provide administrative and technical support to clinicians;  

 Assist the institution’s IT department with technical details;  

 Support clinicians in their clinical audit to develop a sustained CPI approach; and 

 Update pathways as necessary. 

Unless funds were available to support such a position, the potential sustainability of 
the system was questionable. 

7.7 Project summary 

The ABCC was an intensive case study that sought, within the clinical context of 
colorectal cancer treatment, to use a systems approach to explore: 

 The drivers in the clinical decision-making process; 

 How best to support specialists to enable optimum use of evidence in their 
practice and encourage continuous practice improvement; and 

 How to include consumers in a continuous practice improvement project. 

Major challenges faced by the project included: 

 Developing an integrated project from two discrete original submissions, one on 
the development of an evidence-based IT system, and the other on cultural 
exploration of decision-making; 

 Establishing and maintaining involvement from the senior specialists in colorectal 
cancer treatment in the participating hospitals; 

 Developing direct involvement of consumers in the absence of already existing 
groups; 

 Transforming the NH&MRC Guidelines for colorectal cancer spanning the 
continuum of care in acute settings into treatment algorithms and developing an IT 
system to provide evidence based decision support and enable data capture for 
each of the identified 12 patient management pathways; and 

 Incorporating the psychosocial dimensions of care in a meaningful way within the 
IT system. 

The project used an action research/action learning methodology in which each 
intervention generated both lessons and outcomes, some of which were immediately 
applicable to subsequent project activity (in keeping with the methodology) and some 
of which had wider, more long-term applicability.   

As a result of project activities, capacity within the colorectal cancer treatment system 
increased across a range of dimensions both locally (the participating institutions) and 
more broadly through potential access to tangible project outputs (eg the IT tool, the 
patient information booklets).  These capacity increases are important basic building 
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blocks towards the development of a culture in which the best available evidence is 
routinely applied within clinical practice. 

The IT tool, in addition to providing doctors with access to a patient database, has the 
capability of providing them with both decision support at the point of care, and 
feedback on patient management in relation to guidelines, through standard reports.  
Whether doctors continue to enter data and use the capabilities of this tool beyond 
the life of the project is uncertain.  In part this can be attributed to the very short time-
frame in which the system was fully operational prior to project end.  A further twelve 
months would have enabled sufficient data to have been entered into the system to 
provide doctors with meaningful reports and so clearly demonstrate its potential value 
to them (assuming they would have been willing to continue to enter data for this 
additional time).  

In part the uncertainty of whether doctors will use the IT tool to its fullest extent as a 
mechanism for continuous evidence-based practice improvement also relates to the 
nature of their involvement within the project.  Clinician leadership was limited.  Apart 
from the clinician co-investigator, the primary roles of clinicians within the project were 
as: 
 The ‘researched’ (eg interviewees in work culture study); and 
 The ‘doers’ (eg those on the Implementation Group translating the guidelines into 

the final tool and those using the tool). 

These clinicians were not been fully aware participants who were themselves actively 
engaged in implementation of the CSS model.  Thus they may use the tool for data 
collection since the patient database is useful for research, or they may use it for 
teaching purposes.  To use the tool as a means of monitoring performance in the light 
of evidence (either as a group or individually) requires a methodological 
understanding of, and commitment to, continuous practice improvement.  This is the 
important next step in the development of a culture in which care is continually 
improved in the light of evidence.   

However, as was evident from the project’s research findings, focussing on individual 
clinician behaviour alone is insufficient as a change strategy.  Evidence enters 
practice through the clinical encounter between the clinician and the patient.  Clinical 
decision-making is based not only on the evidence about the disease and its 
treatment, but also on the personal factors of both the participants involved and their 
relationship with each other – i.e. E2BM.  As a consequence, it is important to find 
ways in which both the evidence and the experience can be recognised and explored.   

As the project acknowledged, the use of experience by clinicians may be difficult to 
articulate, let alone quantify, yet it is passed on in tacit and subtle ways within the 
system.  Conscious exploration of these aspects of practice will enable the useful 
components to be identified and fostered.  This is important to pursue, for the danger 
is that “the valuable aspects (which pertain mostly to an understanding of the person 
and how the person interacts with their treatment) will be thrown out in the rush 
toward ‘ quantifiable evidence about the disease’43. 

                                                 
43 Austin Bowel Cancer Consortium. Clinicians, consumers, their experience and the evidence – Building 
capacity in system change. 2002: 
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8 Towards a Safer Culture 
The Towards a Safer Culture (TASC) project was the fourth project selected to test 
the CSS model and has technically ended, as signalled by submission of its Final 
Report to the RACP, although aspects of project continuity are evident and presented 
in this chapter.  As with all CSS projects, the experiences and outcomes of this 
project need to be considered within the context of its unique features.  

The information contained in this chapter has been derived from the following 
sources: 

 Regular progress reports from the project to the RACP; 

 The Final Project Report; 

 Interviews with key stakeholders and project personnel conducted by BearingPoint 
(formerly KPMG Consulting); and 

 Supplementary material on the project presented in a variety of forms (e.g. 
program team meetings, conference presentations). 

8.1 Overview of the project 

TASC was a project jointly funded by the Department (through the RACP) and NSW 
Health.  Its development lagged somewhat behind that of other projects, having been 
approved and commenced at a later stage.  It brought together two original 
submissions from the EOI phase, one focussing on acute coronary syndromes (ACS), 
and the other on stroke.  The combined TASC project therefore focused on the 
management of both ACS and stroke primarily in the emergency department (ED), 
and unlike other projects, spanned three states. 

The organizations involved in the consortium were: 

 Frankston Hospital – Victoria (Frankston); 

 John Hunter Hospital – NSW (Hunter); 

 Nepean Hospital – NSW (Nepean); 

 The Townsville Hospital – Queensland (Townsville); 

 Healthcare Risk Resources International (HRRI); and 

 Standards Australia International (SAI). 

Hunter Area Health Service acted as the sponsoring organization. 

The project44 sought to provide a safe culture for patients in their health facilities by 
introducing an innovative clinical pathway system for cardiac and stroke patients.  
Integral to the implementation of this system was the concept of risk management.  
Based on evidence-based triage charts, doctors would be assisted in categorising 
patients presenting at the ED into various bands according to their risk of developing 
complications.  Specific clinical pathways for each level of risk would then assist 
clinical teams to provide the most appropriate evidence-based care for each patient.  
These pathways would enable measurement and analysis of differences between 
                                                 
44 As indicated in the tender document. 
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practice patterns and the agreed pathway, and through the provision of timely 
information, reduce adverse events and gain better outcomes for patients, managers 
and clinicians. 

In implementing this approach, the project sought to deliver: 

 A proven method of clinical practice improvement; 

 Clinician ownership; 

 Active consumer input; 

 The integration of evidence based medicine;  

 A self-sustaining and transferable process; and 

 Sound governance. 

The TASC project was an exceedingly complex undertaking, spanning two disease 
groups, four sites and three states.  Key features of this project that are important in 
understanding its experiences are outlined below. 

8.1.1 ACS, stroke and ED management 

The two clinical groups brought together in this project fall well within the original 
project selection criteria of high cost, high volume or high risk areas of care.  
Coronary artery disease is the leading cause of death in Australia, while stroke is one 
of the leading causes of death and disability.  During 1993-4, the direct health care 
costs of heart, stroke and vascular disease were estimated to be $3.8 billion, which 
was 12% of the health care budget, and, given the ageing population, the incidence is 
expected to double over the next two decades.   

The project’s rationale for its primary focus on the ED management of patients with 
ACS or stroke is summarised below.  (This is not to suggest that inpatient care did not 
feature within the project – rather that the ED was the practice setting of primary 
interest.)   

8.1.1.1 ACS and ED management  

Chest pain accounts for 5-8% of ED presentations, and in early stages it is often 
difficult to distinguish serious myocardial ischaemia from other causes of this pain.  As 
a consequence, patients at low risk may be admitted, while those at high risk may be 
sent home inappropriately.  Concern about potential litigation due to misdiagnosis of 
myocardial infarction may result in the decision to admit low risk patients.  Admissions 
associated with diagnosis and management of ACS account for 15-20% of medical 
admissions.  Inappropriate admissions and subsequent costly interventions increase 
the pressure on scarce hospital resources.  The application of an evidence-based risk 
stratification within the ED increases the likelihood that patients obtain the most 
appropriate outcome.  However despite the availability of NH&MRC guidelines on the 
diagnosis and management of unstable angina, evidence suggests that these are not 
uniformly applied.  The project was therefore interested in developing a clinical 
support system to improve outcomes for patients with ACS through the 
systematic application of evidence-based pathways, based on risk stratification 
within the ED.  
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8.1.1.2 Stroke and ED management 

Whilst prevention is the major intervention with respect to stroke, evidence suggests 
that the provision of organised stroke unit care and stroke teams results in significant 
reductions in long term morbidity, mortality and cost.  Evidence also indicates that the 
highest risk period for stroke recurrence is closest in time to the original stroke event, 
and that the early implementation of secondary prevention and complications-
prevention strategies can have beneficial effects.  The ED is the logical place for the 
beginning application of these strategies, with flow-on effects in contributing to the 
effectiveness and efficiency of ward-based stroke team care.  However, there were no 
specific tailor made guidelines or clinical pathways to support this process.  The 
project therefore sought to develop broad evidence based guidelines for the 
identification of stroke patients at higher risk of neurological deterioration 
and/or recurrent stroke within the ED and to support the implementation of 
these guidelines and practice monitoring. 

8.1.2 Clinicians and multidisciplinary teams 

Although the consortium hospitals varied somewhat in the specific composition of 
their formal committees and working parties, they all defined ‘clinicians’ as those 
health professionals providing care to the patients.  As a consequence, the concept of 
‘multidisciplinary teams’ was an inclusive one.  This applied not only at the level of 
those engaged directly in care provision, but was reflected more formally within the 
various project structures in which there was wide representation from all professional 
disciplines.  The two lead clinicians within the project, one for each clinical group, 
were both physicians.   

8.1.3 Clinician ownership and local team emphasis 

The cornerstone of the project’s overall methodology for implementing the CSS model 
within the ED of the consortium hospitals was local ownership of the process by each 
clinical team.  Without this ownership, the premise was that any strategies developed 
to support evidence-based practice were unlikely to be successful.  Local clinician 
ownership was therefore the means through which the project sought to embed the 
best available evidence routinely in clinical practice.   

Accordingly, local multidisciplinary teams were given complete control of the change 
agenda at each hospital, and were responsible for determining team membership, the 
resources required to effect change, and for creating/reviewing the paperwork for 
recording care and capturing required data.  Both the project’s overall structure and 
the various strategies used by the project were designed to support local ownership 
and change.  For example, whilst there was an overall project Steering Committee, 
each site also had its own Steering Committee, comprising its own locally determined 
mix of senior medical staff, varying other senior health professionals, hospital 
personnel and consumers.  Each site also had a designated project officer to support 
the local team effort.   

As a consequence, the four hospital sites were in a sense discrete ‘sub-projects’, 
each adapting a broad agreed framework to their local context and implementing their 
particular local strategies to improve clinical care.  This posed major challenges for 
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those seeking to describe ‘the project’ since, at an operational level, it was less 
uniform than some of the other CSS projects - many of the core processes of change, 
for example, were site-specific.  Nevertheless, there was a centralised approach 
through which the project sought to support clinical teams and through which it was 
expected that genuine cultural and structural changes in the provision of care would 
be achieved.  This is summarised below. 

8.1.4 Project approach to change 

The key components of the TASC approach to support local implementation of the 
CSS model were as follows: 

 The adoption of a risk management framework (AS/NZS 4360:1999) within which 
to analyse and review the risks associated with the provision of care within the ED 
for patients presenting with chest pain or stroke; 

 The creation of a learning environment across the project, in which an extensive 
program of education to support the development of clinicians’ knowledge and 
skills was a major feature; 

 A process for supporting localised systematic implementation of the best available 
evidence, which followed the following broad steps: 

- The development of evidence-based clinical protocols, using recognised risk 
stratification algorithms, by two Expert Working Groups, one for each clinical 
focus, for local customisation into clinical pathways; 

- The formation of local multidisciplinary teams, each responsible for the 
development of its own specific clinical pathways for each identified level of 
risk and for the local changes necessary to implement evidence-based 
practice; and 

- Feedback to local teams on performance through a minimum dataset and 
target indicators developed by the Expert Working Groups, with data collected 
locally and transferred to a centralised database. 

 The development of an IT system to provide clinicians with timely information 
about practice;  

 The resourcing of each local team in the form of a designated project officer to 
support and coordinate activities, plus an overall project manager to coordinate 
across the sites; 

 A range of activities to promote and support genuine consumer involvement 
throughout the project; and 

 A sound governance structure, incorporating both centralised and site-based 
committees and working parties. 

The challenge posed by focussing on two clinical groups within the same setting was 
managed by focussing first on ACS and subsequently building on the lessons learned 
to introduce management of stroke.  This staggered approach emerged through the 
process of project development, as detailed in section 8.2.1.   

Key features of the project’s approach to change are outlined in more detail within the 
following section. 
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8.2 Processes and experiences 

This section describes key processes and experiences associated with the project’s 
approach to implementation of the best available evidence in the management of 
ACS and stroke within the ED, and into inpatient care.  The content primarily focuses 
at the project rather than site level, although illustrative or noteworthy aspects of 
particular ‘sub-projects’ are also included45.  

8.2.1 TASC development 

The two EOIs that were eventually combined into the TASC project emanated from 
different sources, with different emphases.  The first focussed on the management of 
acute stroke within EDs in and around the Hunter Area Health Service, using clinical 
pathways as a means for introducing the best available evidence.  The consortium 
comprised the Health Service (particularly the newly established Clinical Governance 
Unit), HHRI with expertise in clinical pathways implementation, and Standards 
Australia which had an interest in putting the EBM/CPI process into a risk 
management framework in order to optimise outcomes for patients. 

The second EOI originated from the Cardiology Unit of Nepean Hospital, which had 
substantial experience in the implementation of the National Heart Guidelines for the 
management of ACS, and was interested in further development of risk stratification.  
This hospital had also been part of a National Hospital Demonstration Project, and so 
their resultant EOI comprised of a consortium of Nepean, Frankston and Townsville 
hospitals, focussing on implementation of ACS guidelines across the spectrum of care 
from ED to post-discharge. 

Integrating these two separate EOIs into a combined proposal, at the suggestion of 
the CSSP Tender Assessment Committee, was a challenging task, particularly given 
the geographical spread, but one which was tackled with considerable enthusiasm.  
All original participating organisations from both EOIs went on to become members of 
the TASC consortium, and the challenge of bringing two distinctly different clinical 
groups into the one project was transformed into the opportunity to test the 
transferability of the relatively well-developed process for ACS management to the 
management of stroke.   

8.2.1.1 Early implementation issues 

The hiatus between proposal submission and final approval created some early 
problems for project implementation.  Some of the key individuals had either taken up 
other appointments or were no longer able to participate in the project due to other 
commitments.  In addition, the agreement to allow TASC to complete its two-year ‘live 
phase’ took its end date well past that of other CSSP projects, and was accompanied 
by a budgetary reduction to cover Program-level costs arising from this extension.  
This reduced budget had some impact upon subsequent project activity.   

                                                 
45 The reader is encouraged to access more detail on each of the project site developments available 
through the Final Project Report. 
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Other issues that arose early on in the project were attributable to the merger itself.  
In summary these were: 

 Concerns amongst some participants that Nepean hospital was too far ahead in 
its processes for management of ACS for other hospitals to catch up (although 
this proved not to be the case, due to local issues impacting upon developments 
at this site).  

 Tensions associated with including commercial organizations (HHRI and SAI) 
within the consortium, particularly with regard to their potential impact upon project 
resources (these abated over time, and both organisations went on to provide 
additional consultancies to consortium hospitals outside of the scope of TASC).  

 Some initial concerns that the risk management focus might swamp the EBM/CPI 
focus (this also abated at clinicians learned to see risk management as a useful 
tool to support clinical practice improvement).   

 Some early difficulties associated with clinician engagement, particularly with 
regard to ED and Neurology staff.  These arose due to the origins of the two EOIs 
brought together within TASC – the original EOI for ACS had primarily been 
generated by cardiology staff, whilst the stroke EOI had mainly come from the 
Clinical Governance Unit of Hunter Health, with very limited clinician involvement.  
The combined TASC project therefore needed to expend considerable effort on 
processes to engage ED and Neurology clinicians in a project which they had not 
initiated.  

8.2.2 Governance structure 
Sound governance was a key deliverable for the project, and the governance 
structure was developed by the consortium working party preparing the TASC 
proposal.  It was comprised of a two-tiered structure as follows: 

The consortium level 

 A National Steering Committee (NSC), with representation from all key 
stakeholders, which played a major role in project establishment, but thereafter a 
relatively non-interventionist role in project operations, except for the decision to 
change the IT system several months into the project; 

 Three Expert Working Groups (EWGs), one for each clinical condition and the 
third, the Process Methodology and Data Analysis EWG, with oversight 
responsibility for data collection and reporting systems, patient and staff surveys, 
and evaluation; and 

 A project manager (called the Project Director). 

The hospital level 

 A Local Steering Committee (LSC), responsible for local development of the 
project, with wide representation;  

 Multiple teams with varying specific purposes (eg IT development, education, 
clinical practice); and 

 A project officer. 
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8.2.2.1 Governance and clinical practice 

The intersection between the project’s governance structure and the process for 
supporting evidence based care and continuous practice improvement was depicted 
by the project as follows (Figure 8): 

Figure 8: TASC Governance structure to support continuous evidence-based 
practice 
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As this figure illustrates, the concept of ‘multidisciplinary team’ within the TASC 
project was a wide-ranging construct, encompassing all those who contributed to the 
provision of care for the designated patient group, both directly at the point of patient 
contact and more indirectly (managers). 

8.2.2.2 The governance structure in operation 
Consortium level 

The NSG was chaired by the CEO of the Hunter Area Health Service, and its 
membership was comprised of representatives of all consortium partners, and key 
stakeholders representing both clinicians and managers.  This Committee had 
considerable difficulty early in the project in recruiting a consumer representative.  
Peak consumer bodies approached by the project were already over-stretched and 
unable to be of assistance.  Eventually a consumer from one of the hospital sites 
joined this committee, and a consumer advocate was found through RACP networks.   

Project communication was somewhat hampered by the geographic spread, limiting 
the opportunities for face-to-face communication.  Costs associated with bringing 
people together in the same place were prohibitive within the project budget.  For the 
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EWGs, communication predominantly occurred through email and teleconferencing 
(which itself incurred costs). 

The clinical EWGs brought together clinicians with speciality experience from within 
the consortium, and in the case of the Stroke EWG, this was supplemented by 
outside experts and members from the National Stroke Foundation.  The project 
reported that these groups were dominated by medicine, but that this seemed 
appropriate, given the nature of their assigned tasks.  These groups however took 
longer than expected to develop the evidence-based protocols, risk stratification 
algorithms, minimum dataset and indicator targets, and this impacted upon the time 
taken to deliver the IT supports for clinical teams. 

The Process EWG’s performance waned over the project period, meeting only once 
during 2002.  In part this was due to a lack of quorums early on, and subsequently 
was due to cancellation as there was a lack of data to discuss.  The final HHRI report 
suggested that the lack of data to feedback to clinical teams was partly attributable to 
the failure of this EWG (and possibly the NSG) to provide firmer demands for data 
and different types of data for the project and participating clinicians. 

The original governance structure also envisaged the formation of a national 
Consumer EWG.  However, although regular meetings of a consumer group were 
held, these were never formally constituted.  

Hospital level 

Each LSC had its own unique combination of representatives, although all such 
combinations included clinicians, managers and consumers.  However the LSC sub-
structures (e.g. working groups, teams) varied considerably between hospitals, 
reflecting organisational differences and emphases.  For example, at Townsville the 
inclusive representation within the LSC resulted in a very large committee and as a 
consequence a smaller project management team was formed to keep the project on 
track and maintain momentum.  A separate IT team was also formed.   

At Nepean, an early decision to widen the change agenda in cardiology well beyond 
the scope of TASC resulted in a complex structure to support this aspect of the 
project at that site.  This decision emerged from the Cardiology Division Planning 
Process.  It resulted in the creation of the initial 5 ‘front-line’ teams (admissions, rapid 
discharge to ward, cardiac catheterisation, discharge and after-hours), as well as 4 
support teams (IT Support, Education and Personal Support, Consumer Guidance, 
and Cardiology Risk Management Implementation Teams).  This structure proved to 
be too cumbersome, and delayed the development and implementation of TASC 
pathways at this site, such that by October 2001, this site lagged well behind the 
progress at other sites, despite having been much more advanced than them at 
project initiation.  A more steam-lined structure was then developed as follows: 

 A multidisciplinary case management team – to be convened as significant risk 
ranked problems/opportunities arose, i.e. a single concrete issue focus, to be 
managed using CPI coupled with an investigation of adverse events using Root 
Cause Analysis. 

 A consumer liaison team – a multidisciplinary group for information sharing 
between clinicians and consumers and for management of consumer focussed 
initiatives. 

 A consumer reference team – a community-based team, run by members of the 
local cardiac support group, that discussed consumer issues arising from the 
cardiology department and provided feedback to the hospital staff for action. 
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The effectiveness of the various hospitals’ structures to support local project activity is 
considered within the section addressing multidisciplinary teams, since these 
structures were themselves components of such teams (see section 8.2.4). 

8.2.3 Risk Identification – opportunities for change 
Early within the project, a review of current approaches to clinical practice and risk 
management at each project site was undertaken by HHRI, an organization with 
extensive experience in both clinical pathway implementation and health risk 
management.  This was an integral component of the Risk Management Framework 
within the project.  These reviews consisted of: 

 Interviews with key clinicians and administrative staff; 

 Reviews of the current processes and systems of care; 

 Review of existing clinical pathways; 

 A tour of the ED and other relevant clinical areas; and 

 Review of existing quality and clinical risk management activities (where 
applicable). 

The review process also incorporated an educational component, facilitated by both 
HHRI and a lead clinician.  This focussed on both TASC and the role of clinical 
pathways and systematic appraisal in reducing medical error and clinical risk.  This 
educational component was scheduled to coincide with Grand Rounds and routine 
clinical meetings (to be slotted into the existing structure). 

This review process identified eleven key themes as barriers/opportunities for 
improvement.  These themes provided a focus for the cultural and structural issues 
that needed to be addressed within each site in implementing evidence-based 
pathways.  Across the project, these themes were: 

 Communication between clinical units; 

 Supervision of junior staff; 

 Training of staff; 

 Response from medical (ward) staff; 

 Transfer of patients to the ward; 

 Long stay patients in the emergency department; 

 After hours support; 

 Admission and discharge process; 

 Use of guidelines in evidence based practice; 

 Documentation; and  

 Data collection and review. 

Reports from the reviews were provided to the project and to each site, and 
constituted a major intervention.  Even the feedback process itself initiated changes.  
For example, at one hospital ED staff were unhappy with the report, believing they 
had been misrepresented.  As a consequence, the CEO of the Health Service 
mediated negotiations between HHRI, ED staff and Medical Division staff, resulting in 
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two 90-minute meetings between staff from both clinical areas, facilitated by HHRI.  
These sessions were constructive, facilitated team building, assisted in problem 
identification and the generation of solutions.  One outcome from these across silo 
meetings was that ED and Medical Registrars decided to meet regularly to discuss 
clinical issues.  The first meeting (with 16 registrars attending) resulted in clearer role 
definitions for the night Medical Registrar, changes to patient handover processes 
and changed supervision of interns and RMO’s.  Another important outcome was 
improved communication between ED and Medicine executive staff, who within six 
months following the controversial report, agreed to formalise their liaison through an 
ED/Division of Medicine Liaison Committee.  Registrars and advanced trainees were 
represented on this committee.   

In general, the project reported that these reviews were beneficial within the sites.  
Staff were able to express opinions to the independent consultant that they might not 
otherwise have felt able to express to someone perceived to represent that ‘system’ 
within which they were employed.  The process contributed to clinician engagement 
within TASC and each site was provided with a ‘picture’ of the care system in which 
opportunities for improvement were identified. 

8.2.4 Multidisciplinary teams and clinician leadership 
The locus for change within the project resided in the local multidisciplinary teams and 
so the key strategy was to support team building and empower clinicians to take up 
the leadership role in initiating practice improvement within their own work culture.  
The project officers’ role was to support these teams which necessitated maintaining 
a delicate balance between pushing the project’s overall brief and keeping clinicians 
in the lead role.   

For example, the Hunter clinicians decided to call the clinical pathways ‘clinical 
practice guidelines’ (contrary to NH&MRC definitions), while clinicians at Frankston 
decided to keep nursing and medical pathways separate, even though combined 
pathways had been recommended.  In both instances, there was a choice between 
implementing ‘best’ practice’ (and so over-riding clinician views) and supporting 
clinician decisions (at the expense of the overall project brief to implement the best 
available evidence).  In both instances, clinician decisions were supported, illustrating 
the centrality of clinician leadership within the project, and the key principle that well 
thought-out plans by multidisciplinary teams must be adhered to until proven wrong. 

8.2.4.1 Scope of teams 
As stated previously, sites varied in terms of their local project structures, including 
the number of teams and the composition of team membership.  Teams at all sites 
however included a wide range of clinicians, many of whom were senior.  The project 
report used the Frankston experience to illustrate the breadth of team participation.  
Core project participants at this site, that is, those involved within the more formal 
multidisciplinary team structure, included: 

 Nurse managers of ED, Coronary Care Unit and Ward 3N Stroke Unit; 
 Directors of Pathology, Pharmacy and Radiology; 
 Director of Emergency Medicine; 
 Emergency Consultant; 
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 Cardiologists; 
 Medical Physician; 
 Consumers; 
 Clinical Risk Consultant; 
 Clinical Pathways Coordinator; 
 IT staff; 
 TASC project officer; 
 Associate charge nurses of cardiology and Agio-cath lab; 
 Speech pathologists; and 
 Emergency Allied Health. 

8.2.4.2 Team-building 
From the outset, the project acknowledged the importance of team-building within 
each site.  The Masterclass, held early in the project, and attended by key clinicians 
at each site, emphasised the importance of engaging clinicians from all relevant areas 
for the project to be successful (see section 8.2.6.1).  The project reported that project 
sponsoring by the RACP was an important strategy for engaging doctors within the 
teams, and that person-to-person strategies worked well for engagement at the senior 
clinician level particularly.   

Other strategies for engaging clinicians and building teams varied between sites, 
depending on local circumstances.  Some of these included: 

 Using already established inter-department regular meetings; 

 Catering – this served as an inducement for attendance at meetings/education 
sessions; 

 Multiple simultaneous communication methods; and 

 Meetings at times people could attend. 

Across the project, the sites experienced a range of barriers/difficulties associated 
with team building and functioning.  These included: 

 Difficulties in engaging specific clinician buy-in (e.g. Frankston had difficulties in 
engaging a cardiologist representative for the LSC, and the key stroke clinician 
within the organisation was already working on the Monash CSSP project, and so 
was unavailable); 

 Concurrent projects within the ED reduced the capacity of clinicians to devote as 
much time to, and focus on, the project as they would have liked; 

 Difficulties in engaging junior medical staff due to their high turn-over, limited free 
time and heavy clinical loads – this was compounded if senior staff themselves 
were not engaged; 

 Problems in finding a common meeting time across disciplines – at Frankston, for 
example, the only common time for non-ED clinicians was on Friday afternoons, a 
busy time for the ED;  

 Difficulties in including the many VMOs within the ‘teams’ due to their limited time; 
and 
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 The nature of tasks – for example it was less easy to engage clinicians in early 
project work such as planning/definitions/determining structures (not seen as ‘real 
clinician work’, especially by doctors) than in the more directly clinical support 
tasks such as pathway development. 

8.2.4.3 Valuing teams 
The emphasis on multidisciplinary teams throughout the project appears generally to 
have had a major impact.  At Townsville, for example, the project reported that the 
multidisciplinary team within the LSC allowed for an across-hospital, across-
department focus on chest pain and stroke to be generated, rather than the traditional 
‘siloed’ view.  The opportunity to meet around a multidisciplinary table and discuss 
issues, resolve problems and improve communication was very valuable.  As a result, 
the team was able to implement a range of process changes to improve the provision 
of care.   

The local TASC teams were generally were generally viewed positively by the 22 
personnel participating in the mid-project review.  The major negative view pertained 
to the poor attendance by some senior clinicians and/or managers at meetings. 

The post-project survey of 295 TASC staff showed very strong support for the 
multidisciplinary approach, with the following percentages of respondents either 
overwhelmingly or strongly agreeing with the following statements: 

 Multidisciplinary based care is an effective process for care delivery (94%); 

 Team-based care plays an important role in my current clinical activities (91%). 

The HHRI final report, following site visits in August 2002, noted that team building 
was one of the major areas in which TASC fulfilled its goals the best.   

“A multidisciplinary and interdepartmental approach to managing patients has 
clearly been seen as an effective way of effecting optimal change. This occurred 
to a lesser or greater extent in all sites and is certainly one of the great success 
stories of the Project. …This was not a Project that worked because it was 
imposed on personnel…(but) a Project that relied on local active committed 
clinicians”46.  

8.2.5 Supporting teams – the project officer role 
TASC invested more than 50 % of its budget on direct project support, through the 
employment of a project officer at each site and an overall project Director.  Project 
officers and the project Director met regularly via teleconference throughout the 
project phase. 

The project officer role was a complex one, encompassing a wide range of activities 
in the following areas: 

 Change management; 
 Education and training; 
 Team building; 
 Fostering clinical leadership; 

                                                 
46 Towards a Safer Culture. Final Project Report – Appendix.  
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 Consumer involvement; 
 Systems redesign; 
 Pathway design and implementation; 
 IT development, support and training; 
 Documentation review and redesigning; 
 Administrative processes (e.g. organization of meetings; 
 Evaluation of project and processes; 
 Patient and staff surveys; and 
 Promotion and coordination of the project. 

8.2.5.1 Effectiveness of the supportive role 
Juggling the competing priorities and meeting the support needs of various teams and 
individual clinicians required a high level of skill.  One project officer, for example, 
reported that it was difficult not to appear to favour one clinical team over another, 
given the greater magnitude of tasks associated with ACS implementation in the early 
phase. 

The mid-project review of 22 key TASC personnel gave an overwhelming 
endorsement to the role of local project officers.  The project report indicated that 
expecting clinicians to undertake the activities encompassed in this role and 
coordinate the team effort on top of busy clinical loads would have meant that the 
process would not have happened.  The HHRI final report also indicated that project 
officers with good people skills, networking and negotiating skills and who were well 
organised was one of the features of the project that worked well. 

Similarly the project Director role was exceedingly complex and critical to the overall 
project development.  Again, the mid-project review strongly endorsed this role and 
the HHRI report indicated that having a competent project Director was a major plus 
for the project. 

8.2.6 Creation of a learning environment 

The project provided a comprehensive range of educational/training strategies to 
facilitate the development of a culture within each clinical site that was both receptive 
to and conducive for evidence-based practice.  This entailed providing clinicians with 
the knowledge and skills necessary to enable them to implement the project in their 
own context.   

The overall approach to creating a learning environment and developing the 
capabilities of clinicians appears to have been a process of cascading education, i.e. 
focussing on key clinicians who then shared their newly acquired knowledge and 
skills with others.  This approach (somewhat akin to ‘train-the-trainer’ methodology) 
would appear to have been an effective educational strategy for managing the 
complexity of the project.  Through this approach, the project sought to influence the 
cultural norms, attitudes, perceptions and behaviours associated with care provision 
by the ‘multidisciplinary teams’.  An additional benefit was the contribution that the 
various educational strategies made to team building. 
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The project report noted that a number of TASC clinicians had attended the CPI 
course offered by NSW Health prior to project commencement – these included the 
lead clinicians for both clinical groups within the project.  This preparation was seen 
by the project as having provided an important platform upon which to build some 
aspects of the project. 

The TASC educational program at the project level included: 

 A clinical pathways and variance analysis Masterclass; 

 A physician leadership workshop; 

 Clinical risk management workshops; 

 A variance analysis and root cause analysis workshop; 

 A clinician/manager workshop. 

These are each briefly discussed below.  In addition, each local site developed its 
own unique range of education and training strategies.  This is also discussed in a 
following section (see 8.2.6.6). 

8.2.6.1 Clinical Pathways and Variance Analysis Masterclass 

This occurred relatively early within the project’s development (March 2001) and 
attracted 37 key participants across the consortium.  The purpose of this Masterclass 
was to educate key clinicians in the philosophy and theory behind clinical pathway 
development and its application within the TASC context.   

This Masterclass was formally evaluated by the participants as follows: 

 All participants reported that it had given them a good understanding of the 
potential risks and facilitators in project success, and the importance of 
multidisciplinary teams in effective delivery of care.   

 Most also reported that they had developed a good understanding of pathways 
and variance analysis and were ready to begin the processes of local 
development.   

For many participants this was the first time they had ever been introduced to the 
theory behind EBM and CPI, and the project noted that this Masterclass made an 
important contribution to clinical leadership, as many of the participants later became 
clinical leaders within their own site.  Interestingly, this was also the only time 
throughout the project that many of these key clinicians had the opportunity to meet 
together face to face.   

8.2.6.2 Physician leadership workshop 

This TASC focussed workshop was held opportunistically to coincide with a seminar 
on ACS in the emergency setting, funded by a pharmaceutical company, in July 2001.  
Ten physicians, ranging from Directors of Cardiology and Emergency to consultants 
and trainee registrars, attended.  The day-long program focussed on the clinical 
implementation of evidence, and the role of clinician leaders, multidisciplinary teams 
and leadership skills. 
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This workshop was viewed positively by the participants, and also prompted changes, 
for example:   

“The seminar attracted the X Director of ED to attend, who had previously been 
sceptical of the methodology of TASC.  This workshop was important for buy-in 
by ED at a management level.”   

“The return of our ED clinician from the physician leadership workshop has 
empowered and provided a renewed interest and belief in adapting the 
principles of EBP into pathway development within emergency medicine.”47  

8.2.6.3 Clinical Risk Management workshops 

A multidisciplinary workshop on Clinical Risk Management (CRM) was held at each 
site, beginning in July 2001.  This workshop was conducted by SAI and had been 
preceded by an extensive process of consultation in order to establish the strategic 
and organization context (the first step in CRM).  A preparatory workshop involving 
the 5 project staff and members of the TASC Steering Committee assisted in 
formulating the objectives and attendance list for each site workshop. 

The workshops aimed to enable each teams to understand how to apply the risk 
management process to their own project context, by working through potential risks 
and the means for addressing these.  The main areas of risk, derived from the interim 
CSSP evaluation documentation, were: 

 Clinician buy-in; 

 Sustainability of the project beyond the funding cycle; 

 Consumer involvement; and 

 Systems design and improvement. 

One project manager noted that the workshop “was a catalyst to the Area Health 
Service developing a plan within which TASC now functions as a benchmarked 
project.  Clinical leaders also shifted their perspective from viewing quality and safety 
tools as ‘auditing’ to ‘managing’ processes of care delivery. A significant breakthrough 
was understanding the difference between risk management associated with facility 
management, and clinical risk management.  Executive interest was high and as a 
consequence an Area strategy for CRM is being planned.”48 

Following the workshop, each hospital was given a plan to manage/treat the risks 
identified.  This was originally presented as a long list of problems and suggested 
improvements.  It was later modified, becoming an Integrated Risk Register and 
Continuous Improvement Action Plan in which each item could be allocated a risk 
rating, and allocation of action responsibility and target completion dates could be 
recorded. 

At Townsville, the process of transforming the Risk Management Plan into the Risk 
Register crystallised the significant issues for the team.  The effectiveness of the tool 
was recognised by other health managers in the hospital, which went on to adopt a 
                                                 
47 TASC Progress Report to the RACP  
48 TASC Progress Report to the RACP  
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clinical governance structure, formed the Clinical Governance Council and was using 
the TASC Risk Framework at project ‘end’. 

As part of the CRM process, it had also been originally planned to use CRM to 
classify the risk levels of variances within the project which, given the complexity of 
TASC, had the potential to be very numerous.  This would enable local teams to 
prioritise areas for action, based on variance feedback.  A set of definitions for levels 
of risk and risk consequences were developed by SAI.  However the delays in 
developing the systems necessary to provide variance information were such that 
these were not applied within the project phase. 

8.2.6.4 Variance Analysis and Root Cause Analysis Workshop 

This workshop was provided as a lead up to data being made available to project staff 
at each site. It was held in Sydney in March 2002, and aimed to remind staff about 
variance analysis and introduce tools for root cause analysis.  Since only one person 
from Townsville was able to attend, due to costs and time constraints, an extra 
workshop was subsequently held at this site. 

8.2.6.5 Clinicians and managers working together workshop 

This workshop, held late in the project (June 2002), brought clinicians and managers 
together to discuss sustainability and barriers/opportunities in the collaborative 
relationship between these two ‘work silos’.  This workshop was seen as very 
productive, with some of the key ‘system’ issues explored being: 

 The need to ensure ‘project overload’ does not occur within an organization; 

 The need for blending ‘top-down’ and ‘bottom up’ approaches in order to maximise 
successful outcomes, as neither approach works fully on its own; and 

 Both managers and clinicians need to be responsible for facilitating across-silo 
interaction, recognising that the other comes from a different paradigm, and 
working towards establishing common ground (e.g. language, goals). 

8.2.6.6 Site specific education sessions 

In addition to the project level strategies to create a learning environment, each local 
site developed its own education/training sessions.  The following examples, taken 
from the Townsville site, illustrate the range and scope of these sessions: 

 Over 48 information sessions/in-services within the first six months of the project; 

 Scandinavian Stroke Scale training session conducted by the TASC lead clinician 
in stroke, with 36 staff participants and some consumers; 

 “Looking at data and turning it into useful information” by HHRI – 19 staff; 

 “Innovations for chest pain and stroke at Townsville Hospital” a formal 
presentation by the core team to the wider hospital audience – 40 staff; 

 “Consumer participation in health care” by a TASC consumer advocate – 23 staff; 

 “Root Cause Analysis training” by SAI – 24 staff. 
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8.2.6.7 Educational issues/lessons 

Across the project, a range of issues emerged with respect to education/training 
strategies.  Many of these were site specific.  Key across-project issues and lessons 
included: 

 When the staff turnover is high (as was the case with ED junior medical staff in 
particular) there is the need for training to be continuous in order to ensure that all 
staff have exposure to the new ‘intervention’, if it is to become a routine 
component of work practice. 

 Training programs need to be flexible to ensure that all staff have exposure to the 
new information – e.g. permanent night staff need sessions that they can easily 
attend such as at the end of their shift.   

 The important role played by senior doctors in the ‘on-the-job’ learning by junior 
staff – e.g. “The Director of ED made a significant observation that when a 
member of the medical staff came to him with a question about the management 
of an ACS patient, he first asked what pathway the patient had been allocated.  
This form of social learning was an important outcome.”49 

 The creation of a learning environment needs to be built upon learning principles 
that are broad, flexible and supported by those ‘above’ – staff need dedicated time 
and administrative support to learn both from existing practice needs and about 
strategies for practice improvement. 

8.2.7 Developing clinical pathways 

As stated previously, two Expert Clinical Working Parties (one for ACS and one for 
Stroke) were established to assist sites on clinical issues such as risk stratification, 
evidence-based clinical guidelines, minimum dataset, and process and outcome 
indicators.  Local sites developed their own pathways, under the guidance of these 
Working Parties, which also reviewed local pathway content for accuracy and 
appropriateness.   

The developmental process for each clinical group progressed at a different pace, 
which was not surprising, given the different status of ‘available evidence’ for each 
condition, and the variable building blocks/experiences within the project upon which 
to establish the project.  Indeed, in recognition of these differences, the project had 
proposed to focus local activity primarily on ACS in the first instance, and then to use 
the model and experiences gained to then introduce the stroke focus.   

8.2.7.1 ACS 

The existence of NH&MRC guidelines and national consensus evidence facilitated 
developments within the project.  In addition, an ACS risk stratification model, 
accompanied by 4 pathways, had been in use at Nepean for some time.  This model 
formed the basis for the ED risk stratification process adopted at all hospitals, and the 
Nepean pathways were customised by multidisciplinary teams at each site to allow for 
differences in the availability and timing of diagnostic tools and support services.  For 
example, at one hospital 5 rather than 4 pathways existed, due to the availability of 
week-end stress testing at this site that was not available at the other sites.   

                                                 
49 TASC Project Progress Report to the RACP  
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Two hospitals initially developed and implemented only three pathways.  However 
based on a pathway review by the lead clinician and in the light of evidence, these 
hospitals subsequently moved to develop four pathways to differentiate those 
unstable angina patients requiring full treatment from those who needed ischaemia 
excluded.  They were initially reluctant to change, having been through an extensive 
local consultation process to gain consensus, and having already developed the 
necessary pathway forms, but the teams were persuaded by the evidence and so 
changed.  By September 2001 all hospitals were using at least four pathways.  

All hospitals incorporated a CPI methodology in their approach to pathway 
development and implementation, and to the design of associated documentation, 
with multidisciplinary teams reviewing and changing pathways in response to 
feedback and testing.  The continuously evolving nature of pathways was evident in 
the multiple versions that were generated – for example, at the time of the final report, 
Townsville’s ACS pathways were on their 6th version.   

By consensus across the project, the ACS component of TASC grew from a focus on 
ED to an “presentation-to-discharge focus”, based on agreement that ED risk 
stratification alone would not change clinical outcomes unless each of the four 
predetermined levels of care were clearly defined beyond the first 24 hours of 
hospitalisation. 

The hospitals all approached the progression of pathways into inpatient care 
differently accordingly to local circumstances.  At Townsville, for example, the project 
presented an opportunity to trial the integration of the ACS pathways with the 
progress notes.  It was felt that this might improve medical staff compliance with 
pathways.  However, the combination proved not to be successful, since it made the 
pathways longer and more complicated to use, and the site was planning to separate 
the documentation again at the time of the final report.   

The project reported that the forms developed to support ED doctors in their decision-
making were very popular and by December 2001, greater than 85% of patients 
presenting with chest pain were being assessed using these forms.  The 
completeness of the documentation within these forms was also high. 

By contrast, the uptake of inpatient clinical pathways was less evident.  This is further 
discussed in section 8.3.1.1. 

8.2.7.2 Stroke 

The development of this component within TASC was quite different, due to absence 
of agreed national guidelines.  As stated previously, the TASC approach was based 
on evidence for early implementation of secondary prevention and complications-
prevention strategies and a coordinated multidisciplinary team (stroke unit) providing 
a systematic approach to stroke care.  It broadly aimed to bring many of the basic 
components of stroke units into ED and to develop: 

 Time urgency concepts to allow the earliest implementation of acute therapies and 
prevention strategies; 

 Sophisticated nursing and medical assessment; and  

 Attention to detail in stroke care, resulting in complication minimisation. 
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The EWG considered a range of tools to assist ED clinicians in assessment of 
patients presenting with symptoms suggestive of stroke, and the Scandinavian Stroke 
Scale was finally chosen due to its simplicity, inter-rater reliability between nurses and 
doctors, and the availability of supportive training tools.  Other interventions included 
the adoption (with consent) of the dysphagia screening process used within the 
Monash CSSP project and the CT Priority Guidelines in ED. 

Based on the ACS experiences within the project, the ED remained the primary focus 
within stroke, although some hospitals extended some processes into inpatient care.  
For example, at Nepean the multidisciplinary team also worked on the development of 
a stroke pathway for allied health beyond the ED. 

The project reported that the opportunity to improve the management of stroke 
through the provision of the assessment tools and guidelines was welcomed by the 
multidisciplinary teams at each site.  At Townsville, the visit by the TASC lead 
clinician in stroke to facilitate training in the Scandinavian Stroke Scale was a highly 
valued contribution to the development of stroke care at that site.  

8.2.8 Data and IT support 

From the outset, the project sought to deliver timely information to clinical teams 
about the management of patients according to the local determined pathways.  
Translating this goal into a practical reality proved to be a very complex process, 
taking much longer than envisaged.   

The basic approach was to use the pathway documentation as the means for data 
collection.  Within a single site project, this may well have been a relatively simple 
matter, but TASC was a multi-site project, in which each site had customised the 
pathways according to local conditions.  Thus there was a need to develop a system 
capable of providing local teams with their own feedback, whilst also enabling the 
capture of across-site data.  Both the determination of the minimum datasets 
(particularly for ACS) and the development of the IT systems and processes 
necessary to inform practice were lengthy and complex undertakings.  Each is briefly 
described below. 

8.2.8.1 Minimum datasets 

The ACS minimum dataset (MDS) took approximately 8 months to finalise.  Whilst the 
relative similarities between pathways facilitated this process, the project reported that 
a combination of factors resulted in a very large MDS.  These included: 

 The medical research paradigm (‘capture data on every eventuality’); 
 A lack of trust in data collected through corporate systems (and so an 

overcompensation in a ‘clinician driven’ approach); 
 The perception that TASC needed to demonstrate value for its funding level 

(through the collection of many outcome measures); and 
 A belief that the TELEform approach (see 8.2.8.2) would enable large amounts of 

data to be collected. 

This MDS comprised 74 process and outcome indicators from the range of between 
300-400 data points across the clinical pathways.  The project reported that: 
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 From hindsight, it would have been preferable to have started with a small MDS 
(10-20 important points) and expanded it later if required. 

 Staff became confused about the differences between the pathway data points 
and the MDS data items.  This was subsequently resolved by the insertion of a 
symbol (“T” for TASC) next to MDS items on the local pathway data forms.  

The development of the Stroke MDS built upon the lessons learned with respect to 
the ACS MDS and comprised 40 data items, covering the following broad categories: 

 Timeliness; 
 Clinical assessments; 
 Treatments implemented; 
 Risk assessment appropriate; 
 Staff evaluation; 
 Skills improvement; and 
 Patient/carer evaluation. 

8.2.8.2 IT systems 

Original plans for IT support for the sites were modified for a variety of reasons, with 
the final version involving the use of TELEform software to scan information directly 
from paper-based pathway forms into a database for analysis.  A company was 
engaged to provide the software, hardware, training and programming required.  The 
technical problems associated with the implementation of the system were amplified 
by the geographical spread of the project. 

The project reported that the major problem associated with TELEform 
implementation was the complexity of the forms (which were longer and more detailed 
than the programmers had previously encountered) and the numerous layout 
changes that occurred at each site.  Once form layouts were finalised, they were 
checked to ensure that all MDS items were included.  All hospitals had omitted some 
key items, necessitating further form redesigning and subsequent re-programming.   

Each hospital had its own local database (into which TELEforms were imported) 
which was then exported into a project database.  At each stage in this 
implementation process, various difficulties were experienced – the project reported 
that the entire process took approximately 8 months, when ideally it might only take 1-
2 months.  Delays, in turn, impacted upon the project’s capacity to provide clinicians 
with timely feedback.   

8.2.9 Consumer involvement 

Consumer involvement was a high priority within the project from the outset, and was 
identified by both the project and the HHRI Final Report as one of the outstanding 
successes of the project.  Consumer involvement within the project occurred in two 
major ways: 

 Participation in project activities; and 

 Patient feedback to clinicians about care received. 
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8.2.9.1 Consumer participation 

At the project level, consumer involvement was supported through: 

 Consumer representation within the governance structure, not as a separate 
committee but as members of the standing committees (both the NSC and local 
teams) and on the EWGs; 

 Two Consumer Participation Forums in September 2001 and April 2002; and 

 The production of TASC Consumer Newsletters. 

At the hospital level, sites differed in terms of their previous experience in working 
with consumers, and their ready access to consumer representatives.  Before TASC, 
there was virtually no consumer involvement in the design or management of patient 
services at either Townsville or Frankston, while there was a small, but growing, level 
of involvement at Hunter, and Nepean had extensive experience within cardiology.  
Therefore the approaches to involving consumers within project activities varied. 

For example, consumer representation was a new concept at Townsville.  Consumers 
were sourced from local cardiac and stroke support groups, and whilst clinicians were 
initially sceptical, their contribution to local developments became valued.  This was 
evident in the LSC’s submission to have consumer representation on the newly 
formed district Clinical Governance Council. 

Consumers also participated within the project in a number of different ways in 
addition to committee membership.  At Hunter, for example, one of the consumer 
representatives on the LSC worked with the Stroke and Disability Information Hunter 
Inc.  This organisation facilitated the involvement of people who had had a stroke in 
training sessions for ED nursing staff in the application of the Scandinavian Stroke 
Scale (clinical assessment tool).  The very practical ‘hands on’ approach to training 
that resulted was positively received by the nursing staff.  Such was its success that 
the process was taken up at Townsville. 

At Nepean, the Nepean and Blue Mountains Cardiac Support Group had been 
associated with the Cardiology Department for nine years prior to TASC and the 
project was able to build on this experience in a number of different ways.  For 
example, members of this group administered the first TASC patient survey (see next 
section), and the group’s president was involved on the NSC, the hospital’s LSC, the 
Wentworth Area Health Service’s Quality Council and the consumer reference group 
for Nepean cardiology CPI teams.  Such was the extent of this group’s involvement, 
that their entry, “Consumers Designing Healthcare”, in the Baxters 2002 NSW Health 
Awards was chosen from more than 40 finalists, across nine different categories, for 
this prestigious award.  This entry was selected in recognition of the group’s strategic 
role in the TASC project.   

8.2.9.2 Patient feedback to clinicians 

During the project, two patient surveys were administered to guage patients’ 
perceptions of the care received – the first early in the project, and the second 
towards project end.  The survey was designed by Hunter Centre for Health 
Advancement and developed into a Computer Assisted Telephone Interview (CATI) 
by the Nepean team.  The first administration involved 15 trained interviewers from 
the Nepean and Blue Mountains Cardiac Support Group who contacted patients from 
lists provided by the consortium hospitals.  The Nepean team provided administrative 
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support.  Whilst the project believed that the consumer interviewers had been 
successful, the impact of providing support for this process on the Nepean team was 
such that the project decided that HCHA, using paid interviewers, would administer 
the second survey.   

The project’s hypothesis was that the implementation of clinical pathways would 
generally improve the provision of care, and that this would be reflected in changes in 
patients’ perceptions of care. 

The survey was structured to obtain responses on 17 dimensions of care, both in 
terms of the importance of each dimension to the interviewee, and whether the need 
had been met.  The overall response in both surveys was very positive, and showed 
little change over time.  However, the distinction between importance and needs met 
provided useful feedback to clinical teams on areas for future improvement.  The most 
common theme for improvement in the second survey pertained to the need for clear, 
understandable explanations about their condition, treatments, tests and their results, 
and medications. 

8.3 Project outcomes 

There is no doubt from the information provided by the project that there were 
substantial changes within each project site towards the embedding of the best 
available evidence routinely in clinical practice.  Given the differences between local 
contexts and implementation processes, and in the interests of brevity, it is not 
possible to outline all of these within this chapter.  Instead this section highlights 
evidence of change from the project perspective, summarising the evidence provided 
through: 

 The second site review; 

 The project’s clinician survey; and 

 The available ACS data. 

8.3.1 The second site review 

As stated previously, HHRI undertook a site review at each hospital early on in the 
project.  This was repeated in August 2002.  The purpose for this second visit was to 
re-examine issues identified in the first visit, and also to consider the effectiveness of 
TASC, and its impact within each organisation.  Each review was comprised of 
between 20-25 interviews and examination of documentation (eg pathways), 
TELEform data and other relevant information. 

The report from this review noted that all hospitals visited were under significant 
strain, with increased ED attendances and admissions, and almost all had undergone 
major structural and/or managerial changes during the project (eg the Townsville 
hospital had both relocated to a green field site and simultaneously undergone a 
restructure) which had impacted upon the effectiveness of the project’s methodology. 

A summary of the key points arising from this HHRI report follows. 
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8.3.1.1 The integration of evidence and continuous practice improvement 
The project appeared to have been successful in fulfilling this goal within the ED.  
Despite some initial reticence and occasional hostility, all EDs were using the ACS 
process and were about to embark upon the stroke pathway.  Interest was high for 
developing similar processes for the management of other conditions.  In cardiology, 
the project appeared to have had less impact amongst the cardiologists, general 
physicians and coronary care nurses involved.  This may be attributable to the fact 
that the TASC process did not add substantially to an already existing evidence base 
for their practice.  However, junior staff and registrars within cardiology and general 
wards did however appear to have derived assistance from the ACS pathways.  
Stroke processes appeared to have been welcomed by all clinicians within the ED 
and the wards, since they had contributed to a systematisation of what had previously 
been a largely ad hoc approach to stroke management. 

8.3.1.2 Communication 
There had been substantial improvement in communication: 

 Within and between disciplines;   

 Within the EDs themselves; and 

 Between the various departments associated with care provision - between ED 
and cardiology/neurology and with pathology, radiology and general management.    

8.3.1.3 ED efficiency 
The efficiency within all EDs had improved, both in terms of increased cohesiveness 
within the clinical team, and in terms of process changes including: 

 Documentation; 

 Patient flow; 

 Triage category; 

 Management of patients through the ED; and 

 Medication sheets. 

Particularly significant were improvements in the efficiency of identification and 
management of patients with ACS.  

8.3.1.4 Outcomes data 

Changes evident at the sites included: 

 Improved time to thrombolysis in three out of four hospitals, with the main reason 
for the fourth hospital’s lack of increase being attributable to significant gaps in the 
work rosters for Registrars and Emergency Physicians. 

 Increased uptake/use of aspirin, beta-blockers, statin and ace inhibitors at all 
sites. 

 A reduction in absolute mortality and in re-admission rates at Townsville. 
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 Anecdotally a reduction in cardiology length of stay (confirmed quantitatively at 
Nepean) and a strong sense that patients’ progression through the hospital 
system was more effectively and efficiently managed. 

8.3.1.5 Improved infrastructure 

Teams were able to understand and demonstrate the need for specific aspects of 
infrastructure to support the provision of care, with examples including: 

 At Nepean, the Cardiac Assessment Nurse position went from being a part-time 
position to a seven-day per week, ten hour per day permanent position; 

 The development of the Stroke Case Manager position at Hunter; 

 Clarification of the use of troponins in ACS investigations, with Pathology Services 
involvement; and 

 Clarification about the use of CT scanning in stroke management. 

8.3.1.6 Consumer involvement 

Despite varying support at the beginning, there was evidence of an increased 
understanding of, and support for, consumer involvement.  At all sites there was a 
commitment to continue to promote consumer participation at a high level and on 
future committees. 

8.3.1.7 Management support 

Managers at all the sites felt that the TASC process had been extremely worthwhile, 
particularly the multidisciplinary, inter-departmental approach, and many were 
planning to use a similar process for subsequent quality projects 

8.3.1.8 Features of the project that worked best 

The HHRI report indicated that the TASC features that appeared to have worked best 
were: 

 The project officer support; 

 Local multidisciplinary leadership to effect change; 

 Keen lead clinicians, both at the project and local level; 

 Expertise provided to the project by external organisations; 

 Consumer participation; and 

 The processes used by the project for distilling complex evidence into a fairly 
straightforward process for practice. 
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8.3.1.9 Problematic features 

Across the project, the TASC features which were more problematic were: 

 The IT solution, given the teething problems, frustrated project developments, 
particularly in providing meaningful and accurate data to clinicians for review.  The 
report did however indicate that, having resolved many glitches, this solution has 
the potential to be particularly useful to the hospitals into the future. 

 The large MDS – this became a significant stumbling block to effective 
implementation; 

 The limited time available to VMOs and Staff Specialists to participate in the 
project; 

 Changes in organisational structures and personnel, impacting upon clinicians’ 
ability to focus on the project; 

 The lack of external evaluation of pathways at some sites, which were in some 
cases administratively very burdensome and therefore less likely to engage 
clinicians in their use; 

 Limited opportunity to collect clinical pathway variance data, due to the main 
preoccupation with the development of the MDS; 

 The lack of other routine processes to collect data to inform practice whilst the 
TELEform process was being refined and implemented; and 

 The lack of opportunity for project participants to share experiences in the more 
personal face-to-face mode. 

8.3.2 The clinician survey 

A staff survey, developed by the Hunter Centre for Health Advancement, was 
administered twice during the project, in September/October 2001 (pre-survey) and 
again in July 2002 (post-survey).  The survey sought to capture attitudes towards 
clinical practice guidelines and clinical pathways.  The following table depicts the 
demographics of those who responded (Table 14). 

Table 14: Demographics of respondents to clinician surveys 

 Pre-survey Post-survey 
Number of surveys distributed to staff 855 780 
Number of surveys completed 290 (34%) 295 (38%) 
% Nurses 65% 68% 
% Doctors 21% 20% 
% Allied Health 14% 12% 
Years since graduation (mean) 12 12.7 
Emergency medicine 32% 36% 
Cardiology 22% 25% 
Neurology 7% 6% 
General medicine 17% 15% 
% Working >30 hours a weeks in direct clinical care 76% 70% 
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The results showed that overall there was not a great shift in opinion amongst 
clinicians over the project (see Table 15).  However it is important to note that the pre-
survey occurred approximately 6 months into the project commencement, and after a 
substantial process of education at each site had already occurred.  This was likely to 
have impacted upon responses, reducing the ability to detect real changes over time 
due to the TASC process.  The post-survey also showed clear differences between 
ED clinicians, where the project primarily focussed, compared to other clinicians (e.g. 
medical officers).  This confirmed the conclusions from the second HHRI review 
mentioned previously.  

Table 15: TASC staff survey results pre and post 

Statements 
Strongly Agree / 

Agree (ALL) 
Strongly Agree / 

Agree 
 2001 2002 Emergency 

Department 
clinicians  

2002 

Medical 
officers 

  
2002 

The use of clinical practice guidelines 
improves the quality of health care for 
patients. 

84% 80% 87% 79% 

Clinical practice guidelines are an unbiased 
source of the best available evidence. 

59% 65% 66% 55% 

Clinical practice guidelines are good in 
theory but are usually impractical for clinical 
application. 

27% 28% 18% 27% 

The existence of clinical practice guidelines 
increases consumer confidence in the care 
provided. 

40% 44% 46% 31% 

Clinical pathways provide clear, concise 
instructions that can assist staff. 

77% 80% 81% 56% 

I am concerned that clinical pathways could 
be misused or misinterpreted medico-
legally. 

32% 36% 32% 53% 

Clinical pathways make it more difficult to 
match care to an individual patient's needs. 

33% 36% 26% 52% 

Clinical pathways reduce variations in 
clinical practice, resulting in the provision of 
the best possible care. 

60% 56% 65% 51% 

Using clinical pathways reduces the 
autonomy of doctors. 

23% 22% 32% 46% 

Team-based care plays an important role in 
my current clinical activities. 

94% 91% 91% 100% 

Multi-disciplinary based care is an effective 
process for care delivery. 

95% 95% 93% 90% 

The project report noted that there was considerable variability in responses to 
statements between clinicians from different hospitals in the post-survey.  For 
example, responses Strongly Agreeing/Agreeing with the statement “The use of 
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clinical practice guidelines improves the quality of health care for patients” ranged 
from 62% for one hospital to 89% for another.   

The project compared the post-survey results in 5 statements to similar propositions 
in recently published research by Farquhar et al and this showed a more favourable 
attitude amongst TASC clinicians than those in the published study50 (see Table 16). 

Table 16: Comparison of survey results  - TASC and Farquhar et al 

Statement TASC Farquhar 
et al 

The use of clinical guidelines improves the quality of health 
care for patients (intended to improve the quality of care) 

80% 70% 

Clinical pathways provide clear, concise instructions that can 
assist staff (good educational tools) 

80% 71% 

I am concerned that clinical pathways could be misused or 
misinterpreted medico-legally 

36% 41% 

Clinical pathways make it more difficult to match care to an 
individual patient’s needs 

36% 30% 

Using clinical pathways reduces the autonomy of doctors 22% 34% 

 

Interestingly, 13% of the TASC post-survey respondents indicated that pathways 
were being used in their hospital/department as compared to the 1% in the pre-
survey.  Also of note in the comparison were the differences between the two surveys 
in terms of the factors that would influence decisions to use clinical practice 
guidelines.  These results are summarised in Table 17 below. 

Table 17: Top reported factors that would influence decision to use clinical 
practice guidelines 

Influencing factor Baseline  

N % 

Follow-up 

N % 

Guideline based on evidence 41% 61% 

Appropriateness to current clinical condition 25% 52% 

User-friendliness of format 28% 49% 

Access to guidelines 7% 32% 

Medico-legal implications of the guidelines 6% 27% 

Endorsement by more than one major health organisation 2% 23% 

Financial costs of recommendations provided 1% 14% 

                                                 
50 Farquhar, Kofa & Slutsky ‘Clinicians’ attitudes to clinical practice guidelines: A systematic review” MJA 
vol. 177, 4 Nov 2002.  The wording from this study, where different from the TASC survey, appears in 
parentheses within the table.  
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In an overall sense, it would appear that TASC made an important contribution 
towards influencing the attitudes and perceptions of clinicians, and so helped to 
develop a culture in which evidence is embedded within practice routinely.  This is 
particularly clear when considering the high rate of staff turnover within the project 
sites, suggesting the culture itself was changing.  

8.3.3 ACS data 
At the time of the final project report, the project was unable to present data for stroke 
– this was not surprising, given: 

 This condition was the second stage in the project’s evolving implementation 
process; and 

 The delays in developing the information systems to support data collection and 
feedback. 

The project noted that the data for this patient group was in the process of coming on 
line. 

The project was however able to provide outcomes data for patients with ACS. (Pre-
TASC data pertained to patients during the period July-December 2000 – for many of 
the outcome indictors within the MDS, pre-TASC data was not available for extraction 
from the records and so could not be reported against.) 

The following table depicts the changes at a project-wide level in the delivery of key 
pharmaceuticals for patients with ST Elevation MI and High-risk MI.   

Table 18: Changes in delivery of key pharmaceuticals – STEMI and High 

STEMI and High Pre-TASC 
(N = 230) 

TASC 
(N = 290) 

Target 

Aspirin  82% 93.5% 95% 

Beta blockers 52% 89% 95% 

ACE 52% 67% 60% 

Statin 60% 79% 85% 

 
Other outcomes of note presented by the project for patients with ACS are depicted in 
Table 19.   

Table 19: TASC outcome indicators - ACS 

Indicator Pre-TASC 
(N = 230) 

TASC 
(N = 659) 

Target 

Death for admitted patients 6% 0.6% <10% STEMI/High 

Complications - reinfarction 0.8% 4% <5% STEMI/High 

Complications - CVA 0.4% 0.2% <2% 

Unplanned readmission within 
28 days of discharge 

14% 4.7% <5% 

Troponin within 8 – 12 hours N/a 100% >95% 
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Importantly, the project appeared to also have started to influence the resource 
utilization within the organisations.  The project reported the Nepean Cardiology 
Department experience as an illustration of this impact.  Key aspects of this include: 

 The majority of patients (>90%) presenting to the ED with ACS being assessed 
using the TASC chest pain form; 

 A reduction in patients being inappropriately managed as “possible ACS”;  

 A reduction in the number of ACS patients admitted to cardiology for less than 24 
hours length of stay, due to better ED management and diagnosis, including 
earlier stress tests; and 

 A higher throughput per day within the cardiology department with lower lengths of 
stay for ACS patients, without any increase in the readmission rate. 

The following figure illustrates these changes by contrasting numbers in two time 
periods – March 2001 and March 2002.  

Figure 9: Indicative changes in resource utilisation - Nepean 
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8.4 Sustainability/transferability 
The evidence provided by the project of its sustainability and the transferability of both 
its broad approach, and elements of its methodology are briefly summarised below. 

8.4.1 Local sustainability 
There is no doubt that various aspects of the TASC project will continue beyond the 
formal life of the project.  This is attributable to the effectiveness of the localised 
strategies through which teams implemented multiple changes in the structures and 
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processes of care provision in their respective hospitals.  Increasingly TASC became 
more closely integrated within the operational environment of the hospitals.   

In part, this was due to the direct involvement of strategic senior managers and key 
stakeholders within the multidisciplinary teams at each site.  For example, at 
Townsville the District Executive Director of Medical Services was on the LSC and 
also the sponsor for Clinical Pathways.  The TASC project officer was appointed to 
join the existing Clinical Management Pathway Unit to ensure that expertise and skills 
could be shared and so that a framework for sustainability could be developed.  The 
Clinical Benchmarking Unit, the Nurse Manager – Informatics, Nurse Manager – 
Research and Clinical Pathway Coordinator were also involved in the project and 
committed to its sustainability.  The involvement of the Director of Emergency 
Medicine and the ED Nurse Manager within the team added to the likelihood of the 
new ED processes continuing as routine practice.   

In addition, HHRI reported that all hospitals were committed to fund the project 
beyond the formal phase.  Again using Townsville as an example, funding had been 
provided for the project officer position to continue for several months post-TASC to 
support the data collection and reporting activities likely to further embed the 
processes necessary to increase sustainability. 

8.4.2 Local transferability 
All hospitals sites provided evidence of the impact of TASC beyond the immediate 
scope of the project.  These illustrate the interconnectedness of the various systems 
within organisational structures, and the resultant rippling effect of the 
multidisciplinary change processes that were initiated through TASC. 

For example, at the time of the final project report, Townsville was developing a 
Clinical Governance Council, a risk management framework, and using the 
experiences from TASC to develop a framework for greater consumer involvement.  
The Hunter Area Health Service, the CEO of which chaired the NSC, had moved to 
adopt a risk management methodology within the Health Service, whilst at Nepean, 
the project had acted as a support mechanism for local quality and safety initiatives, 
with similar CSS projects being implemented within the Wentworth Area Health 
Service including a cancer care project (in conjunction with NSW Cancer Council), 
review of pain management, review of antenatal preadmission rates and time to 
surgery for wrist fractures.   

Both HHRI and SAI had been engaged by individual consortium hospitals to provide 
their expertise in areas outside of the scope of TASC.  For example, HHRI worked 
with Hunter on transferring the TASC methodology to orthopaedics, and in particular 
the creation of orthopaedic assessment and pathway documentation, including inter-
hospital transfers. 

8.4.3 Wider transferability – ‘TASC – 2’ 
The creation of “TASC – 2” is further evidence of the impact of TASC and the 
transferability of its methodology.  Through a collaboration with the RACP, the NSW 
Institute of Clinical Excellence set aside $1.2 million for the roll-out of TASC to the 
EDs of a further 29 hospitals within NSW.  TASC –2 will incorporate the basic 
evidence-based supports developed through TASC and build upon the lessons and 
experiences it has generated.  Key TASC personnel had been seconded to 
participate in the TASC – 2 development, thus capitalising on the practical expertise, 
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knowledge and skills generated through TASC.  The developmental work associated 
with establishing the IT system to support clinical practice, whilst taking an inordinate 
amount of time and resources within TASC, will provide benefit to TASC – 2.  This will 
particularly be the case if the lessons learned about the need for a reduction in the 
complexity of the local pathway forms, and a radically reduced MDS are implemented  

Three hospitals from Western Australia (separately funded) will also be participating 
in the TASC 2 process. 

8.5 Key findings and lessons 

This section synthesises and summarises the key findings and lessons arising from 
both the project’s final report and the HHRI second site report. 

8.5.1 Implementing the project 
 TASC was far more complex and time consuming than envisaged in the project 

plan: 

- The abundance of real world distractions; 

- Consensus on changing clinical processes is hard-won; 

- Knowledge and expertise about change management within the clinical 
context are not widespread;  

- Senior medical staff are very busy, and away often, impacting upon the 
timeliness of decision-making; and 

- Whilst reliance on champions is necessary to initiate activity, it can become 
a major hindrance to implementation and broader cultural change. 

 Reports on work processes and cultures by outsiders have the potential to make a 
major contribution to change - they can cut-through the normal organisational 
barriers to change, and recommend ‘obvious’, but difficult solutions.  However, 
they can also create problems if their content is sensitive, unpalatable or 
threatening to the participants whose work practices are being discussed.  They 
therefore need to be managed carefully in order for the benefits to be realised. 

8.5.1.1 Evidence and clinical groups 
 Whilst bringing together two quite different clinical groupings within the one project 

posed considerable challenges, and added to project complexity, the staggered 
approach (focussing on first cardiology and then stroke) proved to be beneficial.  
Many of the implementation lessons learned through the ACS experience were 
transferable to the stroke implementation processes.   

 Through this combination within the one project, it is clear that different work silos 
have different needs with respect to evidence and clinical practice.  This appears 
to be linked to: 

- The availability of a significant body of evidence (this exists for ACS and not 
for stroke); and 

- The degree to which the evidence already exists as an integral part of the 
work culture. 
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In TASC all EDs appreciated the processes established by the project to use 
evidence to better streamline and advantage patients.  All hospital sites also 
appreciated the concrete information provided through the project about how best 
to manage patients with stroke.  By contrast in coronary care units, and in general 
wards with respect to ACS patients, there was widespread disinterest.  Uptake 
and enthusiasm around evidence would appear to be linked to the degree to 
which it is already known and easily accessible within the work silo. 

8.5.1.2 Engaging and sustaining medical involvement 
 The project reported that having charismatic and energetic lead physicians were 

important to engagement by other doctors, as was the RACP’s endorsement of 
the project.   

 The capacity for consultants and medical staff to undertake project work on top of 
existing loads is limited, despite interest.  In some hospitals there was a strong 
sense of ‘project overload’ and staff specialists were at a point of being unable to 
manage across the competing needs of project work, clinical work, student 
supervision and research.  VMOs also had limited capacity to engage in project 
activity.  The additional load of project work, particularly if clinical roles are not 
back filled, places a significant burden upon Fellows. 

 VMOs are often disenfranchised within the hospital context (e.g. unable to attend 
meetings) and strategies to maximise the opportunities for their participation need 
to be explored.  Organisations tend to access staff specialists since they are more 
accessible and have some capacity to attend meetings.  Within TASC, the VMOs 
involved were all extremely enthusiastic, but frustrated by the limited time they had 
available to work on the project, generally undertaking activities in their own time.   

 Within the medical hierarchy, involvement by junior doctors in project work needs 
to be supported from ‘above’, e.g. at one hospital, a staff specialist was rostered to 
allocate one day per month for participation in the stroke working party by the 
Director of ED, thus enabling sustained involvement to occur. 

 The workload of medical registrars emerged within the TASC project as an issue 
needing attention.  In several hospitals there were long standing gaps in the 
Medical Registrar roster, and in one, the Medical Registrars were doing a one in 
two rotation every second night, which was clearly not safe practice.  Excessive 
workloads for this group also impacted upon their ability to spend the time to 
engage with the clinical pathways. 

8.5.1.3 Medical leadership 
 The degree to which the evidence already exists as an integral part of the work 

culture impacts on the leadership role. 

 The independent nature of medical practice makes mentoring and the formation of 
partnerships with other physician leaders difficult.  Consumer representatives 
within TASC were amazed that physicians tended to work in parallel or 
competition with each other, rather than collaboratively.  Establishment of 
mechanisms to support doctor-to-doctor interaction, collaboration and knowledge 
sharing are clearly necessary. 

 Physicians need training in the skills of leadership, mentoring and supervision of 
junior staff. 
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“the average physician is poorly prepared to take on the role of clinician leader, 
and the brave few clinician leaders are hard pressed to find time to improve 
their own processes of care, let alone educate and mentor others into an 
important yet little articulated clinical function such as leader of clinical 
improvement.”51 

 Cultivation of the physician/administrator relationship is an important component 
of effective leadership - failure to develop this relationship is a major barrier to 
effecting changes within the clinical setting. 

8.5.1.4 Multidisciplinary teams 
 Developmental of a sustainable culture of EBM and CPI requires effective 

leadership and development of team skills and the organisational structures to 
support multidisciplinary interaction. 

 Teams are not a ‘one type fits all’ and team functioning is not consistent over time, 
requiring constant reinvigoration.  This needs to be organisationally supported by 
allowing clinicians to have time allocated for team participation. 

 Multidisciplinary team meetings create an environment for communication across 
disciplines and departments, and result in increased understanding of each others 
roles and collaborative approaches to care management problems to be 
developed.  For example, through TASC, nursing and speech pathology were able 
to collaborate in overcoming resourcing difficulties in stroke care, by up-skilling 
nurses to perform dysphagia screening for stroke assessment after hours. 

 To be effective these teams need to bridge the different approaches to dialogue 
within the various disciplines – allied health tends to be reflective and consultative, 
nursing pragmatic, and medicine outcomes focussed, often at the expense of 
adequate cross-discipline planning.   

 Attitudes towards, and understanding of, evidence vary greatly within teams.  
Clinicians need education and support to increase their knowledge of, and skills in 
the implementation of, evidence based practice. 

 Within a busy culture, clinicians from all disciplines need designated time to reflect 
on their practice. 

 Successful implementation of projects needs to ensure that there is adequate 
resourcing at the local staffing level, in addition to project officer support.  Within 
TASC there was significant and profound concern amongst local clinicians that 
their time and effort was not factored into the project’s resourcing.  They were 
expected to attend meetings regularly, review pathways and data without 
resources to do so – many came in on days off or worked longer shifts to be part 
of the process.  This would be unsustainable over the longer term. 

8.5.1.5 The organisational context for practice 
 The project experience demonstrated that major organisational changes, such as 

the combination of relocation to a green-field site and restructuring, have a major 
impact upon clinical care, as staff become preoccupied with the potential move, 
and then need to deal with the aftermath.  At Townsville, issues ranged from the 
immediate impact on workers (e.g. where do I buy my lunch), through to 

                                                 
51 Lead clinician (TASC) TASC Final Project Report  
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territoriality (e.g. who got more or less resources/space), and into the systems and 
processes for providing care (e.g. who is now responsible for what activity and 
how is it now done).  Such changes impact directly upon projects which are 
themselves seeking to implement structural and cultural changes within clinical 
practice and highlight the importance of understanding contextual influences upon 
outcomes. 

 The organisational structures within which care is provided need to include 
mechanisms through which issues impacting upon care can be resolved – e.g. 
clinical governance councils or forums.  Within TASC, clinicians identified a range 
of issues that were beyond the project’s ability to influence and were frustrated by 
the lack of an effective framework within their organisations through which those 
issues could be worked through, discussed and resolved. 

 The interaction and cooperation between management and clinicians is vital to 
ensure success, sustainability and organisational transformation with respect to 
evidence-based practice.  Leadership from both groups is required – as clinicians 
are the content experts, the implementation of evidence clearly requires clinician 
leadership but systematic strategies to support CPI require input from multiple 
hospital services, so leadership from management is also needed. An operational 
framework in which there is shared leadership, responsibility and accountability for 
the care provided and the management of available resources is needed. 

8.5.1.6 The ED/inpatient interface 
 The ED/inpatient admission interface appears to be a particularly problematic area 

within the hospital structure and strategies to improve the effectiveness of 
processes across this interface are needed.  Within TASC it appeared that 
Emergency Physicians’ decisions to admit could be overridden by even a junior 
Medical Registrar representing the Admitting Unit for the ‘day’.  An important 
driver for the uptake of TASC within the ED was that the risk stratification process 
provided the ‘real evidence’ for admission.  However, Medical Registrars were 
reluctant to admit intermediate risk patients into monitored beds for fear that they 
would be blocked should an acute high risk cardiac emergency present.   

 Currently, there would appear to be little incentive for physicians to discharge 
patients and indeed a disincentive may actually exist (i.e. additional work for junior 
and Registrar staff).  This contributes to access block and overcrowding in the ED, 
and so impacts upon the safety and quality of care provided in that setting.  
Strategies to support an uptake of evidence-based pathways within medicine may 
impact positively upon the ED, and strategies to promote the collaboration across 
the ED/Cardiology/ward silos need to be encouraged.  The TASC experience 
showed that senior management can play an important role in facilitating the 
increased communication and cooperation between these silos. 

8.5.1.7 Documentation accountabilities 
 Further work is needed within the hospital culture pertaining to attitudes about 

documentation, in particular a shift in documentation focussed and centred around 
the patient, rather than the convenience of staff in distinct silos.  Whilst there was 
some improvement within TASC, particularly in the EDs where some 
rationalisation, rearrangement and reduction in paperwork occurred, this was less 
evident in the inpatient context.  The persistence amongst some clinicians to keep 
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medical and nursing notes separate, often in different places, contributes to 
potential communication problems.   

 Further work is needed on creating a culture in which staff are held accountable 
for compliance with agreed documentation.  Within medicine, the expectations that 
senior doctors have of the performance of junior staff would appear to be 
important in creating this culture.   

8.6 Project summary 
The TASC project was an exceedingly ambitious undertaking, seeking to improve the 
management of care for patients with two quite different clinical conditions within the 
ED and beyond, in four hospitals spanning three States.   

The principal process through which the project sought to effect evidence-based 
changes within clinical practice was local ownership and decision-making by 
multidisciplinary teams.  The project supported these teams through the provision of 
evidence-based tools and processes for local adaptation/implementation, a 
comprehensive education strategy and project officer support.  The addition of a risk 
management framework to the basic CSS model added to the knowledge and skills 
base within teams.  

Despite the many logistical complexities, the project demonstrated important 
outcomes within the ED indicative of structural and cultural changes towards 
embedding the best available evidence routinely in clinical practice.  These changes 
within an ED context of increasing work pressures are very significant.  They are best 
characterised by the following adjectives used by HHRI to describe the cultural 
differences observed over time within the hospital sites52:  

Dissonant     fraternal 

Suspicion     collegiality 

Disempowered     empowered staff 

Cynical     more hopeful 

Ad hoc     systematic 

Individual     evidence-based 

Risk ignorant    risk aware 

Data sceptical    data sceptical 

The lack of change in attitudes associated with data appeared to have been 
attributable to delays in the development of the information systems necessary to 
provide clinicians with timely information about clinical care.  As the project continues 
at each site, beyond the formal project phase, this may well change. 

Consumer involvement and effective multidisciplinary teams were major successes 
within the project, while the increased capabilities of clinician participants, and the 
multiple improvements in the local care processes at each site were important 
components of increased system capacity. 

                                                 
52 TASC Final Project Report – Appendix  
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In addition to structural and cultural outcomes, the project was also able to 
demonstrate improvement in a number of evidence-based indicators for ACS.  Had 
the formal project phase been longer, it is likely that it would have also been able to 
demonstrate similar improvements for stroke management.   

Within the formal time-frame, the project was unable to demonstrate real changes in 
the inpatient phase of patient care.  Nevertheless the improvements within the ED at 
each site were substantial.  HHRI used the following quote as indicative of much of 
what TASC hoped to achieve within the ED context: 

“… the ED is all about process…EDs face the problem of chest pain all the 
time…hence the benefits of TASC….always the risk of making the wrong call… 
this makes life easier… much less anxiety…. ED are team players….can’t sing 
praises enough of the entire process” (ED Director, reflecting on TASC, August 
2002)53.  

                                                 
53 TASC Final Project Report – Appendix  
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9 Key findings and lessons – design framework 
This chapter synthesises the experiences of the CSSP from the Program perspective, 
including the basic design framework within which the projects were expected to 
implement the CSS model.  The following chapter (Chapter 10) synthesises the 
projects’ experiences from the perspective of the actual implementation of the CSS 
model.  In some senses, the distinction between these two types of experiences is 
somewhat arbitrary – each project developed as a consequence of the inter-
relationship between broad parameters established at the Program level and the CSS 
model implementation process.   However, examination of the Program, and its 
operational design features, is important for two main reasons: 

 They impacted upon what the projects could achieve with respect to the ultimate 
aim of the CSSP – i.e. to embed the best available evidence routinely in clinical 
practice; and 

 There are important lessons for the designers and/or funders of future programs 
arising from these experiences.  In many cases these lessons have relevance 
beyond the quality practice improvement context. 

What is particularly noteworthy for readers of this chapter is that some of the lessons 
that have emerged from the CSSP experience either have also emerged from 
previous evaluations of complex service delivery programs or read almost like basic 
level text-book content.  This is itself of concern since it signifies that the previous 
lessons have not penetrated the ‘system’ and that text book knowledge does not 
necessarily influence individual behaviour in a dynamic environment.  The challenge 
for the ‘system’ is to ensure that the same lessons do not keep re-appearing in future 
programs, and that available knowledge is translated into individual action. 

9.1 Program development 

The many important outcomes at the Program and project level evident in preceding 
chapters have their origins in the collaboration between two important organisations 
within the Australian health care system – the RACP and the Commonwealth 
Department of Health and Ageing.  Without this direct collaboration, there would have 
been no such Program or projects.  A detailed description and analysis of this 
development was provided in chapter 3, both to provide a Program context and as an 
illustrative case study of the administrator/clinician collaborative process that has 
been repeated at many levels within the projects.   

Important features of this process that may have implications for similar collaborative 
ventures between government departments and key clinician organisations are 
summarised below. 

9.1.1 The basic collaboration 

The development of the Program concept, model and broad parameters was a 
lengthy and difficult process for the representatives from both organisations as they 
sought to develop common ground and mutual understanding from their two very 
different ‘system’ perspectives.  Differences in orientation, language, expectations, 
knowledge bases, and emphases needed to be bridged in order for the collaborative 
venture to proceed. 
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Whilst the CSS model that resulted from this process represented a compromise 
position, there is no doubt that its subsequent implementation (through the projects) 
had a powerful impact as a broad framework to improve the quality of care.  This 
highlights the importance of key organisations within health care at the broadest 
‘system’ level working together to develop effective programs and the need for 
perseverance in the process of bridging different ‘systems’ and their idiosyncratic 
cultures, in order to establish common goals.  

Key lessons  

 

For representatives of key stakeholder organisations seeking to embark upon a
collaborative venture, the key lessons are: 

- Understand that the perspectives of the other parties within the
collaboration emerge from a somewhat different cultural orientation
(eg language, emphasis, interpretation).  Without this understanding 
there is the risk that differences in perspective become personalised, which
can impact negatively upon the collaborative process. 

- Expect that it will take time and effort to achieve mutual
understanding and shared goals.  The time and effort is worthwhile, for 
without mutual understanding and shared goals, the potential success of
the collaborative venture is undermined from the outset.  

- Be willing to persist when the going gets tough.  The CSSP itself, and 
its achievements at the Program and project level, would not have 
eventuated if the original collaborators had not been willing to persist
despite difficulties and frustrations.  

9.1.2 Operationalising the collaboration 

In the process of transforming the compromise ideas into an operational form (the 
Program), the relationship between these two organisations moved from a 
collaborative style towards the more typical program funder/program manager 
relationship evident within health care.  Whilst this transition may have occurred 
smoothly, it was disrupted by changes in Departmental staff during the critical project 
selection stage.  As a consequence, there was a major delay between completion of 
the project selection process and announcement of successful projects.  This 
impacted negatively on the change momentum that had been successfully building 
through the tendering phase, and the internal relationship between the RACP and its 
members during the waiting period.  It also created down-stream consequences for 
successful projects who needed to reactive project momentum.   

New Departmental staff brought different perspectives about what the Program and 
the selected projects should achieve, necessitating further negotiation between the 
Department and the RACP to re-establish mutual understanding.  These negotiations 
were, however, conducted within the context of a changed relationship – they were no 
longer collaborative partners, but funder and fundee, i.e. the power dynamic within the 
relationship had changed.  In addition, the Program had expanded to incorporate 
projects, which had been selected to do one thing and were now being expected by 
the funder to deliver something quite different.  The RACP’s role as program 
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manager, and hence mediator between the differing expectations of the Department 
and the projects, became pivotal to the Program’s potential success.  

Key lessons 

 

 

 

 

 

 

 

 

The key lessons for developers of collaborative and complex change
management programs, involving multiple projects, are: 

- Ensure that mechanisms are established to preserve continuity of
corporate memory within one’s own organisation with respect to the
collaborative venture.  Consensus is difficult to achieve and there is a
risk that staff changes may undermine hard-won agreements,
necessitating further negotiation to re-establish a mutual position.  

- Endeavour to preserve the momentum of the change management
strategy.  A stalling in the process (for whatever reason) necessitates
reactivation, requiring additional effort to return to the point at which the
stalling occurred. 

 

 

The key lessons for funders of complex programs, involving multiple projects
are: 

- Manage the transition from collaboration to funder/fundee carefully.
This transition changes the dynamic of the relationship and there is the
risk that hard-won agreements and good will can be undermined during
this process. 

- Ensure that continuity of corporate memory is preserved during the
critical phase of translating a consensus view into a concrete form
(i.e. projects).  The tendering/selection process defines the nature of
projects – selected projects cannot easily transform their basic nature in
response to changed funder interests/emphases. 

- Minimise, where possible, the difficulties posed for the program
management role.  The effectiveness of this role as a bridge between
the funder and projects is a critical component of the funded program’s
success.  This role is complex and needs to be supported.  
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9.1.3 Consolidating the collaboration 

Despite considerable difficulties during this period, the relationship between the 
Department and the RACP gradually improved.  A major contributing factor was the 
direct connection forged by the RACP between the projects and the Department by 
organising project visits for key senior stakeholders, and a presentation by senior 
project clinicians to Departmental personnel in Canberra.  Based on these 
experiences, the Department became very supportive of the Program.  It would 
appear that there are benefits to be gained (in terms of funder support) by creating 
mechanisms whereby program funders, who are removed from the clinical setting, 
have an opportunity to interact directly with clinician participants of the program.  
From the projects’ perspective, these opportunities to showcase their work directly to 
funders were also appreciated. 

Key lesson 

 

 

 

 

 

-  

The key lesson for program managers of complex programs, involving multiple
projects, is: 

- Consider the feasibility of mechanisms within the program to bring 
funders and project participants together.  Generally there is little 
opportunity for funders and practising clinicians to engage directly with 
each other, and there is much to be gained, both in terms of generating 
funder interest and support, and in invigorating projects, through such 
mechanisms. 

9.2 RACP sponsorship 

An important component of the CSSP was the direct sponsorship of the Program by 
the RACP.  The Department, in collaborating with this College through the Program, 
was particularly interested in testing whether this strategy would contribute to an 
increased interest amongst doctors, and engagement by them within the ‘quality 
movement’.   

There is no doubt that this strategy was very successful, both amongst physicians 
and more widely in the medical profession.  Projects, for example, identified the 
RACP sponsorship as a major contributing factor in doctor engagement within project 
activities, with the range of doctors involved including physicians, surgeons, 
emergency physicians and general practitioners. 

In addition, there were other important outcomes, detailed in chapter 3 and 
summarised here, that have flowed from this strategy, demonstrating its effectiveness 
in widening and strengthening the movement to improve the quality of health care 
provision.  These were: 

 The brokerage of additional funds from NSW Health and the Victorian DHS by the 
RACP, resulting in: 

- four rather than the three originally planned CSSP projects (a wider program 
impact); and importantly 
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- the opportunity for the two levels of government (state and federal) to 
participate collaboratively within the same program. 

 The establishment within the RACP of the Better Practice Coordination Committee 
to explore a range of strategies to support College Fellows and trainees in 
evidence-based quality practice improvement initiatives; 

 The preparation of A Scoping Paper on the Development and Uptake of Safety 
and Quality Education in Medical Colleges by the RACP for the Committee of 
Presidents of Medical Colleges; 

 The brokerage of funds from the NSW Institute of Clinical Excellence to enable 
TASC – 2 to be implemented across EDs in NSW (see chapter 8); and 

 The College’s submission of proposals for a range of other CSSP-type projects to 
governments.  

Thus the strategy of RACP sponsorship had an impact both widely within medicine 
(interest generation, project engagement) and within the RACP itself.  Whilst the 
process of implementing this strategy was not easy for either RACP or the 
Department, the experiences gained and the linkages formed can be built upon to 
drive the change process further.  For the Department and the RACP, this could entail 
seeking further opportunities to strengthen this relationship through other joint 
ventures. 

For the RACP, the experiences gained through CSSP sponsorship have positioned it 
well to be an influential leader amongst the medical colleges with respect to evidence-
based practice improvement.  Whether it has the capacity to exercise this leadership 
role into the future, or indeed to address the key findings with respect to medical 
education/training outlined in chapter 10 within its own professional training and 
development programs, remains to be seen.  The RACP, like other Colleges, is itself 
an entity, comprised of Fellows with varying degrees of connectedness to their 
College and varying opinions with respect to the value of, or need for, change.  Future 
developments will therefore be influenced by the RACP’s own unique structures and 
processes for decision-making. 

Key lessons 

 

 

 

 

 

  

For the Department, the key lessons are: 

- Explore other opportunities in which to use the strategy of engaging a
key stakeholder organisation as a program sponsor.  This strategy
worked well within the CSSP as a change management mechanism, and has
wider potential. 

- Explore further opportunities to build upon the strong relationship
established with the RACP through the CSSP.  Within health care, good
relationships between funders and key medical organisations are difficult to
forge.  Once established, they need to be sustained – otherwise the
connection is lost and needs to be re-established all over again. 

 

 

 

   CSSP – EVALUATION FINAL REPORT 178



 

 
For the RACP, the key lessons are: 

• Explore further opportunities to build upon the strong relationship
established with the Department through the CSSP.  It is often diff
for stakeholder organisations to forge effective links with funders.  O
established their potential needs to be maximised. 

• Explore opportunities through which to share the experiences and
lessons learned through the CSSP experience with other coll
The RACP’s role within the CSSP has been unique and there is 
potential to exercise leadership amongst the medical colleges, ba
this experience. 

• Support the work of the Better Practice Coordination Committee as 
mechanism through which to begin the process of addressing t
relevant key lessons pertaining to medical education/training aris
from the CCSP.  This internal structure has already been established and
can be further supported and possibly expanded to undertake this work
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9.3 Funder requirements 

It is clear, from the experience of both the Program and the projects, that knowledge 
about standard funder requirements for programs cannot be assumed.  The 
requirement for sub-contracts to mirror the principal contract is Departmental ‘usual 
practice’ – however neither the RACP nor the projects had anticipated this 
requirement or its practical impact.  In addition, it was clear that lead clinicians 
(doctors) were not generally familiar with the format of the standard Commonwealth 
contract, being more familiar with a research grant process.   

A number of difficulties ensued, mainly due to the need for multiple lawyers to vet the 
contract for each participating site within a consortium, resulting in delays in project 
commencement and the necessity for the RACP to expend Expert Panel funds for 
lawyer payments.  Subsequent difficulties were also experienced associated with the 
‘intellectual property’ clause within this standard contract.  This related to the software 
developed by private companies engaged by projects to develop the systems 
necessary to support project activity.   

The requirement for a ‘business plan” was not made explicit during the Program 
development phase, but was introduced well into the Program establishment phase 
during the necessary variation to the Commonwealth’s contract with the RACP to 
enable project funds to flow.  Meeting this new requirement to the funder’s satisfaction 
was time-consuming, involving the need to clarify unfamiliar terminology.  Whilst it 
was helpful in clarifying project-level activities and intended outcomes, both the RACP 
and the projects expended considerable effort to provide the information requested in 
the desired format.  This diverted energy and attention from the major focus during 
the crucial establishment phase at both the Program and project levels. 
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Key lessons 

 
The key lessons for funders of service delivery programs seeking submissions
from clinicians (as distinct from other administrators) are as follows: 

• Ensure that all formal requirements are made explicit within the
tendering phase.  This avoids unnecessary subsequent complications
that may impact upon program implementation time-lines.  It cannot be 
assumed that everyone will be familiar with the funder’s ‘usual practice’.  

• Ensure that mechanisms are provided to clinicians to enable them
to understand the language and intent of formal requirements.
Language, in the form of jargon, is an important part of any sub-culture, 
having a particular meaning to members of that sub-culture which may 
not be apparent to ‘outsiders’.  Contracts and business cases/plans use
language that may be unfamiliar to clinicians, just as aspects of clinicians’
language may be unfamiliar to funders.  Mechanisms that enable
clinicians to understand, in order to subsequently comply with, formal
requirements are useful for bridging sub-cultural language barriers.   

• The requirement for a business case/plan, provided it is introduced 
early in program development, can assist program implementers to
refine their approach.  The requirement within the business case/plan 
for clear objectives, outline of processes, budgets and so on can assist
the implementer in developing a realistic approach to the program. 

 

9.4 Program management 

9.4.1 The role of program management 

The role of program management is crucial to the potential success of a complex 
service delivery program, involving multiple projects.  It is the ‘glue’ that holds the 
program together.  This role is not vested within an organisation but within an 
individual or a team of individuals.  These individuals need a complex set of skills in 
order to enact their role effectively.  They, for example, need to ensure that the 
program stays on track and that deadlines/deliverables are achieved within budgets.  
In the process, they need to troubleshoot, mediate, create networks to support 
participants, and establish effective communication strategies between funders, key 
stakeholders and program participants/projects amongst other activities. 

Consortium-based projects within such programs also require project managers with 
similar skill sets for similar types of activity.  This would appear to be particularly 
critical in projects that have, as their project leaders, senior clinicians who may be 
‘absent’ from the project frequently due to other work commitments. 

Within the CSSP, the program was fortunate in its appointment of a program manager 
who was very effective in this role, often in extremely difficult circumstances.  At the 
project level, some project managers were extremely competent in this complex role, 
and others less so.  In the latter case, this at times constrained the project from 
achieving its fullest potential.   
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Through the management experience, effective program/project managers add to 
their own skill set and knowledge base and have the capacity to transfer this to other 
contexts.  They become a valuable resource for capacity building within the ‘system’.  
Within the CCSP projects, the value of this resource was recognised by the 
subsequent employment of skilled managers in further projects within their employing 
organisation. 

Key lessons 

 

 

 

 

 

 

 

 

For the ‘employer’ of a manager for a complex service delivery program/project
involving multiple stakeholders and sites: 

- Employment of a highly skilled and experienced manager is a
worthwhile investment.  Although this may cost more, the skill set and
experience of this manager can be pivotal to the delivery of expected
outcomes. 

- Further employment opportunities for competent managers should
be explored as the program/project draws to an end.  There is a risk
that the skills and experience built during the program/project become lost
to the ‘system’. 

9.4.2 Program management activities 

A range of program management activities appeared to have been important in 
supporting both project clinicians and project activities.  Of particular note were: 

 The scheduling of regular program team meetings at which all projects were 
represented and had an opportunity to learn from each other and discuss issues in 
common; 

 The creation of linkages between project clinicians and experts who could assist 
the projects in particular activities; and 

 Providing the project clinicians with a range of opportunities to share their project 
with wider audiences.   

As a consequence of these activities, there was a transfer of knowledge/strategies 
between projects, and clinicians’ enthusiasm for their project was sustained.  The 
latter is important within long-term projects involving busy clinicians with multiple 
demands for their attention.   
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Key lessons 

 

 

 

 

 

 

 

For managers of complex long-term programs comprised of multiple projects with
clinicians as project leaders, the key lessons are: 

- Schedule regular opportunities for projects to meet together.  This
both sustains interest and creates opportunities for knowledge transfer to
occur. 

- Explore opportunities for clinicians to publicly show-case their
project.  This both sustains clinicians’ interest and acts as an effective
dissemination strategy. 

9.5 Dissemination Strategy 

Without doubt, one of the most important impacts of the CSSP at the wider health 
system level was the Dissemination Strategy.  Through this detailed strategy, the 
RACP sought to give maximum exposure to the Program both amongst its own 
membership and more widely.  This strategy comprised of activities at the Program 
and project levels, with each project being expected to, and actually initiating its own 
strategy.   

From the documented frequency and types of contacts made to both the RACP and 
to each project, it is clear that this strategy was successful both in generating interest 
and enabling the transfer of learning/expertise/products to occur.  As a result, it made 
an important contribution to the changes occurring within the ‘system’ that seek to 
increase the safety and quality of health care.  In addition, interest in the CCSP 
extended well beyond the Australian context through this strategy. 

A particularly important component of this strategy was the multiple presentations at 
national and international conferences focussing not only on ‘quality’ but on a diversity 
of dimensions of care provision.  This was possible because of the ‘system’ change 
orientation within the CSSP – i.e. it was not about a tightly defined and narrow field of 
endeavour, but spanned a wide range of activities, and therefore lessons from the 
implementation experience had applicability in a number of different forums.  This 
contributed to the wider system impact of the Program. 

In addition, the provision to clinicians of opportunities to present at such conferences 
and the encouragement to write papers based on their project work increased their 
engagement in, and enthusiasm for the change process.  Clinicians work within a 
culture that attaches status to conference presentations, research papers, and 
published articles.    
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Key lessons 

 

 

 

 

For funders of complex service delivery programs seeking to bring about ‘system’
changes, the key lesson is: 

- Require the program to develop a detailed dissemination strategy from
the outset.  This serves the dual purpose of interest generation and
knowledge sharing (as lessons are learned through the implementation
process), and can make a major contribution to the change process.   

 

 
For program managers, the key lesson is: 

- Maximise the opportunities for clinicians to present their work in
credible forums such as conferences and journals.  This contributes both
to clinician commitment to, and wider interest in, the program.  

9.6 Project selection process 

Although some aspects of the project selection process have been already discussed 
within the context of program development, there are other issues that were 
introduced during this time that had the potential, or did indeed impact upon the 
projects.  

9.6.1 Mergers 
Two projects, TASC and the ABCC, were not the products of spontaneous coalitions, 
but were developed as merged submissions in response to a suggestion from the 
Tender Selection Committee.  This had different consequences for the projects during 
their implementation phase.   

The ABCC developed as a direct consequence of Selection Committee intervention – 
it was suggested that two EOIs emanating from the same institution, but with different 
foci, should merge during the proposal development phase.  This no doubt 
strengthened the project’s chances during the project selection phase, and following a 
contribution of $500,000 from the Victorian Department of Human Services (brokered 
by the RACP), this project was approved.  However during implementation, the 
project was unable to fully integrate the two very different approaches reflected within 
the original EOIs.   

The TASC project developed from two originally unsuccessful tenders, which, 
following the brokerage of additional funds from NSW Health by the RACP, were 
merged into the one project.  This resulted in a project which spanned 3 States and 2 
clinical groups, thus introducing a range of logistical issues not experienced by other 
projects (e.g. the difficulties of across-site team meetings) and for which no additional 
funds were provided.   

Thus, whilst the mergers, coupled with the additional funds provided by the two 
States, resulted in expansion of the Program (four instead of three projects), which 
was an important outcome, they generated challenges for the merged projects.  
Interestingly, the potential challenge they may have faced from having dual funders 
(the Commonwealth and their respective State government) did not eventuate in 
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either case.  Project contracts were with the RACP, rather than with either funder, and 
all funders were represented on the Program’s Steering Committee.  This suggests 
that there could be some advantage for funders in the strategy of engaging a 
separate key stakeholder organisation to manage programs for which there is a 
shared interest and commitment.  

Key lessons 

 

 

 

 

For project selection committees, the key lesson is: 

- Think through the logic of possible mergers between proposals
carefully prior to suggesting such a course of action.  Whilst this may
seem to be a good idea initially, there can down-stream practical issues
which could impact upon the merged project achieving its full potential.   

 

 

 

 

  

For funders (governments), the key lesson is: 

- Engagement of a third party (organisation) to manage programs of
mutual interest to both levels of government is potentially a
productive strategy.  The responsibility of ensuring that the program
delivers is not invested in either government but in the independent
organisation.   

9.6.2 Multiple clinical groups 

Two of the CSSP projects had more than one disease group as the focus of their 
activities – the BCC and TASC.  Both projects reported during the project phase that, 
from hindsight, it might have been overly ambitious to attempt to introduce CSSP type 
approaches in two disease groups within the same project.  However, both projects 
also delivered important outcomes at project ‘end’.   

It is not possible to assess whether the focus on two clinical groups, rather than one, 
impacted substantially upon project achievement.  However, it is possible to speculate 
that the degree of similarity in the clinical management of the particular disease 
groups may be an important factor for future projects to consider when contemplating 
a focus on more than one condition.  BCC selected ACS and CHF as their two clinical 
groups, while TASC focussed on patients with ACS and stroke.   

Timing and the availability of already existing evidence-based tools may be other 
factors to consider.  BCC followed the same broad processes simultaneously for both 
conditions as part of its methodological approach.  In TASC, however, the project had 
access to existing tools for ACS within its consortium that could be modified for 
project use, but needed to develop the evidence-based strategy for stroke 
management within the ED.  Thus, the project introduced the ACS component of the 
project into the ED first, whilst the developmental work for stroke was being 
undertaken by its Expert Working Group, for introduction later in the project.  This 
staggered introduction was of benefit within the project which reported that the stroke 
implementation process was able to build upon the lessons learned through ACS 
implementation.  
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Key lesson 

 

 
The key lesson for clinicians contemplating a CSS-type project is: 

• Explore the implications for implementation of selecting more than
one clinical grouping fully, prior to project design.  Factors to consider
include the availability of evidence-based tools, the relative similarity
between the clinical management processes for the groupings and the
timing of the interventions for each condition.   

 

9.7 Project funding 

There is no doubt that the level of project funding ($1 million) was a major component 
of the large scale approach to cultural change embodied within the CCSP.  It was an 
important interest generator within the medical ‘system’ in particular which has been 
obviously waiting with interest to see what projects could deliver for this level of 
funding.  

In considering project activity and funding within the CSSP context, it is not 
appropriate to consider the effectiveness of outcomes in relation to funding for each of 
the projects.  Projects were not selected for this purpose.  (Indeed, when this 
possibility was explored with projects - at the Department’s request part way through 
the evaluation - the projects strongly protested that this was not their brief.)  Rather 
they were established to explore the structural and cultural changes associated with 
embedding the best available evidence routinely in practice.  In so doing, they tested 
a range of different processes and so expended their available funds in different 
ways.  For example: 

 TASC expended over 50% of its funds on direct project officer support for each of 
its four multidisciplinary site teams whereas the ABCC spent approximately 40% 
of its funds on the development of an evidence-based decision support tool for 
use by surgeons and oncologists at the point of care; 

 BCC paid for data abstractors while other projects relied on clinicians to collect 
data; 

 Some projects involved non-hospital organisations within their consortium (who 
were paid for services provided) while others did not; 

 Projects back filled the positions of lead clinicians to varying degrees and varied in 
the number of clinicians for whom they did this. 

However what was clear across the projects was that the expenditure of funds on 
project activity was influenced by the number of hospital sites within the consortium 
and the proximity between these sites (and the resultant costs associated within 
communication).  The greater the number of sites and the geographical spread, the 
greater the cost incurred by providing the mechanisms for consortium level 
communication and interaction.  Contrast, for example, TASC with four sites spanning 
three states with the ABCC comprising two sites within quite close proximity (a 4 hour 
round car trip).  For TASC, despite employing teleconferencing where possible 
instead of face to face meetings, the travel costs alone were over $40,000, while 
teleconferencing costs were estimated at $10,000.  In addition, it should be noted that 
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this project actually received $50,000 less than other projects, due to its late start date 
and the necessity to fund the Program beyond a common finish date for the other 
projects. 

This would suggest that for consortium-based projects, ‘one size fits all’ approaches 
to project funding may not necessarily be the most appropriate allocation of funds.  
Rather consideration of minor funding adjustments to accommodate the practical 
logistics associated with consortium size and geographical spread may be warranted. 

Key lessons 

 

 

 

 

 

 

 

 

For funders of complex programs involving multiple projects, the key lessons for
the project tendering/selection process are: 

- Consider funding allocation across projects according to an agreed
criteria and process.  Projects may differ in scope and characteristics and
a variable funding allocation enables differences to be accommodated.  

- The requirement for a business case to accompany a project proposal
may assist in determining the relative distribution of funds across
projects.  This assists in identifying and determining the magnitude of
project activities to inform funding allocation decision-making across
multiple projects.  

- Issues associated with cost-effectiveness need to be built in to the
process from the outset in order to inform decision-making.  It is not
possible to introduce them part-way through a program - they need to be
incorporated explicitly into the program design and project tendering phase.

9.8 Project time-lines 

By far, the most important parameter that impacted upon the projects was the two-
year time frame within which they were expected to deliver their outcomes.  Given the 
complexities of the challenges faced by the projects in operationalising their brief, this 
time frame was unrealistic from the outset.  This was not a relatively simple process 
of focussing on improvement in a few indicators but on systematising evidence-based 
care for a clinical group or indeed groups.  This necessitated a range of preliminary 
tasks to obtain a baseline picture of evidence-based practice in ‘usual care’, prior to 
the process of designing practice improvement strategies.  These tasks included: 

 Engaging relevant stakeholders in the project; 
 Obtaining consensus on the evidence-base and the performance indicators; 
 Determining the most appropriate means of data collection and data entry;  
 Developing the information systems necessary to provide data reports; and 
 Employing the appropriate project staff to support activities. 

In some cases these preliminary tasks were lengthy processes in themselves.  The 
most extreme case, the ABCC’s evidence-based IT tool for colorectal cancer care, 
took 14 months to develop to a fully operational form.  There was however no 
establishment phase for the projects – they were ‘live’ from the outset, and 
preliminary tasks needed to be completed within the two-years, limiting the time 
available for the CPI component of the implementation process.   
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This time constraint on projects was further compounded by: 

 The additional logistical complications introduced by the consortium model 
(multiple sites needing to be included throughout); and 

 The delays between proposal submission and notification of project success 
resulting in a need to reactivate within the ‘live’ time-frame (one project estimated 
that this reactivation - to get the project back to the point of readiness it had been 
in when the proposal was submitted – took six months). 

Key lessons 

The key lessons for designers of complex programs seeking to bring about system 
changes in care settings are as follows: 

- Ensure that the time frame within which programs are required to 
demonstrate their effectiveness is congruent with the complexities of 
the tasks required.  There is a risk that potentially good ideas are not 
realised in the real world, not because of the ideas themselves, but because 
the evaluation time frame is insufficient for outcomes to be demonstrated.   

- Include a designated establishment phase in the program’s time frame.  
Translating the idea (program concept) into a practical form actually 
takes time.  An establishment phase enables the program to put in place the 
basic building blocks necessary to get the project ready to test the idea.  
Without this phase, the time taken to complete these tasks eats into the 
testing time, constraining the potential for expected outcomes to be realised. 

- Minimise delays in administrative processes associated with any 
tendering activity.  There is a risk that lengthy delays will impact negatively 
on the successful tenderer’s capacity to deliver what has been proposed (e.g. 
staff may no longer be available).   

- Where such delays are unavoidable, extensions to program time frames 
may be necessary.  Complex agreements necessary to support program 
proposals may need to be renegotiated if lengthy delays have occurred 
between proposal submission and final selection.  Unless time frames are 
adjusted to accommodate the reactivation process, the time required eats into 
the testing period, thereby limiting the program’s capacity to deliver expected 
outcomes. 

 

9.9 The consortium model 
Integral to the CSSP design was the requirement that projects establish a consortium 
through which to test their proposed approach to the implementation of the CSS 
model for their nominated patient group(s).  A particular form of the consortium model 
has been used for some time within the National Demonstration Hospitals Program so 
there was some familiarity with the basic concept and how it might work in practice 
within projects’ participating hospitals.   
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9.9.1 Benefits and challenges 
Within the context of the CSSP, the consortium model had beneficial effects, but also 
created barriers or challenges to project activities.  

The beneficial effects were: 

 The creation of a mechanism through which substantial funds could legitimately 
be directed towards clinical practice improvement activities, thereby sending a 
strong signal into the health care system about the importance of this area (an 
attractor to change).  In some cases, this had direct benefits for clinical care within 
projects.  For example, the Monash project reported that the success of its bid 
immediately increased the credibility of stroke care, particularly within Monash 
Medical Centre, and attributed administration’s subsequent sponsorship of 
designated stroke beds, in a climate of pressure on ward configurations and bed 
management, to this success.   

 The creation of opportunities for across-site learning and networking between 
clinical teams within the consortium.  This contributed to a breaking down of 
institutional silos and ethnocentrism (our way of doing things is the right/only way) 
and contributed to increased capacity.  

 The generation of ‘products’ with the potential for transfer to other clinical 
contexts, since they were developed through a multi-site approach.  Whilst 
product development was possibly more arduous, time-consuming and, for some 
products, more costly than would have been the case in a single site project, there 
is no doubt that many of the projects’ products can be directly picked up by new 
sites for local implementation.  For some project products, transfer to other 
settings occurred during the project phase, as a consequence of the extensive 
dissemination strategy.   

The challenges and barriers that emerged from the consortium model included: 

 Difficulties in contract establishment, often involving multiple sets of lawyers and 
lengthy negotiations.  No-one seemed to have predicted the lengthy time-frame 
required to establish formal agreements.   

 Differences between sites in terms of requirements and expectations, most 
notably with respect to ethics approval, with different ethics committees having 
different interpretations, standards of accountability and requirements.  In one 
project, involving four hospitals, ethical clearance at one site was problematic, 
requiring two-resubmissions before approval was given, subject to patient 
consent.  No other site required consent and the delays in obtaining approval 
contributed to lop-sided project development between project sites.   

 Differences between sites in terms of capacity, creating challenges at the 
consortium level in managing different rates of development at each site.  Sites 
that could progress rapidly needed prompt resolution of the issues with which they 
were dealing.  This created a risk that sites that were constrained in their progress 
could feel that the quicker sites were taking control of the project.  Establishment 
of project staff in some sites was also slower, impacting upon their rate of 
development.   

 The nature of the consortium itself also posed challenges in some instances.  
Important aspects included the level of previous working relationships between 
consortium partners, the geographical spread and the mix of partners involved.   
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 The logistics of scheduling project-level team meetings that are so important for 
engagement, ownership and decision-making across multiple sites was a major 
challenge.  This is hard enough within a single health care organization, but when 
meetings need to involve key stakeholders from multiple organisations, with 
differing time commitments, the challenges are amplified significantly.   

 Project management activities such as communication with project participants, 
clarifying the roles and responsibilities of various consortium members and 
administrative tasks necessary to support both the ‘project’ in its entirety and its 
various internal processes were exceedingly more complex within this model than 
those necessary in a single site project. 

The compounding effect of the many barriers and challenges was to retard the rate of 
development within projects, thereby putting at risk their potential to achieve expected 
outcomes within a defined time-frame of two years. 

Key lessons 

 

 

 

 

 

For program designers seeking to use the consortium model within their design,
the key lesson is: 

- Ensure that the program time-frames allow for the additional
complications that are associated with the consortium model.  Unless
the time-frame has been adjusted to accommodate these complications, the
additional time needed to implement the project within this model may
impact upon the final outcomes.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For consortium-based projects, the key lessons are: 

- Maximise the communication strategy within the project.  Project
participants across the sites need to be continually informed about the
project in order for engagement to be sustained.  As one project put it, there
is no right way, or easy solution, but the principale message is
“communicate, communicate, communicate’. 

- Ensure that there is an adequate costing within the project budget to
support the various modes through which consortium members will be
communicating with each other.  Travel, video- and teleconferencing all
incur costs to the project.  If these have been inadequately costed, this may
impact negatively on the opportunities for consortium members to
communicate, share and learn. 

- Establish a clear outline of the respective roles and responsibilities of
consortium partners from the outset.  Lack of clarity can generate
frustration and confusion, resulting in delays in project progress.   

- Rotate the major consortium meetings between the different sites
involved.  If all such meetings are held at the same site, and in addition this
site is the one at which the project management is located, there is a risk
that other sites feel peripheral to the project, rather than an integral part of it.
This in turn may jeopardise consortium activity. 
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For key industry bodies such as health authorities and the NH&MRC, the key
lessons are: 

• Further clarification about the application of ethical requirements
within the context of quality practice improvement projects is needed.
There would appear to be variable interpretations in this regard between
different hospitals’ ethics committees, which can impact negatively upon
consortium-based projects.   

• Increased consistency and uniformity between ethics committees in
terms of the nature of information required from projects is needed.
Without such consistency, a consortium-based project, involving multiple
hospitals may need to submit as many separate and different ethics
submissions as it has hospitals.  This is wasteful of both time and effort.

9.9.2 Non- hospital consortium partners 
All CSSP projects included non-hospital organisations within their consortium, 
although the nature of these partners and their roles and responsibilities varied.  
These are described in detail within the particular project chapters and not revisited 
here.  Instead issues and lessons that emerged within some projects through this 
involvement that have implications for future projects are presented.   

The first of these pertains to review of clinical work practices and culture by external 
parties.  Within both the ABCC and TASC, non-hospital consortium partners with 
expertise in these areas undertook in-depth studies of the work culture, and the 
structure and processes of care provision during the early phase of the project.  Both 
projects reported that these reviews were useful.  For the ABCC, the work culture 
study was used by the Governance Group to plan subsequent project interventions 
and the interview process that formed part of this study contributed to medical 
engagement within the project.   

For TASC, the project reported that the site reviews were generally very productive as 
part of the change management strategy.  They cut through the normal organisational 
barriers to change and could recommend ‘obvious’ but difficult solutions to site teams.  
Team participants generally welcomed the opportunity to discuss work practice issues 
with some-one not from the employing hospital.  However, the experience at one site 
also prompted the project to report that such reviews can create problems if their 
feedback is sensitive, unpalatable or threatening to the participants whose work 
practices are being discussed.  Such reviews need to be managed carefully in order 
to maximise the benefits that can be derived. 

Key lessons 

 

 

 

 

 

 

 

For projects seeking to implement system changes in clinical practice, the key
lessons are: 

- A review of work practices, care processes and culture by a reviewer
external to the organisation can provide useful insights.  Often the
participants are unable to see the issues clearly, being too enmeshed within
the process, or feel powerless to do anything.  An effective review articulates
the problem issues for the participants. 

- Sensitive feedback that may emerge from such reviews needs to be
managed carefully.  Depending on the nature of problem, there is a risk that
formally identifying it may create difficulties for particular sub-groups. 
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The second issue pertains to the inclusion of commercial organisations within the 
consortium, and arose through the TASC experience.  As a result of the merger 
between two EOIs, two very different consortia were combined within the new project.  
One was very clinically based, while the other comprised the Health Service and two 
commercial organisations, one with expertise in clinical pathways implementation and 
the other with risk management.  The project reported that many hospital clinicians 
were wary of the commercial organisations, and in particular that project funds might 
be channelled into profits.  This apprehension abated over time, and these 
organisations were subsequently engaged by the their various hospital consortium 
partners for other consultancies outside the scope of TASC, based of the perceived 
value of their project contribution. 

However the project also reported that the project manager was required to spend 
considerable effort early on in the project negotiating with these commercial 
organisations over reduced budget allocations and payment schedules.  This had 
become necessary due to the project’s reduced funding from the Program to 
accommodate the extra Program costs associated with TASC’s later end-date.  The 
following key lesson has been taken directly from this project’s report. 

Key lesson 

 

 

 

 

 

For projects involving commercial organisations within their consortium, the key
lesson is: 

- Have very clear accountabilities and deliverables attached to each
item within a budget.  This will reduce the opportunity for complaint about 
‘inappropriate’ budget allocations. 

The third issue arose from the BCC and pertained to the mix of acute and community 
sectors within the consortium – three acute hospitals and two Divisions of General 
Practice.  Representatives from both sectors were interested in improving clinical 
practice across the sectors, but had difficulties early on in their working relationship. 

From the Divisional perspective, there was considerable difficulty in establishing an 
equal footing within the project despite their status as consortium partners.  They 
wanted to be “co-investigators, not physician handmaidens” and felt that their 
partnership status was not recognised within the project’s decision-making.  The lack 
of understanding amongst hospital doctors about the nature of general practice was 
also an issue. 

From the hospital perspective, there were difficulties in working with two Divisions of 
General Practice simultaneously, since each had its own particular style of working 
with its GP members.  Gradually as the project progressed, relationships between the 
representatives from the two sectors improved, moving towards a more 
collaborative/partnership style. 

In part the difficulties experienced within this consortium related to a lack of 
knowledge and understanding of the other sector’s culture and work practices.  This is 
not surprising, given the fragmented nature of the health care system, and the 
increasing compartmentalisation of medical education beyond the undergraduate 
level.  This lack of knowledge would seem to have been particularly the case with 
respect to knowledge about community practice by acute care clinicians.  This may be 
explained by the fact that medical education has occurred predominantly within 
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hospitals.  Whilst this may be changing with the inclusion of more community-based 
placements within contemporary undergraduate medical education, current senior 
doctors in the acute sector may not have had such exposure. 

In part, the difficulties experienced within this consortium between the two sectors 
may also relate to project governance, an issue addressed in the following section. 

Key lessons 

 

 

 

 

 

 

 

 

 

For stakeholders from different sectors involved in projects spanning the
continuum of care, the key lessons are: 

- Expect that it will take time and effort to achieve mutual
understanding and common goals.  Investment in establishing a mutual
position is worthwhile since it increases the likelihood of project success. 

- Spend time early on in developing an understanding of the nature of
clinical practice within the other sector.  Without this understanding,
assumptions may be made, and expectations created about the
contribution of the other sector that are unrealistic.  

- Ensure that all sectors are adequately represented within the
project’s decision-making structure from the outset.  This will
minimise the risk of any sector perceiving that their involvement is not
valued within the project, and maximise the potential for project success. 

 
For organisations responsible for medical education, the key lesson is: 

- Incorporate mechanisms to ensure exposure to the variety of
settings within which medicine is practised.  The nature of practice
varies in different settings, and understanding these differences can assist
clinicians in the development of collaborative strategies to improve
practice across the care continuum. 

 

 

9.9.3 Governance 

For complex projects based on the consortium model, there is clearly the need for an 
effective governance structure.  The CSSP projects approached this aspect in very 
different ways, as described in each of the preceding project chapters.   

Three of the four projects developed governance structures from the outset, with 
representation from all consortium partners included in the key decision-making 
‘committee’.  The fourth, BCC, did not follow quite the same pattern.  In this project 
the original Clinical Leadership Group tended to act as a forum for discussion, and a 
governance structure only really started to emerge well into the project.  Decision-
making until this time tended to be individual (associated with the lead hospital 
clinicians) and caused frustration for consortium partners not involved in this process, 
notably the Divisions of General Practice.  The Divisions decided to persist with 
project involvement, despite these frustrations, but their decision to do so could have 
easily gone the other way.  When a project executive was finally proposed, Divisional 
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representation was not included until the Divisions protested at this omission.  Had 
the project established a governance structure from the outset, with participative 
decision-making, many of the early difficulties between the consortium partners may 
have been avoided.   

Three of the four projects had representation from both clinicians and hospital 
administrators within their governance structures.  Again the exception was BCC. 

Within TASC in particular, this across ‘system’ involvement appeared to have worked 
particularly well, although there were early tensions associated with establishing the 
common ground (a recurring theme within the CSSP).  Based on the experience of 
collaboration between clinicians and administrators, the project concluded that an 
operational framework in which there is shared leadership, responsibility and 
accountability for both the care provided and the management of resources between 
these two groups is vital for evidence-based practice.   

Within ABCC’s governance structure, strategic project decision-making occurred in 
the Governance Group, which was dominated by hospital administrators and 
academics.  There was only one practising doctor (who also had a senior 
management role).  There was more medical involvement in the Implementation 
Group, which the project described as one of the ‘act’ groups in the project’s ‘plan-do-
study-reflect-act’ cycle.  However, this group reported to the Governance Group and it 
would appear there was little opportunity for practising doctors to contribute directly to 
project decision-making.  This seems to have impacted upon the project’s ability to 
really engage doctors within the change process. 

Monash’s major structure for decision-making was the Project Board, on which all 
consortium partners were represented and the mix of representatives included both 
clinicians and managers.  The functioning of this Board was observed by the project’s 
evaluator, and, from the report, it is clear that this Board had major difficulty in 
establishing common ground.  Aspects of cultural differences in interpretation and 
emphasis impacted upon decision-making, as did a lack of understanding amongst 
members of their ‘governance’ role.  Lack of skills in a number of areas critical to 
effective group functioning were identified.  The project reported the following key 
messages from its experience: 

 Complex projects involving multiple sites need a user-friendly structure with 
defined structural and reporting relationships, and clearly delineated roles and 
responsibilities to support effective change management processes; 

 The governance process, if it is to be effective, needs to expend time on resolving 
leadership issues and achieving common understanding; 

 Members of a governance committee require skill development in governance, 
personal awareness, conflict resolution and change management – neither 
clinicians nor administrators necessarily have these skills. 

Such gaps in knowledge and skills are beyond a project’s sphere of influence – they 
point to a wider system issue.  Effective governance, change management, conflict 
resolution and self-awareness are all critical to effective functioning within a health 
context.  They are all themes for which there are well-established knowledge bases 
and training in the relevant skill sets.  That there are gaps in knowledge and skill sets 
in these areas amongst individuals within the health context suggests that educational 
programs that prepare clinicians and administrators for their respective roles have not 
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incorporated these areas within their curricula.  Moreover, whilst current curricula can 
be adjusted to address these gaps for future clinicians and administrators, current 
personnel need to be supported in the acquisition of knowledge and skills in these 
areas.   

Key lessons 

For consortium-based projects, the key lessons are: 

- Establish governance structures, inclusive of all consortium partners, 
from the outset.  This ensures that all partners can contribute to decision-
making.  Without such structures, there is a risk that important stakeholders 
may lose interest in project activity, jeopardising potential project outcomes.  

- Ensure there is a clear delineation of roles and responsibilities, agreed 
policies and protocols, and transparency of budget management.  
These reduce ambiguity and avoid unnecessary tension between consortium 
partners. 

- Ensure there is adequate representation from both clinical and 
administrative ‘systems’.  Contributions from both groups are necessary 
within a decision-making structure to deliver the changes to the structure and 
processes of care provision that support evidence-based practice.  
Inadequate representation from either group may jeopardise the likelihood of 
the project reaching its full potential. 

- Expect that it will take time and effort to achieve mutual understanding 
at the governance level.  Whilst critical to a coherent project, achieving 
mutual understanding is not an automatic process.  Governance members 
bring their own agendas (determined to a large degree from their ‘own 
system’ experience) to the decision-making process. 

 

 

 

 

 

 

The key lesson for organisations responsible for the educational preparation of
clinicians and administrators is: 

- Ensure that knowledge and skill development in self-awareness,
conflict resolution, change management and governance are included
within the curriculum.  These are essential to effective role performance
within a work setting, and ‘practitioners’ (clinicians and managers) who are
effective in these areas can make a major contribution to strategies to
improve the quality of health care provision. 

 For health authorities and peak clinician organisations, the key lesson is: 

- Current clinicians and managers may need to be supported to acquire 
knowledge and skills in governance, self-awareness, conflict resolution 
and change management.  This is particularly applicable for individuals 
who embark upon collaborative ‘committees’ within their organisations, si
effective interaction/negotiation across ‘silos’ will depend upon the skills base
of the collaborators. 

nce 
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9.10 Program and project evaluation 

Evaluation within the CSSP context occurred at two levels – the Program and the 
individual project, and there are a number of issues arising from the evaluation 
experience that have implications for future programs or which themselves provide 
‘systems’ insights.  These are briefly summarised below. 

9.10.1 Program/project aims 

The challenge for evaluation is always to ensure that the methodological approach 
enables the ‘program’s’ performance with respect to its aims to be captured.  CSSP 
was clearly about action research, focussing on the structural and cultural changes 
necessary within care contexts to achieve the aim of embedding the best available 
evidence for particular disease groups within routine clinical practice with a particular 
‘system’ (as defined by the projects).  It was not about demonstrating that evidence 
contributes to improved patient outcomes, but putting that evidence into practice.  
Thus project activity was exploratory in nature – there was no expectation of project 
‘success’ or ‘failure’.  Instead projects were about lessons – what works, what doesn’t 
work and why – to inform future decision-making with respect to quality practice 
improvement.  

Despite this important distinction, there were repeated incidents throughout the 
Program period that indicated that this distinction was not always clearly understood 
by the wider audience (e.g. ’where are the numbers?’), or, at times, by Program 
designers (e.g. the expectation for a minimum dataset across projects mooted at 
some stage).  This appears to suggest that other forms of research apart from the 
classic reductionist methodology are less widely understood within the health care 
‘system’.  Yet the Program and project experiences indicate that there is much to be 
gained (in terms of important lessons and knowledge generation) through these 
different forms.  For example, why is it that ‘the cardiology-type projects are the only 
ones to deliver improved outcomes data’ (comment overheard at recent CSSP 
conference)?  The analysis of the projects’ implementation experiences in the 
following chapter sheds useful insights with respect to this overheard judgement. 

9.10.2 Evaluation timing 

Engagement of the external evaluator occurred well after the Program had been 
developed, the parameters established and the projects selected.  Thus there was no 
evaluative input into the Program logic and the congruence between stated aims and 
design parameters, despite the fact that there is evidence to suggest that such input 
can provide assistance to program designers, and contribute to maximising the 
program’s potential for success. 

In addition, as is evident from projects’ proposals, projects had not really thought 
through their own project logic, nor did they have a clear evaluation plan to capture 
information across the range of activities encompassed by their broad approach.  
When subsequently asked for an evaluation plan, projects struggled to provide a 
coherent overview of a planned approach to evaluation that would capture both 
quantitative and qualitative information.  Examination of the subsequent activity 
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suggests that all projects could have benefited from assistance by local skilled 
evaluators during the project design phase.  While doctors are obviously familiar with, 
and skilled in the experimental research paradigm, the multi-method approach to 
evaluation of service delivery programs is less familiar. 

Within some consortia, projects were fortunate to have partners to provide assistance, 
particularly with the qualitative component of project activity.  Most notable were the 
Monash project (with a qualitative evaluator from the Monash Institute of Health 
Service Research) and TASC (through HHRI’s systematic pre- and post-project 
reviews at each hospital site).  At ABCC, the academics within the consortium were 
skilled in action research and work culture analysis, but had limited experience with 
the health context.  Thus, while they provided assistance with the project’s 
methodology, and participated within project activities, providing observations to 
project committees, they did not assume an evaluative role within the project.  At 
BCC, the quantitative research methodology was well-developed, but the 
mechanisms for the capture of qualitative data and for an overall evaluation of the 
project (as distinct from a report on results) were not so well-developed. 

Key lessons 

 

 

 

 

 

 

 

For all stakeholders seeking to achieve changes in service delivery, the key
lesson is: 

- Develop understanding of other forms of knowledge generation than
those associated with the classic ‘scientific research’ paradigm.
Important questions associated with human processes, and the influences
of structure and culture on the behaviour of ‘practitioners’ within the
service delivery context can be addressed by methodologies grounded in
different epistemological origins.  Confining one’s perspective on
‘legitimate’ knowledge construction to only one paradigm has the potential
to limit the potential usefulness of the information that can be derived from
projects to inform future developments.    

 

 

 

 

 

 

 

 

 

 

For designers and funders of complex service delivery programs/projects, the
key lessons are: 

- Ensure that expectations of program outcomes are congruent with
the program activities.  Programs that are essentially exploratory in
nature cannot be expected to deliver ‘classic’ outcomes – their outcomes
are the lessons about ‘how to go about it’ or ‘what to avoid’ or ‘what needs
to be considered in moving forward’, rather than measurements of relative
success or failure against agreed criteria.   

- Engage evaluators early on in the process of program design.  This
will help with the development of both the ‘program logic’ and program
parameters that are congruent with desired outcomes.  This will also
assist evaluators in developing the most effective evaluation methodology
to address the key questions being posed by program designers, and
program implementers in knowing the nature of information being sought
about the program activities. 
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10 Key findings and lessons - implementation 
This chapter summarises the experiences of the CSSP from the perspective of the 
projects’ implementation of the CSS model itself.  It needs to be read in conjunction 
with the preceding chapter that discussed important elements of the Program and 
design parameters of projects since these had a direct influence upon the 
implementation process.    

There is no doubt that the processes associated with designing and implementing 
strategies to improve care within the projects generated a plethora of lessons.  Many 
of these were specific to the individual clinicians, teams and hospitals involved.   

For example: 

 A number of individual clinicians reported that they had learned many personal 
lessons through their involvement (evaluation interviews and observations).  
These lessons were valued by and personally relevant to the particular individuals.  
However they could not be synthesised into an overall lesson since they were 
dependent upon the idiosyncratic skills, knowledge and experience of each 
individual. 

 Particular teams worked hard at developing shared meanings and group-based 
solutions to improving clinical care.  In this process, they learned, both as 
individual team members and as a group, many valuable lessons.  However, 
these teams themselves varied in terms of their size, membership, skill mix, and 
the personalities of team members.  The context within which they were based 
has also varied.  These lessons therefore tended to be highly specific to each 
team and the members of that team. 

Despite the personal and/or specific nature of many of the lessons learned, there are 
some key findings and lessons that emerge from the synthesis of the implementation 
experience across projects.  These are addressed below. 

10.1 Achieving the primary aim 

The primary aim of the projects in implementing the CSS model was to embed the 
best available evidence for particular condition-specific patient groups into routine 
clinical practice within a system of care provision.  Implicit within this aim are 
important features that impacted upon implementation and subsequent outcomes.   

In an overall sense, to achieve this aim requires a transformational change process 
that focuses on all aspects of care provision in order to support and engender the 
application of the best available evidence in an ongoing way within the care provision 
context, whatever that context might be.  It is not about ‘quick fixes’ to address 
discrete indicators of performance (such as change in doctor prescribing patterns for 
a particular pharmaceutical), but about long-term sustainable changes to practice.   

As a consequence, projects needed to focus on both the structural and cultural 
dimensions of care.  This entailed developing the information systems, protocols, 
tools and organisational pathways necessary to support evidence-based care and 
influencing clinician attitudes, perceptions, capabilities and behaviour to ensure that 
evidence was being taken up and implemented in a routine, sustainable manner.  The 
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tasks associated with implementation were therefore complex and multi-dimensional 
in nature. 

In addition, the organising focus was evidence-based clinical care for ‘groups’ of 
patients, based on diagnostic categories with varying degrees of specificity.  Thus, 
implementation needed to address care provided for categories of patients rather 
than care provided within particular organisational structures (e.g. a department 
or ward).  This is an important distinction, since organisational structures can be 
fragmented from the perspective of patient categories – for example patients with 
acute stroke may be scattered across a number of different wards within the one 
institution, whilst patients with ACS may be managed by cardiology or general 
medicine.   

The challenge for implementation was therefore to integrate evidence-based systems 
of care for all patients in a defined category within a fragmented organisational 
context.  This required projects to span organisational silos and professional 
territories and necessitated a more complex change process than would be required 
within a discrete department/unit. 

10.1.1 Rising to the challenge 

Projects rose to the challenge of addressing the primary aim in different ways, 
focussing on different patient groups (and so different available evidence-based 
building blocks) and different ‘systems’ of care:  These were: 

 ABCC – implementation of NH&MRC Guidelines for colorectal cancer care, 
spanning multiple episodes of acute care (surgery and oncology) in three different 
hospital sites – metropolitan, regional and private. 

 BCC – implementation of locally adapted national guidelines for ACS and CHF 
within three acute hospitals, and into the community (general practice). 

 Monash – development and implementation of care protocols, based on the best 
available evidence (no existing national guidelines) for management of patients 
with acute stroke (first 7 days) in four hospitals – tertiary, regional, rural and 
private. 

 TASC – ED and inpatient management of patients with ACS (guidelines available) 
and ED management of patients with stroke (based on project developed 
protocols due to no available guidelines) in four different hospital sites, spanning 
three states. 

Analysis of the projects’ experiences in addressing the primary aim indicates two 
important findings. 

10.1.2 Project achievements 

The projects achieved many important changes in their local contexts indicative of an 
increased capacity to provide evidence-based care for their patient group(s) both now 
and into the future.  In addition, they provided evidence of changes in the structural 
and cultural dimensions of care that are so critical to progressing the move towards 
evidence-based practice becoming the routine. 
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Although projects varied in their methodologies to address this aim, and so 
emphasised different features, the wide range of tasks required of all resulted in: 

 The plethora of individual and group lessons; 

 The creation of teams that crossed entrenched structural/professional boundaries, 
focussing on practice improvements for patient groups; 

 Increased communication within and between organisational silos; 

 Improved care processes within silos; 

 Improved care process between silos (e.g. the interfaces between 
surgery/oncology, ED/inpatient units, clinical units/other hospital services, 
acute/community sectors); 

 Evidence-based tools to guide practice where no such tools existed (e.g. 
protocols, pathways, decision supports); 

 Increases in both the knowledge base and skill sets of clinicians; 

 Changes in clinicians’ attitudes towards evidence-based guidelines, pathways, 
clinical practice improvement, consumer involvement; 

 Improvements, in some instances, in staff morale and sense of empowerment; 

 The generation of evidence-based information for patients; 

 Opportunities for consumer input into discussions about care provision directly 
(participation) and indirectly (patient feedback); 

 The development of information systems to provide clinicians with feedback about 
practice; and 

 In some instances, direct evidence of improved clinical indicators and outcomes 
for patients and/or indicative changes in resource utilization. 

The spectrum of these achievements, all of which contribute towards embedding the 
best available evidence within routine practice, within a relatively short time-frame is 
vast.  This suggests that there are major gains to be derived from programs that seek 
to transform the entrenched structure and culture of care provision.  Whilst they may 
not in all cases deliver the easily measurable and immediate gains sometimes evident 
in narrowly targeted projects, the legacies of the transformational complex approach 
to change are more likely to be sustainable in the long term.   

10.1.3 Wider ‘systems’ responsibilities 

While projects achieved many different and important outcomes in terms of changing 
practice in their local contexts, analysis of their experiences in addressing the primary 
aim clearly indicates that the transformational changes required to fully achieve this 
aim extend well beyond the direct spheres of project influence.  The change agenda 
needs to be widened to address many different ‘systems’ within health care that 
contribute, either directly or indirectly, to routine evidence-based practice.   

In a sense, the CSSP’s primary aim is ultimate aim of the quality and safety 
movement.  For this aim to become a reality, it would appear (from across the 
projects) that changes are required on multiple fronts, including: 
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 The individual patient/clinician relationship – as was evident from the ABCC, both 
patients and clinicians are consumers of evidence, and the quality of the clinical 
encounter can impact upon the uptake of evidence. 

 The educational preparation of clinicians (both formal instruction and on-the-job) – 
there are gaps in the knowledge base and skill sets necessary to equip clinicians 
to work effectively within teams and to engage in continuous practice 
improvement, and on-the-job socialisation may not necessarily be congruent with, 
or reinforce evidence-based practice. 

 The organisational structures within which clinicians practice – opportunities for 
interaction between organisational/professional silos are limited or non-existent, 
yet it is often at the points of intersection between these silos that evidence-based 
care can break down. 

 The research process that generates and disseminates evidence –available 
evidence is patchy, depending upon the clinical condition or sub-discipline, and 
skewed towards certain dimensions of practice (eg prescribing). 

 The management of resources – across the projects, it is clear that the hectic 
work pace provides clinicians with little time to refect on practice (further 
exacerbated in some contexts by unfilled establishment positions), and that in 
some instances the infrastructure required for evidence-based practice does not 
exist. 

 The information systems – clinicians do not have ready access to meaningful 
information about clinical practice, despite the heavy emphasis on data and 
documentation within the organisational setting.   

Multiple systems shape the uptake of evidence within practice and consequently 
multiple strategies are simultaneously needed to address these systems.  The 
responsibility for the changes necessary to achieve routine evidence-based practice 
cannot be borne solely by practising clinicians.  Instead it needs to be equally taken 
up by the members of these other systems.  This requires establishing the 
mechanisms to encourage and promote dialogue between systems and collaborative 
ventures to tackle the complex and difficult issues. 

Key lessons 

For funders of programs seeking to improve the quality of health care provision,
the key lesson is: 

• Consider establishing further multi-faceted programs with a 
transformational change agenda.  Such programs have a major impact 
across multiple dimensions of care and generate creative solutions to 
difficult ‘system’ problems. Whilst such programs may not always deliver
the easily measurable and immediate gains sometimes derived from
narrowly targeted strategies to address discrete indicators of system
performance, the wider structural and cultural changes that flow from 
transformational approaches increase ‘system’ capacity and are more likely
to be sustainable. 
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For funders, educational institutions, health authorities and peak industry bodies,
the key lessons is: 

• Ensure that one’s own organisational contribution to health care
supports the overall aim of routine evidence-based clinical practice.
The responsibility for the system changes necessary to ensure that the
structures and culture of care provision support the achievement of this aim
in an ongoing/sustainable manner is shared by all stakeholders that
contribute directly or indirectly to health care provision. 

• Explore further opportunities to create across-system mechanisms for
communication and collaborative ventures. Theses mechanisms
minimise the risks of duplication of effort, of gaps occurring when issues fall
between systems, and of blinkered single system perspectives.  They also
maximise opportunities for creative solutions to complex problems. 

 

10.2 The CSS model 
The means through which the projects were to address the primary aim of the CSSP 
was the CSS model, developed collaboratively by the RACP and the Department.  
This model combined, at a conceptual level, two different constructs, Evidence Based 
Medicine (EBM) and Continuous Practice Improvement (CPI), and outlined a broad 
set of specifications for model implementation (critical elements), namely: 

- Involvement by clinical teams, health managers and consumers in design, 
development, implementation and evaluation; 

- Establishment of organisational and management structures and tools 
necessary to develop and maintain the capacity for clinical practice 
improvement; 

- Consumer participation in health care planning and evaluation; 
- Systematic use of evidence within a clinical setting; 
- Systematic clinical work practices to reduce inappropriate variation; 
- The development of data and analysis systems to support CPI; and 
- Routine measurement and review of clinical practices. 

To address these specifications, projects needed to focus on: 

 The formation and maintenance of effectively functioning clinical teams (e.g. 
engagement, commitment, training, leadership); 

 The generation of organisational structures and processes to support project 
activity (e.g. governance, communication); 

 The analysis of current processes and systems of care (e.g. patient management, 
entry, transition and exit points); 

 The development of credible and achievable mechanisms for the identification and 
quantification of practice variation (e.g. evidence based, minimum additional data 
collection); 

 The creation of a learning environment that enables critical reflection and change 
to occur; 
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 The design of relevant, achievable interventions to improve the processes of care; 
 The development of mechanisms to evaluate the effectiveness of these 

interventions; and 
 The development of strategies to involve consumers throughout the range of 

project activities. 

In the process of model implementation, projects faced different types of challenges, 
depending upon such aspects as: 

 The existing evidence base for practice in the chosen area(s); 
 The availability of existing indicators for performance measurement;  
 The ease of patient identification and management of patient progression through 

the care system; 
 The surrounding organisational context (e.g. available resources, workloads, 

existing teams, relocations to new premises, organisational restructures, 
organisational policy changes, information systems and access to IT expertise); 
and 

 Access to consumer groups, and previous experience with consumer involvement. 

Project participants were able to creatively explore solutions to address these 
challenges, and it is clear from evidence across the projects, that the model was very 
effective in generating both structural and cultural changes necessary to support local 
developments towards the primary aim.   

10.2.1 Model effectiveness 

The effectiveness of the CSS model as a mechanism through which to achieve 
structural and cultural changes that are necessary to embed evidence routinely within 
practice can be attributed to two factors: 

 Instead of being tightly prescriptive, the model provided a broad operational 
framework in which the specifications were sufficiently minimalist to enable its 
adaptation to a wide range of clinical settings and disease groups, and to enable 
model implementers to generate their own creative solutions in ways that had 
meaning for them and that were contextually relevant. 

 The combination of specifications within the model was wide ranging, enabling 
model implementers to develop their own ‘system’ to provide evidence-based care 
to the patient group(s) that cut across the prevailing fragmented organisational 
system.  

Most importantly, the model specifications demystify the basic processes required to 
improve practice for clinicians who may be bemused by the plethora of constructs 
available across the ‘quality movement’.  Instead clinicians can (and did) incorporate 
various tools and methods into this broad framework as they see fit.   

Given the simplicity and scope of the model specifications, and in the light of the 
multiple and diverse changes that flow from its implementation, it would appear that 
further projects based on this model are warranted.  There is however one major 
proviso, briefly discussed below.   
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10.2.2 Model refinement 

The CCSP sought to ‘test’ the CSS model through the projects and their consortium 
clinical sites, and in the process refine the model for further roll-out.  While it is clear 
that the model is effective, there is need to re-examine the conceptual integration of 
EBM/CPI that lies at the core of the model. 

EBM is a construct that pertains to medical practice only, and indeed (as is discussed 
later) may have varying applicability within particular sub-specialities within this 
professional discipline.  However, the model’s specifications include the concept of 
‘clinical teams’ and analysis of the projects’ experiences would suggest that many of 
the important project-level outcomes flowed directly from ownership of the change 
process by local multidisciplinary teams.  Indeed where the change process was 
perceived to be too medically orientated (i.e. not inclusive of all clinicians) there was 
little incentive amongst other clinicians within the work setting to engage with project 
changes.   

On the other hand, there was also some evidence to suggest that the positioning of 
evidence (in the EBM form) at the core of the model was important for the 
engagement of some doctors early on within the change process.   

One way of moving forward in refining the model is to replace EBM with broader term 
Evidence-Based Practice at its core.  This enables doctors to use the model, 
incorporating EBM where it has applicability, but does not exclude other evidence 
constructs, or other disciplines from perceiving its relevance to them, since their 
evidence base will also be accommodated.  In this way, evidence to inform the 
practice of the entire clinical team is reflected at the model’s core, and the model itself 
is conceptually congruent with the ‘system’ change orientation it aims to achieve. 

Key lessons 

 

 

 

 

 

 

 

For funders of programs seeking to improve the quality of clinical practice, the key
lesson is: 

- Further CSS-type programs/projects should be based on a refined
version of the CCS model.  This model has been tested across multiple
varied sites and different disease groups, and has demonstrated its
effectiveness in generating important local changes in the structure and
culture of care provision.  It generates creative solutions, promotes
collaboration, breaks down silos and fosters the broadening of skills and
knowledge of those providing care, and as a result enhances the capacity
of the local ‘system’ to provide more effective quality health care. 
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10.3 Integrating evidence and CPI 

As stated previously, the CSS model was originally structured around the conceptual 
integration of EBM and CPI.  However these two constructs derive from different 
paradigms, and their associated tools and language are dissimilar, so the process of 
integration at the practical level generated debate and at times confusion.  This was 
evident early on in the negotiations between the Department and the RACP in 
developing the CSSP, and continued within the projects as participants grappled with 
what it meant in practice to bring these two constructs together.  It was clear that 
some clinicians were more comfortable with one paradigm than the other, and that 
negotiating for shared meaning required time and effort.  The following examples, 
taken from interview data provided from one project54, illustrate these complexities: 

“We have had so much work to get people out of the mind set of the traditional trial.  
It’s the biggest contaminant.  The purity of the data is not so important. We are 
testing a process.  This idea is held by some of us but it is difficult and there have 
been a number of detractors.” 

“While some clinicians regard the Project should be concerned with only high-
grade evidence, others believe it should also be concerned with ‘reality-based 
medicine’.  Is evidence-based practice the only criteria for good practice? Must 
evidence support every aspect of care?” 

“what is the evidence-base for consumer involvement?” 

“Effectively you are getting people pulling in different directions, vaguely headed in 
the same broad direction but not necessarily all agreeing.” 

In addition, clinicians needed to negotiate for meaning across many key terms 
associated with the model through which the integration of evidence and continuous 
practice improvement was to occur.  There were divergent interpretations of the 
meanings of such terms as clinician, leadership, multidisciplinary team, consumer 
involvement, intervention, best practice, clinical practice, system change, guidelines, 
and pathways.   

                                                 

 
For the ‘designers’ and sponsors of the CSS model, the key lessons are: 

• Refine the model to reflect the conceptual integration of Evidence-
Based Practice with Continuous Practice Improvement.  This will
ensure that the model has applicability to all disciplines providing care to
patients, all medical sub-disciplines and all facets of medical practice.  EBM
becomes a major source of evidence, rather than the sole source.   

• Ensure that in any roll-out of CSS projects, specifications do not
become too prescriptive. The process of local adaptation of the broad
framework has been its most critical feature.  Local contexts vary
enormously across a variety of variables and local adaptation makes the
model effective in generating change.
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These divergent interpretations in part are due to different ways in which these terms 
are used within the growing body of literature about quality and safety in clinical care.  
In part they also arise through the local experience of implementing change for a 
particular clinical grouping within the unique contextual setting.  Individuals also bring 
their own particular interpretation, based on their qualifications and experiences. 

The negotiations to achieve common understanding took time, and it would appear 
from across the projects that clinicians have limited opportunity in their daily practice 
to engage in reflection and debate with each other about meanings and relevance to 
practice.  The projects required this debate to occur in some fashion, thereby 
contributing to the individual learning of clinicians through the sharing of ideas.   

 

Key lessons 

 

 

 

 

 

 

 

 

 

For designers/implementers of programs seeking to integrate evidence with
continuous practice improvement, the key lessons are: 

- It cannot be assumed that there is common understanding of what this
means in practice.  Whilst there may be broad agreement with the basic 
concept, when it comes to actual implementation it is likely that wide
variations in interpretations will become apparent amongst the program
participants.   

- The investment of the time needed to develop common understanding 
and shared meaning is worthwhile.  Whilst this may appear to slow the rate 
of progression in the short-term, there are gains to be made in subsequent 
activity when the ‘group’ is cohesive and working towards common goals. 

- Create ‘spaces’ for clinicians to reflect on practice and debate with
each other.  These spaces are lacking or very limited within the current
practice context. 

Further insights into the integration of evidence with continuous practice improvement 
can be derived from the Monash project.  The project’s methodology is reflective of 
the wider system approach to evidence and its translation into practice.  The project 
provided the evidence (in the form of a resource manual with protocols) to the clinical 
team in each site and also the means to monitor their performance (a data collection 
form).  It then presumed that each clinical team would ‘get on with it’, i.e. work out 
how to apply the evidence, collect the data, and (when the project fed it back to them) 
design any necessary changes.   

However, the project reported that the implementation experience indicated a deficit 
within the skill base necessary to support this approach within all clinical teams.  
These deficits included: 

 A lack of knowledge about how to recognise and understand the nature of the 
evidence as it relates to actual practice; and 

 A lack of the basic skills required for a process that expects clinicians to identify 
and demonstrate that evidence has been translated into practice (e.g. asking 
appropriate questions, determining the right measures). 
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The project recommended, based on this experience, that training is needed to 
establish the requisite knowledge and skill base that underpin the processes required 
to achieve sustainable implementation of best practice by clinical teams.  It is not 
enough to give clinicians the evidence and expect them to do something with it.  
Clinicians need to know how to ask questions about their practice in the light of 
evidence, and how to select the appropriate measures for the various strategies they 
develop to improve that practice. 

Key lessons 

 

 

 

 

 

For designers and funders of programs/projects seeking to improve the evidence
base of clinical practice, and for organisations responsible for the ongoing
professional development of clinicians, the key lesson is: 

- Current practising clinicians need training in the application of
evidence to their practice and in the basic skills and methods
associated with examining their practice in the light of evidence.
Without this training, clinicians will struggle to engage with evidence in a 
meaningful way. 

 

 

 

 

 

 

For educational organisations responsible for preparing future clinicians, the key
lesson is: 

- Ensure that the curriculum provides opportunities for future
clinicians to develop the knowledge and skills required to enable 
them to apply evidence to actual practice and to interrogate practice
meaningfully in the light of evidence.  As the expectation of evidence-
based practice increases, future clinicians need to be prepared with the
requisite knowledge and skills to meet this expectation. 

10.4 The nature of evidence 

Integral to the CSS approach to improve the quality of health care is the embedding of 
evidence routinely within clinical practice.  However across the projects it was clear 
that there are a number of issues associated with what would seem to be a relatively 
simple process.  Many of these pertain to the nature of evidence. 

10.4.1 Varying availability of evidence 

The projects focussed on different clinical groups, and, as a result, they had differing 
access to ‘evidence’.  For projects focussing on the management of ACS, CHF and 
colorectal cancer there were available national guidelines for projects to build upon as 
the basis for their activities.  This facilitated project processes.   

However, for the two projects (TASC and Monash) that focussed on stroke, there was 
less available agreed evidence and so the projects were firstly required to investigate 
existing evidence and reach consensus within the project about the evidence base to 
inform practice.  Both projects reported that the potential to access evidence to inform 
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practice with respect to stroke care was an important engagement strategy within the 
project.  This indicates that clinicians were hungry for this information. 

The TASC project experience provides additional insights with respect to this issue.  
This project focussed on management of ACS and stroke in the ED, and the flow on 
into inpatient wards/units.  While evidence-based processes for care improvement for 
both conditions was welcomed in the ED, the project reported variable receptivity for 
the inpatient management of each condition.  Stroke processes were well received, 
since they contributed to a systematisation of what had been previously a relatively ad 
hoc approach to stroke management.  By contrast the project reported little impact 
amongst the cardiologists, general physicians and coronary care nurses involved.  
This caused the project to speculate that this may be attributable to the failure of the 
project to add substantially to an already existing evidence base for their practice. 

These differing experiences across the projects indicate that clinicians do not have 
equal access to the same level of evidence-based support for all conditions.  It points 
to the need to address gaps in the availability of systematically collated evidence for 
particular conditions.  It also highlights that judgements about projects’ performance 
must always be placed in the context of the clinical condition upon which they are 
focussing, and the available evidence-based building blocks.  This may well be part of 
the reason why ‘it looks like the cardiology-type projects were the only ones able to 
demonstrate improved health outcomes’ (audience comment overheard at CSSP 
conference).  Projects focussing on different clinical conditions need to be evaluated 
by different criteria.  At Monash, for example, the increasing level of reporting against 
agreed evidence-based protocols by all clinical teams was a major outcome in its own 
right. 

Key lessons 

 
For the NH&MRC and other research organisations, the key lesson is: 

• Clinicians need support to bring together disparate sources of
evidence for conditions for which there are no NH&MRC or equivalent
guidelines available.  Currently, available evidence bases are patchy
across different clinical conditions.  Clinicians need to be supported with 
ready access to the evidence-base to inform their care for patients from all 
clinical groups. 

For funders and evaluators of quality improvement programs, incorporating projects
focussing on different clinical conditions, the key lesson is: 

• The expected outcomes from projects need to be congruent with the
nature of the particular challenges they face.  There is not equal access 
to the same type of evidence base for all clinical conditions, which impacts
upon the outcomes that can be expected.  One size does not fit all, and 
projects focussing on different clinical conditions need to be evaluated
according to the particular challenges they face. 
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10.4.2 EBM and medical practice 

The relevance of the EBM construct appears to be variable across different medical 
sub-disciplines.  The ABCC project provided useful insights with respect to this issue.  
This project brought together senior doctors from both surgery and oncology to focus 
on the management of colorectal cancer across acute episodes of care, and used the 
NH&MRC Guidelines (1999) as its evidence base. 

The project reported that, from the perspective of the senior doctors involved, the 
following were major issues associated with evidence, and in particular EBM and 
guidelines:   

 Concerns about the evidence itself, including: 

- The way in which it is generated (RCTs) and so how it applies or fails to 
apply to their patients; 

- The way in which evidence is categorised and ranked in importance (Level 1, 
etc); and  

- The lack of evidence (even Level -) in some areas. 
 The meaning of evidence and its relevance for practice varied between 

specialities.  “Medical oncology is EBM” since the drugs used have been 
subjected to the most stringent trials - acceptable variation only occurs due to 
patient choice (not to have treatment) or when patients are enrolled in new trials 
(the process of generating new evidence).  For surgery however, there is less 
reliance on EBM since much of what surgeons do is skilled-based technique.  
Indeed within the NH&MRC Guidelines for colorectal cancer, there is no level of 
evidence assigned to the types of operative techniques advised as recommended 
practice. 

 Concerns about how evidence will be used by others (funders and administrators) 
to ‘control’ medical practice.  

 Concerns about the evidence not meeting patients’ needs – levels of evidence 
focus solely on the disease, and consideration of the patient as a person is as 
important a part of the treatment process as the disease itself. 

 Particular types of evidence can become quickly outdated, but slow to be updated 
in guidelines 

 The belief that senior clinicians should not need to refer to guidelines to determine 
how to treat patients.  Access to evidence was not an issue for these senior 
doctors – this was an important project finding, in view of a major project aim to 
provide evidence to clinicians where and when they wanted and needed it.  What 
these doctors were interested in was a data gathering tool to review practice, 
rather than a decision support tool.  

The project argued that an expectation of rigid adherence to clinical practice 
guidelines leaves little room for clinical experience or patient choice to play a part in 
decision-making.  For doctors there is a tension associated with the meaning and 
construction of evidence that can be characterised as a tension between the ‘scientist’ 
and the ‘practitioner’.   

Within the project this tension was particularly noticeable in the difficulties the doctors 
had in including psychosocial aspects within the evidence-based treatment algorithm.  
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Knowledge about psychosocial issues has mostly not been generated according to 
methods that fit within the EBM construct, so the ‘scientist’ part of the specialists 
involved could not see how this could be done.  Yet the ‘practitioner’ part knew that 
these aspects were important because they confronted them every day.  Interestingly, 
the project went on to research the evidence-base for the psychosocial dimensions of 
care for patients with colorectal cancer, and discovered a wealth of research, 
although generated from different research paradigms than those acknowledged 
within the EBM construct. 

A major finding from this project therefore was that EBM by itself is somewhat 
problematic since it does not explicitly recognise the important role of experience, nor 
does it allow for evidence derived from other research paradigms.  In addition as a 
construct, it has varying applicability within medical sub-disciplines. 

Based on this project’s experience, it is clear that EBM on its own is not the most 
suitable construct for inclusion at the heart of the CSS model.  While it has 
applicability for some aspects of medical practice, and more relevance for some sub-
disciplines than others, the evidence base for medical practice needs to be expanded 
to cover a wider spectrum of activity encompassed within the medical role.   

Key lesson 

 

 

-  

For medical education organisations, the key lesson is: 

- Expand the opportunities for students to learn about evidence from a
wide range of research disciplines that can inform the spectrum of
activities encompassed within the medical role.  The RCT
methodology is not suitable for many aspects of medical practice,
particularly the psychosocial dimensions. 

 

10.4.3 The filter between evidence and medical practice 

A major aspect of the ABBC project was exploration of the filter between external 
research evidence and medical practice.  The initial assumption was that the filter had 
something to do with the work culture, so once it was identified it could be used to 
shape change.  However the project discovered that work culture is not a variable that 
can be manipulated but a tacit understanding of the formal and informal attitudes, 
values, beliefs and relationships within a system.  By making this understanding 
explicit to the ‘workers’ within that system, it enables them to reflect upon other ways 
of practising.   

The project concluded from its research that change associated with getting evidence 
into practice needs to be reconceptualised by shifting the focus from individual 
clinicians to the systems surrounding the clinical encounter.   

 Evidence enters practice through the clinical encounter between the doctor and 
the patient.  Both participants in this encounter are therefore consumers of 
evidence, and together they make decisions about treatment within boundaries set 
by other stakeholders (e.g. resources available - hospitals, governments).   

 Evidence is filtered through the clinical culture of research leaders, researchers, 
senior clinicians and other health professionals. 
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 Evidence reaches the clinical encounter via a variety of mediums to which the 
participants have been exposed including journals, books, the internet, guidelines, 
education from experts, peers, mentors and (often in a distorted form to patients) 
through friends, anecdote and the broader community. 

 At the clinical encounter evidence meets the experience of both participants – this 
experience relates to the person who has the disease, and the knowledge is 
particular, local and not available from RCTs.  This knowledge contributes to the 
filtering of ‘gold standard’ evidence into practice. 

 Clinical decision-making is based on evidence and experience, both supported by 
the best available information. 

 It is also influenced by the resources available to the clinical encounter, including 
treatment resources (eg local services) and patient resources (eg willingness or 
ability to travel for treatment). 

This supports the earlier assertion within this chapter that multiple systems need to 
support the uptake of evidence into practice.  Research systems, education systems 
and organisational systems all contribute to the process of embedding evidence into 
practice.  Moreover decision-making is influenced not only by available evidence 
about disease, but by the personal factors of both the clinician and the patient and 
their relationship to each other.  Further work on the evidence to inform this 
interactive process is needed.  As the project acknowledged, some aspects of 
practice may be difficult to articulate, let alone quantify, yet they are passed on in tacit 
and subtle ways within the system.  Conscious exploration of these aspects of 
practice will enable the useful components to be identified and fostered.  This is 
important to pursue, for the risk is that “the valuable aspects (which pertain mostly to 
an understanding of the person and how the person interacts with their treatment) will 
be thrown out in the rush toward ‘ quantifiable evidence about the disease”.55 

In addition it is clear that projects seeking to improve the uptake of available evidence 
need to not only focus on the practice of clinicians, but also upon activities to support 
patients’ access to, and uptake of evidence.  Compliance with evidence may be 
influenced by such factors such as ease of access, mode of presentation, the quality 
of the relationship with the clinicians, and a variety of individual psychosocial 
variables.  Further work in this area will improve the uptake of evidence by patients 
and contribute to the outcomes.  

Key lessons 

 

 

 

 

 

For research organisations, the key lesson is: 

- Further research of the ‘human’ dimensions that influence clinical
decision-making is needed.  These dimensions are less clearly
articulated and understood within health care, yet they can exert an
important influence on the quality of care.  Identifying best practice in
these areas can support clinicians in their endeavour to improve their own
practice. 

   CSSP – EVALUATION FINAL REPORT 210

                                                 
55 Austin Bowel Cancer Consortium Clinicians, consumers, their experience and the evidence: 
Building capacity in system change p.139 



For projects seeking to improve the uptake of evidence in clinical practice, the
key lesson is: 

• Focus on consumers as well as clinicians.  Individuals from both
groups consume evidence and for effective decision-making by both to
occur, both need access to available evidence.   

 

10.4.4 Evidence and multidisciplinary teams 
The Monash project provided useful insights with respect to evidence within the 
context of a multidisciplinary team.  The concept of a ‘stroke team’ was crucial to the 
project’s evidence base for applying best practice within acute stroke management.  
However, although it was easy to identify what such a team should be comprised of, 
working through the process for determining the evidence-base to inform this team’s 
practice generated problems.  ‘Evidence’ was varyingly interpreted within the project.  
At the heart of the debates was the issue of the legitimacy of forms of evidence other 
than those defined within the medical hierarchy of evidence (EBM).  This had 
particular significance for non-medical disciplines within the stroke team whose 
‘practice evidence’ had not been derived through RCTs and so did not translate into 
medically imposed categorisations.  It also impacted upon interpretations of consumer 
involvement and aspects of care which made sense logically (eg communication) or 
ethically but which had not been subjected to the scientific rigor used to generate the 
medical hierarchy.   

The project reported a number of important findings with respect to evidence and 
multidisciplinary team practice: 
 The project struggled to find examples of measurement for team performance, 

despite the fact that the evidence supported the development of such teams.  The 
only exemplars available were pharmaceutical in nature (and hence skewed to 
one component of the team) or the ACHS quality improvement indicators.  The 
progression of the project would have been facilitated by access to exemplars for 
evidence-based team practice. 

 When the thrust of the team effort was perceived to be too ‘medically’ orientated, 
as became the case (partly due to need to reduce the data collection form), other 
clinical groups were more reluctant to participate.  There was no longer an 
incentive for them to do so. 

 While it is inappropriate for medicine to judge evidence within other disciplines 
from the EBM perspective, other disciplines (nursing and allied health) also need 
to further explore the evidence base that informs their practice. 

Key lessons 

 

 

 

 

 

 

For organisations seeking to improve the uptake of evidence into practice, the
key lesson is: 

- Guidelines to support multidisciplinary teams in applying evidence
are needed.  If the quality of clinical practice hinges upon the effective
functioning of the team, then these teams need assistance in being able to
assess their level of effectiveness. 
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For educational organisations responsible for the preparation of nurses and allied
health clinicians, the key lesson is; 

- Further work is needed to assist these clinicians in being familiar
with the evidence base for their practice.  It can be difficult for these
clinicians within a multidisciplinary team to debate their position if they are
not confident in the evidence base for their practice. 

10.5 Clinician leadership  
One of the key promotional messages at the outset of the CSSP was the notion of 
clinician leadership, although what this actually meant was not precisely defined.  As 
a consequence, this was varyingly interpreted within the projects, in some cases 
generating considerable debate. 
 
At the heart of this debate were definitional issues (who is a clinician), varying 
interpretations of what leadership actually entailed and who was the appropriate 
leader.  For example: 
 
 “This is supposed to be a clinician-led Project but the clinicians should not just 

include doctors but should include nurses and allied health. Doctors are not the 
best communicators. They are not the ones who take on the workload. It’s the 
nurses and allied health. If this is the reality we need to reflect it in the 
management structure.” 

 “Is this a clinician-led Project? What does that mean in practice? Are doctors truly 
taking the lead? You occasionally get an individual who has leadership, but as a 
group doctors do not embrace big decision-making and management of a Project 
on top of the current work load that they have.”  

 To me clinical leadership means the College wants people from the College to 
lead which means I define myself in that role.  I am a leader.  The team members 
all realise that I am the team leader and see it as important to have one team 
leader.” 

 The issue here is clinical leadership.  Different people have different skills.   Some 
people are able to bring others out; some people are bean counters; some people 
are highly academic.  Now clinical leadership is about bringing out all the 
capacities of the group.  It is not about driving your own agenda.”56 

10.5.1 Who is a clinician? 
Some people interpreted the term ‘clinician’ to signify ‘physician’ because the CSSP 
was auspiced by the RACP, although there was no evidence in the early 
documentation to suggest that this was ever the intention.  Rather the concept of 
“clinician leadership” seems to have been meant to indicate clinician rather than 
bureaucratically initiated change, i.e. those directly engaged in providing care driving 
the change agenda to improve that care instead of hospital administrators.  In some 
cases, “clinician” was interpreted as some-one with medical qualifications, i.e. some-
one without medical qualifications was not a clinician.  (They were, as is evident in 
some medical literature, ‘para-clinicians’)  The ABCC, for example, adopted this 
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Consortium CSSP Project June 2002 (Appendix)  
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approach, including physicians and surgeons as its ‘study population’.  Within the 
other projects, the term ‘clinician’ was interpreted more broadly at the project level to 
include doctors, nurses and allied health professionals, although it is clear that 
individuals within these projects continued to use the term either generically or 
specifically, depending upon personal factors.   
 
In part definition of “clinician” seemed to be directly linked to the project’s clinical 
focus and associated interventions.  In Monash for example, a stroke unit was a 
critical component of best practice in acute stroke management, and such units are 
multidisciplinary in nature.  It was therefore more natural for “clinician” to be defined 
more broadly within this context.   
 
Within a systems approach to improving patient care, it would seem that the broader 
interpretation is the more effective in contributing to the changes needed.  Indeed 
there was some anecdotal evidence to suggest that the exclusion of some 
professional groups from participating in various aspects of project activity due to the 
narrower definition may have had detrimental effects within the local culture. 
 
Key lesson 

 

 

 

 

 

 

 

 

 

For projects embarking on further CSS projects, the key lessons are: 
 

- Adopt the more inclusive interpretation of ‘clinician’.  This enables all 
stakeholders providing care to participate in the project.  A narrower
definition (i.e. medicine only) may potentially constrain projects from
achieving their full potential, and risks alienating important players. 

- Interpret the notion of clinician leadership as a means of differentiating
strategies whereby clinicians determine the change agenda from those
that are imposed on clinicians by hospital administrators.  This can be 
an important component of buy-in by clinicians who may be wary of changes 
in which they have no opportunity to participate.

10.5.2 What is leadership? 
The concept of ‘leadership’ was interpreted differently throughout the projects, and 
amongst project participants.  The range of interpretations can loosely be categorised 
as either: 
 
 Structural leadership – by virtue of one’s role within the organisational structure, 

being the designated leader (e.g. department head) or a member of the leadership 
team, and therefore responsible for decision-making to make changes happen; or 

 Opinion leadership – by virtue of who one is, being able to influence opinions of 
others, galvanise their involvement and generate change. 

These are not necessarily mutually exclusive, since an individual can both have 
structural power to make decisions and also be influential in shaping the opinions of 
others.  These forms were evident throughout the various levels of the projects, e.g. 
the presence of an opinion leader at a project site might have been vital to overall 
project success, but this leader might not necessarily have had a structural leadership 
role within the project, or the organisation.   
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It was also evident in the projects that different individuals perceived themselves or 
were perceived by others to be “leaders” for different reasons – because they were 
“the boss”, or they were skilled negotiators, or they were charismatic, or they got on 
and did things (leadership through action).  Interpretations of “leadership” were further 
complicated within the projects by the styles of leadership displayed by people.  For 
example, was leadership demonstrated through telling people what to do, or was it 
evident in facilitation of group activities and processes?  
 
Within a change management process, the concept of “leadership” appears to be 
exceedingly complex.  Important findings from the projects’ experiences were: 

 The presence of a ‘clinical champion” (and hence a leader) is widely 
acknowledged within medical culture as being important to effecting cultural 
change.  This clinical champion seems to be particularly important in the 
generation of interest within the culture, in project initiation and in acting as the 
“front” for the initiative they are championing.  However such champions are 
exceedingly busy across a multitude of activities – indeed it is this high profile that 
makes them valuable in this champion role.  This busy-ness impacts upon their 
ability to provide leadership on a day to day basis – they are often away and, even 
when present, can have such busy schedules that access is difficult.  This 
indicates the need for a different type of leadership to accompany the clinical 
champion form.  

 Leadership is critical to the change process.  However instead of a single 
autocratic leader, leadership is a joint responsibility with different team members 
interchangeably taking on different components of the leadership role at different 
times.  Importantly, clinicians need to increase their knowledge about leadership 
and the associated skills of being an effective leader – for example how to move 
from a more ‘directing’ style to a more facilitating style as teams increase in their 
confidence and skills. 

 Physicians need training in the skills of leadership, and for the role of mentor 
(which is the provision of a particular form of leadership).  Potential leaders need 
to be assisted in the development of the leadership role through opportunities to 
be mentored by those who are more experienced and skilled. 

 From several projects it was clear that physicians need training in the 
development of skills to support effective partnership development.  The 
independent nature of medical practice may not encourage the development of 
skills in collaboration.  In TASC for example, the consumer representatives were 
amazed that physicians tended to work in parallel with each other or competitively, 
rather than in a collaborative manner.  From BCC, we learned that other project 
participants perceived that physicians needed skills in consensus building, 
facilitation skills and the range of other skills that promote collaboration and 
partnership formation.  

 While projects require ‘initiators’ (as leaders) in order to get the project off the 
ground, there comes a time when there needs to be a transfer to a more 
representative style of decision-making within projects.  Too much reliance on an 
individual creates risks that others will not engage fully, or that a project could 
collapse if the individual departs. 

 Medical leadership is constructed differently within the acute and community 
sectors.  Medicine within the acute sector is hierarchically structured – as a result 
there are recognised structural leaders (departmental heads, etc) in addition to 
opinion leaders.  Within general practice, no such hierarchy exists so there are no 
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structural leaders – leaders are those who are well-respected by their peers for 
their expertise.  The Divisions of General Practice provide a mechanism for other 
organizations/clinicians to make contact with GP leaders, since Divisional staff 
have a good knowledge of their membership.   

 Across the projects we have also learned that within the acute sector, senior 
doctors play an important role with respect to their junior colleagues.  This is both 
overt and covert, through the role modelling process – i.e. junior staff are likely to 
develop many of the behaviours, values and approaches that they see practised 
by their senior colleagues.  This signals an important educative leadership role 
played by senior doctors, that they may often even be exercising unconsciously.  
These doctors need training in how to maximise the effectiveness of this role. 

 
Key lessons 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

For clinicians involved in change programs/projects, the key lessons are: 
 

- A structural leadership position does not necessarily mean that others
will perceive this person as a leader (i.e. some-one they would follow
voluntarily).  Effective leadership requires a particular skill set that can be
informed by a rich evidence base within the social sciences.  

- Whilst clinical champions are required within change processes, other
forms of leadership are also required, and need to be valued.
‘Leadership’ encompasses a wide range of activities and styles, and
effective projects require different types of leadership by different
individuals at particular points in the project’s progress.  

skilled. 

- Change processes that predominantly rely on significant leaders to
direct activities (i.e. impose change) may not necessarily translate into
genuine, sustained change (i.e. remove the leader and activities
revert).  Effective leaders need to develop the skills of devolving
responsibilities to teams as these teams become more cohesive and
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For the RACP, the key lessons are: 

- Physicians need training in the skill set and knowledge base that
underpin effective leadership.  This would appear not to have been part
of their previous training since there is clearly a gap.   

- Physicians need training in facilitation and consensus building skills
in order to work collaboratively within a team/partnership context.
Without these skills, they run the risk of alienating team/partnership
members, and it would appear that a skill gap exists. 

- Potential clinical leaders need to be identified and assisted in their
development (eg through a mentoring program). This would require
senior leaders to be trained in how to mentor, as well as developing the
mechanisms through which junior doctors can be paired with appropriate
mentors.  This is a very different process to supervision, and exists for an
entirely different purpose. 

- Physicians need to be supported in understanding the crucial
leadership role they exert through their own practice.  Within the
hierarchical structure, junior tend to emulate what they see practised by
their senior colleagues.  Conscious development of the ‘role model’
approach to leadership can be a powerful means through which to influence
the practice of others.

10.6 Multidisciplinary teams 

All the CSS projects involved multidisciplinary teams, although the form and nature of 
these teams varied within project sites and across projects.  There were four broad 
typologies contributing to the construction of these teams: 

 Across medical specialities (sometimes also described as sub-disciplines, or 
modalities): for example, the ABCC involved colorectal surgeons, general 
surgeons, medical oncologists and radiation oncologists, while the BCC involved 
cardiologists, general physicians and general practitioners, and TASC involved 
emergency physicians, cardiologists, general physicians and neurologists; 

 Across organisational structures within hospitals, however they were locally 
defined (e.g. departments, units, Divisions): for example, TASC involved both the 
ED and the inpatient wards/ units associated with the management of ACS and 
stroke; 

 Across broad clinical disciplines, for example medicine, nursing, pharmacy and 
allied health; and 

 Across sectors: BCC involved both the acute and primary care sector.  

In addition, some projects incorporated both clinicians and administrators in some of 
their teams.  Generally these were the teams within the governance structures of the 
projects, responsible for project decision-making.   

However there were important differences between projects in terms of the teams’ 
structure and functioning that arose directly from the projects’ change management 
strategy.   
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10.6.1 Teams and change management 

Both TASC and Monash had a deliberate strategy of local implementation, and this 
involved locally based teams determining the direction of change.  Such teams were 
deliberately created for project purposes – they did not exist prior to the project.  As a 
consequence there needed to be a considerable emphasis on team-building within 
these projects.  (Issues that arose for these teams are discussed in the following 
section).  This necessity to create teams and the structures to support them highlights 
an important observation from across the projects.  Multidisciplinary teams, focussing 
on the care of whole categories of patients for the care episode do not exist within the 
fragmented structures of hospitals.  Care is segmented into silos, with each silo 
focussing solely on its contribution to care and in some cases its sub-set of the clinical 
group.   

The BCC project was quite different.  There was no ‘team’ brought deliberately 
together to focus on the whole of care for either patient group, either within the 
hospitals or between the sectors.  Instead, the team was ‘loosely’ defined as those 
clinicians contributing to patient care (the clinicians were one side of the project’s  
‘study population’, the patients being the other side) and the project’s methodology for 
change involved working with the various contributing clinical groups separately - in 
other words working within the existing fragmented structure.  The rationale appears 
to have been that individual segments of the care provision process were more likely 
to be comfortable with examining their own contribution to care in isolation from other 
groups, and there were gains to be made by enabling them to do so within their own 
comfort zone.  Thus the project used the separate meetings of the various groups as 
the means for influence, both in terms of engagement and for data feedback 
purposes. 

The ABCC was particularly interested in forging links between oncology and surgery.  
There were major cultural divisions between these two groups within the medical 
context, and the project was interested in building relationship, information sharing 
and a more collegial approach to patient care between these two groups.  The ‘team’ 
through which the project saw this happening was the Implementation Group, which 
brought together senior doctors from both sub-disciplines, focussing on a common 
task – the development of the evidence-based decision support tool.  The premise 
was that, through these senior doctors working on a joint activity, there could be major 
changes within the work culture towards a more collaborative and integrated 
approach to patient care. 

As a consequence of the different approaches to teams embodied within their change 
management strategies, the projects’ emphases and subsequent outcomes were 
quite different.  For ABCC, the improved linkages between surgery and oncology that 
developed were, for the clinicians and the organisations involved, important outcomes 
in their own right, as was the potential for building further collaborative ventures.  
These would ultimately contribute to improvements in the management of patients 
across sub-disciplines and are an important precursor to any development of a 
multidisciplinary clinic, which, the literature suggests, is an effective structure for the 
provision of care for patients with cancer.  Short-term gains from the linkages forged 
at the project level included the development of the pathology proforma which, whilst 
a small activity in itself, was a major improvement to the quality of care by minimising 
the likelihood of either over-treatment or under-treatment following surgery.  This was 
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unlikely to have eventuated had these two sub-disciplines not worked together on the 
implementation of guidelines.  

For BCC, the change management style resulted in important changes in most clinical 
indicators for both ACS and CHF.  However the TASC project was also beginning to 
deliver similar types of changes for patients with ACS, so it is not clear as to whether 
the outcomes from BCC can be attributed to the effectiveness of its change 
management approach, or to other factors such as the nature of the clinical focus.  It 
will remain to be seen whether these outcomes can be sustained across the 
fragmented organisational structures beyond the project phase, when there is no 
longer an overarching structure focussing the separate departments’ attention on the 
care of patients with these specific conditions.   

For TASC and Monash, the change management approach resulted in effectively 
functioning teams in most instances that were likely to continue beyond the project 
phase.  This is an important outcome, since there are now structures in place through 
which teams will be continuing to focus on the multidisciplinary care of particular 
categories of patients. 

It is clear that approaches to the construction and subsequent involvement of 
‘multidisciplinary teams’ can vary according to the project’s change management 
methodology.  This may have different effects and lead to different outcomes.  
However, the more sustainable outcomes within a fragmented organisational 
structure are likely to result from those strategies that create new multidisciplinary 
teams that assume responsibility for patient care across the fragments, and that 
become part of the organisational structure/culture themselves. 

However there are resource implications associated with such an approach.  The 
local multidisciplinary teams in both TASC and Monash were resourced with 
coordinators for the team effort, and both projects reported that this role is critical to 
sustaining the team.  No clinician within the acute sector has the capacity to add to 
their existing workload the range of tasks required to coordinate the team effort.   

The importance of this role to sustainability of the team was evident in the team’s 
efforts to seek ongoing resources for this position beyond the project phase.  Within 
Monash, teams prepared business cases for submission to their respective 
administrations for this coordinating position.  Within TASC, because the 
administrators were represented on the local Steering Groups, funds were provided 
for the sustainability of this position, at least in the short term, in recognition of the 
important impact the team approach was having. 
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Key lessons 

 The key lessons for projects/hospitals seeking to improve the delivery of care for 
particular patient groups are: 

- There are real benefits to be derived from the creation of 
multidisciplinary teams across silos with responsibilities for focussing 
on the total management of patients within condition categories.  Patient 
care is currently fragmented across departments/silos and there is little 
opportunity for the whole process of patient care for any patient cohort to be 
examined/discussed.   

- Selecting the right approach to team construction is dependent on the 
outcomes sought and the change management strategy used to achieve 
these outcomes.  Consideration of this issue is important within the design 
phase of a project/organisational plan.  

- While projects can result in their own changes, the sustainability of the 
change is linked to the embedding of the structures required to support 
the change within the existing organisation framework.  Many good 
projects are unable to sustain the outcomes because the changes needed to 
support the outcomes have not been incorporated into ‘core business’. 

10.6.2 Effective team functioning 

From the projects it is clear that there are two important components associated with 
multidisciplinary teams: 

 The creation of such teams which involves engaging people in the process; and 

 The effective functioning of such teams. 

Strategies to promote and maintain clinician engagement within the projects’ ‘teams’ 
(however defined) were an important focus of project activity.  The range of strategies 
included: 

 Promotional strategies to generate general interest within the hospital environment 
(e.g. newsletters, fliers, presentations); 

 Direct invitation to participate – a number of projects reported that the one-to-one 
direct invitation worked well as a strategy to involve key doctors particularly within 
teams; 

 Creation of opportunities to participate in specific tasks such as joining a working 
party, which in some cases prompted wider engagement beyond the discrete task, 
and in some cases overcame initial resistance to the whole approach; 

 Offering incentives – e.g. the potential to access credible clinical data was a 
particular incentive for many doctors to engage in projects; 

 Interviewing key clinicians – two projects used this strategy to develop their 
baseline picture and reported that an unintended outcome of this process was 
doctor engagement within the project/team; and 

 Creation of ‘spaces’ for people to meet together on a common area of interest.  
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It would appear, from across the projects, that multiple strategies are required to 
engage clinicians within a change process.  What is also clear is that projects need to 
not only focus on initial engagement, but also on sustaining that engagement.  This 
was particularly problematic for projects that experienced delays in delivering 
feedback to teams about their performance (due to technical and other difficulties).  It 
is easy to lose interest in participating within a process when ‘the results’ of that 
participation seem never to eventuate.  Ongoing communication to team members 
would appear to be vital to sustaining interest and participation. 

Within those projects that had a local team emphasis in particular (TASC and 
Monash), important messages about the multidisciplinary team process that emerged 
included: 

 Effective team functioning takes time to develop as people work out their roles and 
responsibilities with respect to the team effort – as these teams had not previously 
existed, but had been brought together specifically for the project, there were a 
number of issues that needed to be worked through to enable the team to get to 
the point of functioning effectively.   

 Effective team functioning requires effective leadership and the development of 
team skills amongst the members.  Clinicians have generally not been well-
prepared for either aspect. 

 Multidisciplinary teams that straddle organisational silos need to be 
organisationally supported, by enabling clinicians to have time allocated for team 
participation. 

 Teams that span different disciplines need to bridge the different approaches to 
dialogue that may exist within the various disciplines if they are to be effective – 
from the TASC perspective, allied health tended to be reflective and consultative, 
nursing pragmatic and medicine outcomes focussed (often at the expense of 
adequate cross-discipline planning). 

 To sustain the team, meetings needed to be regular and scheduled at times which 
suited team members.  This was however particularly difficult given the diversity of 
work commitments of the team members.  For example, at one of the hospitals 
within TASC, the most suitable time for most team members (Friday afternoon) 
was one of the least suitable times for the ED members (a particularly busy time in 
ED whilst a less busy time in other departments). 

 There also needed to be continuous work on sustaining the teams within a work 
context in which actual team membership is not constant, due to a transient 
workforce.  This tends to place considerable pressure on the core ‘stable’ 
contingent within the team, who, in a sense become the glue for the team, but 
need to continually orient new members to the team approach. 

 Effective multidisciplinary teams can overcome turf-guarding between discipline 
groups in the interests of patient.  For example, in both Monash and TASC, 
speech pathologists were willing to train nurses to undertake dysphagia screening 
for patients with stroke during the hours when speech pathologists were 
unavailable (e.g. weekends, nights).  This ensured that patients did not need to be 
kept nil orally for long periods of time.  

The involvement of VMOs within projects and teams was also problematic.  VMOs 
have limited opportunity to engage in hospital teams due to their limited time within 
the organisation.  Yet VMOs can make an important contribution to the team effort. 
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Within TASC, the project noted that VMOs made important contributions to the ‘team’ 
in their own time, but were frustrated by the limited time that they had to devote to the 
hospital’s team effort whilst at the hospital.  This suggests that hospitals may need to 
explore the nature of VMO engagement within the hospital in terms of opportunities 
for VMO participation within projects that are of benefit to the hospital’s patients. 

Key lessons 

 For hospitals seeking to improve the care of patients, the key lessons are: 

- Multidisciplinary teams can contribute to a breakdown of turf guarding 
between disciplines in the interests of patients.  This may lead to creative 
solutions to patient management issues associated with the variable nature of 
staffing within the organisation (such as the availability of certain services 
during limited time periods). 

- Explore mechanisms whereby VMOs can participate in hospital activities.  
These doctors may well be interested in participating in projects/activities of 
benefit to hospital patients, but frustrated by their limited time available to 
contribute. 

- New multidisciplinary teams with the hospital environment need to be 
supported.  This includes allocation of time for team members to attend team 
meetings as part of their work duties. 

 

   For projects involving multidisciplinary teams, the key lessons are: 

- Multiple strategies are needed to engage clinicians within the team.  One 
approach does not fit all, as individual clinicians will perceive different 
incentives for involvement. 

- Once formed teams need to be maintained.  This is particularly important 
within the context of a transient workforce, or when the project is slow in 
translating team effort into tangible outcomes. 

- Effective team functioning may take time to develop.  Individuals will need 
to work out roles and responsibilities and how to relate to each other. 

 

 
For educational organisations, the key lesson is: 

- Clinicians need to be prepared for working effectively in multidisciplinary 
teams.  Educational preparation occurs within disciplinary silos, which does 
not necessarily equip clinicians with the skills necessary to function within the 
multidisciplinary team context.   

10.6.3 Education/training 

Projects needed to be creative in their approaches to impacting upon the entrenched 
structures, cultures and work practices.  An important component of this pertained to 
the various education/training strategies employed.  In some cases, this related to 
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education with respect to the evidence-base to inform practice (e.g. the promulgation 
of guidelines that occurred within BCC) or specific training in various project products 
(e.g. training doctors in the ABCC project in the use of the decision support tool).  In 
some cases (e.g. the TASC project and some project sites within the Monash project) 
there were varying levels of a comprehensive program of education/training.  Indeed 
an explicit aim within the TASC project from the outset was the creation of a learning 
environment. 

Whilst education/training are not the sole answers to effecting cultural change (as 
social science research has demonstrated), it is an important component, and an 
examination of the projects’ experiences provides useful pointers for further projects 
seeking to influence cultural norms through these strategies.  These are: 

 Individuals learn in different ways and are also linked into the organisational 
structure in different ways.  To have the maximum impact, the education/training 
strategy needs to use multiple methods/modes for getting the message across.  
The BCC used several different formats for the presentation of evidence-based 
guidelines, including summary A4 pamphlets, pocket guides, laminated flowcharts 
for strategic use in the wards, as well as hard copies of the full sets of guidelines.  

 Projects used existing educational forums and organisational structures as 
opportunities for education and training in order to be part of the work routine – 
e.g. nursing inservice sessions, Grand Rounds, regular clinical meetings. 

 Targeted training of senior core staff (the stable staffing component within the 
organisation structure) would appear to be necessary since they directly influence 
the ongoing local culture and work practices, and can help to shape the 
behaviours of new staff or transient staff (e.g. agency nurses).  In a sense this is 
akin to the train the trainer methodology. 

 In areas of rapid staff turnover, continuous training is required to embed new 
processes within the culture.  

 Training programs need to have flexible time scheduling to suit work rosters in 
order to ensure that all staff have an opportunity to participate (e.g. very early 
morning training sessions to accommodate night staff). 

Key lessons 

 For projects embarking on an education/training program, the key lessons are: 

- Multiple strategies are required to accommodate differences in 
individuals’ learning styles and opportunities to participate.  These 
include flexible scheduling of sessions and maximising opportunities through 
existing organisational structures. 

- Target core staff within the team.  These individuals provide the cultural 
continuity in a work setting characterised by high staff turnover. 

10.7 Evidence, data, information systems and feedback 

Implementation of the CSS model required projects to identify the best available 
evidence, develop mechanisms for the measurement of current practice in the light of 
evidence, and design strategies to address inappropriate variation.  The projects’ 
approaches to this requirement varied, as did the challenges they faced. 
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10.7.1 Identifying the best available evidence 

As has been stated previously, the best available evidence is not always accessible in 
the form of national guidelines for all clinical groups.  Where such guidelines do exist, 
they can be lengthy (eg the NH&MRC guidelines for colorectal cancer 1999), making 
their translation into user-friendly formats to support clinical decision-making a 
complex process.  They may also contain elements that do not easily lend themselves 
to such formats.  For example, two key aspects of the guidelines for colorectal cancer 
care (communication and psychosocial issues) proved to be difficult to translate into a 
flowchart format for clinicians.  They may also contain gaps (for example pre surgical 
radiotherapy for rectal cancer was identified as a gap within the 1999 Guidelines) 
requiring clinicians to do further investigations to address these gaps.  

It is clear that reaching consensus at the local level about guidelines/pathways is an 
important part of the process of effecting change.  Clinicians need to feel a part of the 
decision-making process in determining what the evidence actually is, i.e. in 
establishing the standards against which current practice is to be benchmarked.  All 
projects incorporated strategies to reach this consensus at a local level.  Principally 
this was through the use of expert working groups (varyingly titled), multiple revisions 
in response to feedback and sign-off by key stakeholders prior to adoption.  This 
process was often time-consuming, but it would seem that the time taken was well-
worth the effort – it promoted clinician buy-in.  Without this process, there was room 
for criticism to be levelled at the version of the guidelines/pathways being used in the 
project as not being locally relevant.   

The process of local adaptation also served other important functions – for example, 
in BCC, it was during this process that clinical leaders in cardiology, sympathetic to 
the objectives of the project, emerged.  This was important within a project that was 
initiated from within general medicine, but which focussed on ACS and CHF, thereby 
necessitating cardiologist involvement.  In ABCC, the bringing together of surgeons 
and physicians to work on local adaptation of the same guidelines was the 
mechanisms through which the project sought to forge important links between two 
groups of clinicians between whom there had been a history of rivalry. 

In some projects, the issue of what constituted evidence within a multidisciplinary 
team context also emerged, most notably in Monash.  This issue has been addressed 
previously.  However it is important to note that the decisions about ‘whose evidence 
to inform whose practice’ can have implications for subsequent data collection 
methods – this is addressed further on in this section.  

Key lessons 

 For projects using evidence to inform practice, the key lessons are: 
- Achieving local consensus on what constitutes the best available 

evidence and local adaptation of existing guidelines are important 
components of the change process.  This contributes to both promoting 
enthusiasm for their use and in their perceived credibility. 

- Translating guidelines into meaningful systems for measurement of 
local practice can be a lengthy process.  Guidelines can be lengthy, may 
contain gaps and can include aspects of care that are difficult to translate into 
meaningful measures.  In some cases, elements of the guidelines (e.g. 
particular pharmaceuticals) may be outdated due to rapid technological 
advances.  
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10.7.2 Data - indicators and collection 

The potential to access meaningful clinical data was an important attractor for 
clinician (particularly medical) engagement within the projects.  However the tasks 
associated with developing the processes necessary to support this objective were 
complex.  Two key issues were the determination of what data to collect, and the 
mode of collection.   

10.7.2.1 Datasets 

The determination of the datasets to inform practice proceeded in different ways 
across the projects.  This variation was in part determined by the project 
methodology, and the clinical and system focus of the project. 

Within the BCC, the project developed two sets of indicators for both clinical 
conditions (ACS and CHF) – these were hospital indicators and GP clinical indicators.  
The hospital indicators were comprised of both process and outcome indicators and 
were developed in anticipation of the data collection method to be employed 
(abstraction from the medical record).  Determination of the GP indicators was 
influenced by the fact the GP records could not be directly accessed, resulting in the 
need to rely upon the willingness of GPs to provide the necessary data.  Given the 
multiple demands on GPs for information, it was decided to reduce data requirements 
to a minimum.  A one-page form, capable of being completed by the GP during a 
patient consultation, with a relatively small number of indicators, was developed.  The 
Divisions of General Practice involved reported considerable difficulty in convincing 
their acute care colleagues of the need to sacrifice some of the potential data in order 
to maximise the likelihood of obtaining any data at all – a purity of research versus 
pragmatics debate. 

Within the ABCC, the project’s original aim had been to provide doctors with a 
decision support tool at the point of care, and the expectation was that doctors would 
enter data using this tool.  Given the breadth of the care system covered by the 
project (multiple episodes of acute care, spanning surgery and oncology, that could 
span years for particular patients), the tool was necessarily complex, with the 
potential to generate a massive array of data across the 12 different evidence-based 
pathways incorporated within it.  In addition, in response to the interests of 
participating surgeons, and later their medical colleagues, the original scope was 
expanded to include the development of a patient database.  (This is further 
discussed later in this section.) 

The TASC project comprised two clinical groups (ACS and stroke) and consequently 
had different building blocks available upon which to proceed to the development of 
datasets.  The project reported that it took approximately 8 months to finalise the ACS 
minimum dataset (MDS) for use across all hospitals.  This MDS comprised 74 
process and outcome indicators from the range of between 300-400 data points within 
the various hospitals’ own clinical pathways.  In retrospect the project reported that it 
would have been preferable to have started with a small MDS (10-20 points) and 
expand later if required.  Reasons given for the large MDS included: 

 The medical research paradigm (‘capture data on every eventuality’); 
 A lack of trust in data collected through corporate systems; 
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 A perception that the project needed to demonstrate value for its funding level 
through the collection of many outcomes measures; and 

 A belied that the data collection process (TELEform) would enable large amounts 
of data to be collected. 

The staggered development on the project’s activities with respect to ACS and stroke 
enabled the project to learn from the ACS experience.  This resulted in a smaller 
stroke dataset, comprising 40 data items. 

At Monash, determination of the data items for collection was problematic, primarily 
due to the team based focus of the project, and the absence of available exemplars of 
team-based performance.  The project reported a resultant tendency to collect too 
many data items, resulting in an onerous burden for teams in collecting data and large 
amounts of missing data.  As the data requirements were pared back however, it 
would appear that the dataset became increasingly medical in orientation.  This 
impacted upon the team-based approach to data collection – “this whole thing is 
medically orientated….I’m losing interest as this is not documenting what I do”. 

It would appear, from across the projects’ experiences, that, given the opportunity to 
access meaningful data to inform practice in a data-deprived environment, there 
would appear to be a tendency to maximise the data requirements in the first 
instance.  This may be compounded by the additional requirement to demonstrate 
project outcomes for evaluative purposes.  It is interesting to note, for example, that 
the BCC datasets for ACS and CHF taken up for wider use in other Queensland 
hospitals are actually modified, i.e. reduced versions of the originals generated for the 
project. 

Key lessons 

 For projects developing the datasets to inform practice, the key lessons are: 

- Keep data requirements to a minimum.  Depending on the data collection 
methods chosen, too many items may decrease the likelihood of the data 
being captured, as it may place too great a burden on collectors.   

- Ensure that the ‘team’ is represented within the dataset.  Regardless of 
how a ‘team’ is defined, the dataset to inform its practice needs to reflect all 
team members’ contributions. 

 For projects seeking information (data) from GPs, the key lesson is: 

- Keep requests to an absolute minimum.  GPs are inundated with requests 
for information (data) from projects and may have limited capacity to respond 
to them all, regardless of interest.   

10.7.2.2 Data collection 

Determination of the method of data collection was an important aspect of project 
activity, and again there was great variation between projects.  

At BCC, two different methods were employed, one for the acute phase and one for 
the community (GP) phase of the project.  The latter has already been described 
above.  For the acute phase, trained abstractors (paid by the project) retrieved the 
hospital charts of patients with confirmed diagnoses of ACS and CHF at 4 weeks 
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following discharge.  These part-time research nurses were given 3 hours of 
standardised training in how to complete the paper proformas and enter data into a 
database.  A data entry manual with operational definitions and coding criteria was 
developed to guide their work, and ongoing assistance was provided to address 
issues.  An independent physician undertook reabstraction audits of randomly 
selected charts as a quality check.  This method was selected by the project due to 
perceived difficulties in embedding the process of data collection into regular hospital 
recording processes in ways likely to ensure accurate data.  This method created a 
situation in which data was reasonably accurate, thereby increasing the likelihood that 
it would be perceived by clinicians (particularly sceptical doctors) as credible.  
However this method did pose issues with respect to sustainability for the project, 
beyond the funding phase (although this was resolved in the short-term through the 
take-up by Queensland Health of the approach).   

This experience raises important ‘system’ issues with respect to data and cultural 
change.  For the feedback of data to have an impact particularly upon medical 
practice, the data needs to be perceived as credible.  This requires a rigorous data 
collection process, tight definitions, data cleaning and quality checks to ensure that 
the final data are accurate, and cannot be dismissed because of some perceived flaw 
in the methods used.  Achieving the rigor required may be time-consuming and costly 
– someone has to oversee the entire process and someone has to do the work 
required. 

In the three other projects, the decision was for clinicians themselves to do the data 
collection, and different issues arose as a consequence. 

At Monash, the decision was taken that (in keeping with the local implementation 
strategy) clinical teams would themselves complete the paper-based data collection 
form (the CRF - case report form).  This required input from different members of the 
team, resulting in a major pre-occupation with form completion.  Early data reports 
indicated poor compliance with many items in all sites, and whilst the process became 
less onerous over time, barriers continued.  These included: 

 Variable commitment within teams and reliance on efforts of one or two individuals 
to ensure forms were completed; 

 Data collection was seen as yet another task to be added to existing heavy 
workloads; 

 Difficulties in engaging medical staff, partly due to rotation, but also due to a lack 
of data feedback (due to IT difficulties); 

 Patients were often missed, due to non-existent or inefficient systems for 
identifying them throughout the hospital (patients admitted to different wards); and 

 Small numbers of stroke patients in some hospitals, which was a disincentive to 
establish the systems necessary to support the data collection process. 

Despite the difficulties, the reducing amount of missing data over time, and hence the 
increasing documentation of team performance (in terms of adherence/variation to 
agreed protocols) was an important project outcome.  There were, however, issues to 
do with coordination of the team effort (whose responsibility was it to ensure that all 
team members completed their required components) and data accuracy arising from 
this process.  It was evident from our examination of the project’s final database, and 
acknowledged by the project in its final report that data accuracy was a problem.  This 
points to two ‘system’ issues: 
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 Whilst clinical teams may eventually be able to incorporate data collection into 
routine work practices, which member of the team should take on the additional 
burden of ensuring that all team members are compliant?  This is particularly an 
issue when all team members have heavy workloads, and where there is a high 
turnover amongst many of the staff.  It becomes even more of an issue when the 
data becomes increasingly medically orientated. 

 Even if clinical teams are able to resolve issues associated with data collection, 
there still remains the issue of data accuracy.  It cannot be assumed that a team 
effort to complete data forms necessarily results in clean data.  Processes for 
checking data accuracy and data cleaning are needed, and it is not clear, outside 
of a project context, how this would be done and who would be responsible for 
doing it.  Sustainability of team-based approaches to data collection to inform 
practice clearly require ongoing organisational support in terms of personnel to 
undertake the tasks necessary to ensure accuracy of data. 

Within TASC the data collection process was based on the paper-based clinical 
assessment forms and clinical pathways documentation developed at each hospital 
site.  These were incorporated within the medical record, and thus did not require 
additional tasks associated with completing separate data forms, as the forms were 
filled out as part of the care process.  The only additional task for clinical teams was 
that some-one needed to scan the forms into a database for analysis.  This data 
collection method was based on the use of TELEform software.  Developing the forms 
acceptable for use through this software at each hospital was however time-
consuming, and impacted upon the project’s ability to deliver data reports back to 
sites in a timely manner.  It also required the purchase of additional equipment for 
each site (scanners, a dedicated PC with extra memory and storage capacity) and of 
the TELEform software.   

The principle issues that arose from developing this approach were the complexity of 
the forms at each site, and the multiple revisions that occurred prior to finalisation of 
all forms.  Each change required reprogramming by the company employed to 
develop the IT support necessary for this data collection method.  The compounding 
effect of multiple delays was that the entire process across the project took 8 months, 
when ideally it should have been much quicker.  This would suggest that whilst there 
are advantages to be derived from such approaches in terms of minimal final impact 
upon clinical teams associated with data collection, the developmental work 
necessary can be both lengthy and complicated.   

The data collection process envisaged for the ABCC was that doctors would enter 
data at the point of care while they were using the decision support tool.  The 
developmental process for this tool was exceedingly lengthy (and costly), and the fully 
operational form was only available shortly before the project’s end, so doctors had 
limited exposure to its use.  It would appear from early use patterns, however, that 
access occurred retrospectively for data entry rather than in ‘real time’ i.e. during the 
care encounter. This was evident from the project’s work study which showed that 
senior doctors were less interested in a decision support tool and more interested in a 
data gathering tool to review practice, and confirmed through the project survey of 
participating doctors at project end.  Moreover it was unclear whether doctors who 
had been entering data during the final months of the project would continue to do so 
beyond the project.   
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This would suggest that there are real uncertainties associated with the strategy to 
combine decision support with data collection.  This combination lengthens the 
developmental process, drives up costs and may not be what doctors actually want. 

Key lessons 

 For projects seeking to develop systems to inform clinicians about practice, the key 
lesson is: 

- Choose the method of data collection carefully.  There are many 
downstream consequences associated with a range of different methods that 
may impact upon project outcomes and sustainability. 

 

 For funders, the key lesson is: 

- There are many ‘system’ issues associated with the data collection 
methods necessary to support evidence-based practice that have 
resource implications.  These relate to both the personnel to undertake the 
many associated tasks and the equipment necessary to support the process. 

10.7.3 Information systems 

As the previous discussion has suggested, projects developed different approaches 
to the development of information systems to provide clinicians with reports on 
practice.  Each encountered particular difficulties associated with the chosen 
approach.  Many of these related to the actual time necessary to develop the actual 
systems, which seems to have taken longer than anticipated in all instances.  In some 
cases, long delays had a negative impact upon clinician engagement. 

The types of systems across the projects were: 

 The electronic decision support tool, combining a data entry facility for collection of 
both patient information and clinical care, in the ABCC, and supported by a 
database at the A&RMC; 

 Three separate in-house databases, each developed by different designers, for 
the discrete functions of hospital data analysis, GP data analysis, and a patient 
tracking database for project management activities, at BCC; 

 The web-based data-system with automated reporting against protocols at 
Monash; and 

 An in-house database supported by TELEform data entry at TASC. 

The only project that was able to deliver several cycles of feedback reports from the 
system developed within the two year time-frame was the BCC.  However, even 
though the approach taken ‘delivered’ for the project, there were still difficulties and 
the project reported that from hindsight there were a number of things it would do 
differently.  This experience promoted the project to identify a number of key lessons 
for further projects.  These have been incorporated within the “Key Lessons” for this 
section, since many have been echoed in other projects. 
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Other important issues associated with the development of information systems from 
across the projects are: 

 The lack of detailed knowledge of computer programming and IT systems 
generally amongst clinicians and project support staff can contribute to delays in 
the development of appropriate systems (and generate further costs).  At ABCC, 
for example, the project reported that decisions often needed to be made without 
a full appreciation of their significance, and once this was realised, further work 
was needed. 

 There can be problems with project specific data systems when there is no 
interface with internal hospital systems, particularly when it comes to 
sustainability.  The web-based system developed at Monash is one such example. 

 Whilst web-based systems with automated reporting provide an opportunity for 
multiple hospitals to have access, and continue to do so beyond the funded phase 
of a project, such systems require an organisation to host the system and to 
update it as new evidence is generated. 

 Information systems that are hospital-based may not provide private doctors with 
a means to collect data on their own practice.  From the ABCC project in particular 
it was clear that doctors within a private context are not linked into IT networks in 
the same way as doctors practising within a public hospital are.  Private hospitals 
seem not to provide networks for doctors using their facilities, while the IT support 
within the doctors’ private rooms is limited.  The project attempted to overcome 
this isolation by providing VMOs in the participating hospitals with the opportunity 
to use the palm pilots issued by the project to collect data within their private 
rooms and subsequently download this into the project database when visiting the 
public hospital.  It was not clear from the project whether this opportunity was 
taken up, nor was it clear whether this would continue to be agreed to by the 
hospital housing the database beyond the project.  This process also raises 
interesting potential issues with respect to data feedback – e.g. how is data from 
the private component of a VMO’s practice managed within a multi-hospital 
database providing feedback at the hospital level? 

From across the projects it would appear that there are many issues to be resolved 
before clinicians can be adequately supported by information systems that inform 
them routinely about their practice. 
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Key lessons 

 For projects seeking to develop a database to support regular feedback to clinicians, 
the key lessons are: 

- Engage an experienced database manager and designer from the outset 
to develop one integrated system database; 

- Ensure that web-based systems are adequately supported; 

- Ensure a complete, well-considered set of specifications is prepared 
before database construction, but that the database will be flexible 
enough to accommodate new fields when new evidence arises; 

- Scope the database contract carefully, including contingency clauses to 
enable problems that emerge in the ‘live’ phase can be rectified; 

- Ensure the designer puts safety checks on data fields related to dates 
and times to minimise date entry error; 

- Consider the possibility of teleforming as a method of data entry; and 

- Keep a paper trail so that data accuracy can be crossed checked. 

 

 For funders and medical colleges, the key lesson is: 

- Further exploration of mechanisms to support VMOs in the evidence-
based review of practice is needed.  These doctors are isolated from 
systems that may provide the opportunity to engage in such reviews for their 
private patients for many reasons.   

10.7.4 Data feedback 

It is clear that the feedback process itself constitutes an intervention and the process 
by which it is delivered to clinicians needs to be thought through carefully.  The most 
preferred format for data reporting across the projects was at the hospital site or 
aggregated project level, rather than the individual clinician level (for projects where 
this option was relevant).   

The only project that provided an overview of the actual feedback process within the 
acute sector was the BCC.  (It was unable to provide similar observations for the GP 
feedback process since this occurred via mail only.) This project used paper-based 
forms (single double-sided A4 sheets for each condition) accompanied by (for Round 
One feedback) a multifaceted presentational approach, using all available 
opportunities within the organisational culture – e.g. Grand Rounds, unit and 
discipline meetings, journal clubs, nursing in-service sessions.  This was regarded as 
an educational opportunity to heighten awareness of guidelines and the initial focus 
was not on remedial strategies.  Whilst the project had presented hospital-level data 
at this stage, a few clinicians requested unit or individual level data, requiring the 
project to redesign its database reporting function to accommodate this request for 
interested inquirers.  The second round of feedback was less intense and occurred at 
unit meetings when discussion focussed on strategies to improve care.  For Round 
Three there were no formal presentations, since it was felt that clinicians were 
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comfortable with the report forms which the project disseminated by email and 
internal mail. 

Feedback sessions in Round One were observed by a psychologist who analysed the 
dynamics, and the results indicated that different units/disciplines responded 
differently – e.g. cardiologists tended to be interested in the reasons behind variation 
(e.g. were the indicators too stringent) and rarely offered solutions, while emergency 
doctors and nurses tended to accept the results as presented and focus on strategies 
to improve care.  The project suggested that this could be attributable to the different 
work cultures and systems – cardiology tends to be more individualised and reflective, 
whereas emergency is speed-orientated with team-based targets.  

The project also surveyed clinicians to obtain their responses to feedback and it was 
clear from the results provided that a majority of respondents found the feedback 
useful, felt that it influenced their practice and were interested in further opportunities 
for feedback.   

The key finding would therefore appear to be that when feedback was provided to 
clinicians, it was welcomed.  In a context of a carefully managed feedback process, 
far from perceiving feedback as potentially “blame” for variation, it would seem 
clinicians are interested in this sort of information, and for many it may impact upon 
their practice. 

Key lesson 

 For projects providing feedback to clinicians on their practice, the key lesson is: 

- Plan the processes associated with providing feedback carefully.  This 
can make a major impact upon the way in which the feedback is received.   

10.8 Consumer involvement 

The CCS model required projects to involve consumers throughout the project, and it 
is one of the key features that distinguishes this model from other approaches to 
improving the quality of patient care.  Projects, and indeed, individual project sites had 
varying approaches to addressing this requirement.  The major reasons for these 
differences would appear to have been: 

 Enormous variation in individual clinician and local hospital experiences of 
consumer involvement – for some sites, for example, there was a well-established 
culture for consumer involvement upon which to build, whereas in others there 
was limited or no previous experience; and 

 The varying access to established consumer groups and peak bodies – for some 
project sites there were existing consumer groups providing a pool of consumers 
who could be approached for project participants, whereas in others no such 
groups existed, so finding individual consumers to participate and/or creating 
consumer reference groups was difficult.    

Across the projects, consumer involvement took many forms, including: 

 Membership of key project committees (e.g. working groups, governance 
committees); 

 Membership of consumer reference groups; 
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 Direct involvement in the design of patient information kits/brochures, etc; 

 Direct involvement in data collection (within TASC consumers were trained in, and 
conducted a CATI patient telephone survey for the project); 

 Contribution to clinicians’ training (within two hospitals of the TASC project, 
patients who had had a stroke volunteered to be ‘models’ for staff learning the use 
of the stroke assessment tool); 

 As respondents to various forms of data collection to inform clinicians about the 
care received (e.g. surveys, focus groups, individual interviews); and 

 As attendees at CCSP project team meetings. 

As a consequence of the requirement for consumer involvement, the following 
outcomes were derived: 

 The development of consumer groups where no such groups previously existed; 

 Increased awareness amongst clinicians about the value of consumer 
involvement, and in some cases, a resultant championing of this involvement 
within the project and the wider hospital culture; 

 Patient information kits, brochures, guides, self-management packs; and 

 A wider take-up of consumer representation on various committees within the 
organisational structures of some hospitals.  

From across the projects, it would appear that: 

 Many clinicians who have had no experience with consumer involvement 
previously have difficulty with this concept.  Whilst they understand the value of 
providing patients with materials (like self-management kits), they have difficulty in 
appreciating the rationale for consumer involvement.  As a consequence, they 
need support in the creation of opportunities for consumer involvement. 

 Creation of an effective consumer reference group takes time.  For the ABCC, 
there were no consumer groups for colorectal cancer, and the project, using the 
services of the Health Issues Centre, embarked upon a process for establishing 
such a group, from which has emerged a model for other projects in similar 
positions. 

 Peak consumer bodies may be the first point of contact for projects seeking to 
involve consumers in the governance level particularly.  However, such bodies 
may be stretched to capacity by the increasing number of projects which are 
seeking their services.  As more and more projects within health care want (or are 
required by funders) to obtain consumer involvement, their success may be 
constrained by the capacity of these peak bodies to provide assistance.   

 Patients are a valuable source of information for clinicians about the care provided 
since they can give insights as to what is valued and where improvements can be 
made.   

In addition, from the ABCC, which evaluated consumer involvement in the project, 
and in particular the consumer reference groups, the following key points have been 
made: 

 Further training and support for consumers is necessary to sustain their capacity 
to act as consumer representatives/advocates beyond the project. 
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 Consumer confidence in their participation can be increased by: 

- Keeping consumers informed regarding the impact of their contribution, and in 
particular their impact on project outcomes and changes in health services that 
have occurred due to their involvement; and 

- Inviting consumers to participate in the dissemination of work they contribute 
(eg a launch of patient information materials). 

 Evaluation of consumer participation should be an ongoing process, rather than a 
one-off activity at project end, in order to help create an environment supportive of 
the consumers’ contribution. 

Key lessons 

 For projects seeking to involve consumers, the key lessons are: 

- Clinicians who have limited/no experience in consumer involvement will 
need support in the development of strategies to identify potential 
consumers and involve them in project work. 

- Consumers can provide valuable assistance in achieving project 
objectives by direct involvement in project activities.   

- Consumer participants need feedback about the impact of their 
contribution.  Consumers make a substantial investment of time and effort in 
providing feedback to clinicians.  This contribution needs to be respected by 
keeping consumers informed of responses/actions that arise from their 
feedback. 

 
 
For funders, the key lesson is: 

- Consumer peak bodies may need additional funding to accommodate the 
increasing requests for assistance.  These bodies are often a first point of 
contact for projects seeking to develop strategies for consumer involvement, 
particularly when there is no local expertise or available consumer groups. 

10.9 The organisational context for practice 

The organisational contexts within which the projects were sited exerted an important 
impact upon the projects’ activities and also provided important insights about the 
organisational influences upon the provision of care.   

Interestingly although there were differences between the projects in terms of their 
methodologies, all projects highlighted the need for a detailed analysis of the 
organisational culture prior to project activity, although for different reasons.  For both 
TASC and ABCC this was a component of their project methodology, and both 
projects reported that this process made a valuable contribution to subsequent 
activity.  By contrast, the two projects that did not undertake such an analysis 
highlighted the need for such approaches.  The BCC project reported that the need to 
understand the care context and prepare it for the introduction of any interventions, 
prior to their actual introduction, was a key lesson, while Monash learned through 
experience how important it was to understand and relate to, the wider organisational 
culture.   
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From across the projects it would appear that many aspects of the organisational 
context can impact upon project activity and outcomes, and consequently upon the 
quality of the care provided by clinicians.  These included: 

 Organisational moves to new premises – three hospitals from the fourteen 
involved across the projects were effected by the major disruptions associated 
with such moves and consequently the effects upon clinicians as they adjusted to 
new contexts, and new ways of managing their work; 

 Organisational restructures necessitating adjustments to new dynamics, different 
players, new processes and procedures; 

 New organisational policies that cut across planned project activity – e.g. a bed 
management policy to avoid ambulance bypass, a directive to IT services not to 
assist in project-specific developments; 

 The availability of resources within the organisation necessary to provide 
evidence-based care (e.g. the Monash project had to accept from the outset that 
three of the four hospital sites would never be able to fully comply with all the 
requirements within the evidence for stroke units); and 

 Staffing and workloads within the organisation (e.g. TASC reported unfilled 
establishment positions, impacting upon existing staff workloads). 

It is clear that in considering evidence-based practice generally, and in evaluating the 
effectiveness of projects seeking to improve care for patients, i.e. working in the real 
world context, that the surrounding organisational context must always be included in 
such considerations.  Clinicians may be constrained in their achievements, not from 
their own efforts, but because of what is happening around them, or due to particular 
features of the organisational culture in which they are working.   

While projects impacted upon the existing organisational structures and processes 
through improved interaction between silos, increased communication across 
traditional boundaries and improvements in patient management across these 
boundaries, there were instances in which organisational issues impacted upon the 
care process that were outside the projects’ sphere of influence.  In such cases 
projects needed access to a wider organisational structure to which such issues could 
be taken for resolution, e.g. a hospital clinical governance committee.  This may or 
may not have been available within the organisation.  Where it was not available, 
clinicians experienced real frustration, having identified the barrier but having 
nowhere to present this information.  This indicates a real need for the organisational 
structures of hospitals to have established mechanisms to which issues impacting 
upon care can be taken by clinicians.   

It would seem that the process of embedding the best available evidence routinely 
within clinical practice requires clinicians and managers to work together towards this 
mutual aim.  Clinicians need to engage with the administrators/managers of their 
respective organisations.  As a project lead physician indicated, clinician failure to 
develop this relationship is a major barrier to effecting changes within the clinical 
setting.  There are also incentives for administrators in engaging more closely with 
clinicians, through increased understanding of the clinical experience, resulting in 
improved patient management and shared responsibility.   

Hospital administration can also provide a productive role in facilitating improved 
linkages between traditional silos within the organisation.  It is often at the interface 
between these silos that systems can break down.  Improving care means addressing 
turf issues, historical rivalries and different perspectives between these silos.  This 
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 For hospitals, the key lessons are: 

can be challenging for silo members and can be facilitated by an interpersonally 
skilled outsider (e.g. a manager). 

Establishing common understanding between these two groups (clinicians and 
administrators) can be difficult, compounded by the different mindsets, language and 
emphasis within their respective cultures.  It can take time to develop.  Yet it would 
appear that it is very worthwhile and can result in system improvements beyond the 
ability of either group to achieve on their own.  As recommended by the TASC project, 
to embed the best available evidence routinely in clinical practice, an operational 
framework for change management in which there is shared leadership, responsibility 
and accountability between both groups for the care provided and the management of 
available resources is needed.   

Key lessons 

For projects seeking to improve the quality of patient care, the key lessons are: 

- A detailed review of the organisational structure and culture within which 
the project will be situated is a worthwhile investment.  This increases 
understanding of the various influences to which the project may be subjected, 
helps to identify key players and assists planning of project activities.   

- Engage with the administrative culture.  There can be major benefits 
derived from a productive relationship with the administrative culture.   

 

For projects and their evaluators, the key lesson is: 

- The project and its outcomes must always be understood within its 
organisational context.  There can be barriers outside the project’s sphere of 
influence that may constrain a project from achieving its full potential.   

 

- Ensure there are established structures within the organisation to which 
clinicians can present issues pertaining to patient care that are outside 
of their sphere of influence.  Clinicians need to be supported by structures 
that facilitate the resolution of these issues.   

- Engage more closely with practising clinicians.  This will increase 
understanding of the potential impact of administrative decisions upon direct 
care provision and also create productive forums for discussion and resolution 
of issues. 

10.10 Other issues 

10.10.1 Medical education/training 

While it was outside the scope of this evaluation to review the educative effectiveness 
of the training programs which form the ‘rites of passage’ through which doctors 
become members of the RACP, or indeed any other college, it is clear that the 
educational changes necessary to support better practice are wider than those 
encompassed by the inclusion of a ’quality’ module within a training program.  The 
quality of supervision, the ‘on-the-job’ professional socialisation, the relevance and 
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breadth of knowledge and skills acquired, the congruence between formal curricula 
and practical exposure, and workload are all important components of the training 
process that can impact upon capabilities of trainees (and subsequently Fellows) to 
provide quality care now and into the future within an ever-changing context.  

Given that many of the identified gaps in the knowledge base and skill sets of doctors 
that are necessary for effective practice within a multidisciplinary team context are 
common across specialities, and that each college funds its own training programs, 
there is some advantage in the colleges collaborating in the development of generic 
curriculum materials that can then be adapted to a particular college’s needs, rather 
than each college developing its own materials de novo.  This collaboration could be 
supported by the Department through the provision of funds specifically designated 
for the development such materials, and managed through the CPMC or a similar 
body.  

Key lesson 

For the colleges of medical education, the key lesson is: 

- There is an opportunity to develop across-college educational materials 
to address educational gaps in knowledge and skills required to support 
quality practice.  Whilst colleges can develop their own materials de novo, 
there are cost savings to be made by collaborative development of common 
curriculum components. 

10.10.2 Afterword 

The CSSP was a program of exceeding complexity.  The scope of activities required 
to address the primary aim both at the Program level, and the project level through 
implementing the CSS model, was extensive.  Projects themselves were very 
different from each other across multiple features, including their consortium 
composition, their change methodology, and their clinical focus and its associated 
evidence-based building blocks.  As a consequence, the Program has generated a 
multitude of lessons across an enormous array of aspects associated with the 
provision of care for a range of different stakeholders.   

There is a risk that the reader of the key lessons contained in this chapter and the one 
preceding it, may feel overwhelmed by the scope of changes needed to address 
these lessons, or that the impression is created that there are huge problems with a 
system that requires the need for so many lessons.  It should however be 
remembered that these lessons have arisen from within a Program that sought to 
understand how to improve upon the quality of care provision through embedding a 
culture of routine practice based on the best available evidence, i.e. how to make a 
good system even better and ensure that this continues into the future.   

There is no doubt that clinicians are generally interested in contributing to strategies 
to improve the quality of care and have welcomed the opportunity to explore their 
practice in the light of evidence.  The CCSP has created a learning laboratory for its 
participants and as a consequence has contributed to an increased system capacity 
to keep pace with the ever-changing context and provide services that are “ever safer, 
constantly up to date and focussed on patients’ changing needs”57. 

                                                 
57 Fraser SW & Greenhaigh T. Coping with complexity: educating for capability. BMJ vol323 6 October 
2001. 
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