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Moving from Evidence to Innovations in Practice

AA brief look back in time
I The promise of evidence-based medicine/practice
I Increasing recognition of translational challenges

AAre we making progress?
I And If not, why not?
AThe knowledge practice gap

T How we see it
I How we make sense of it

AStrategies for supporting implementation
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Abstract

Studies over the past decade show that some people are receiving more care than they need, and
some are recelving less. Simple averages from a number of studies indicate that 50 percent of
people received recommended preventive care; 70 percent, recommended acute care; 30
percent, contraindicated acute care; 60 percent, recommended chronic care; and 20 percent,
comtraindicated chronic care. These studies strongly suggest that the care delivered in the United
States often does not meet professional standards. Efforts to measure quality and report
routinely on the results to the public at Rirge would Mllow more definitive assessments of the
status of the nation's heaith care and would enable us to single out the areas in need of

mprovement

» Continue reading full article

Study of the
appropriateness of care
delivered in the United
States of America:

Preventive care 50%
Acute care 70%
Chronic care 60% of
people received
recommended care
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The promise of evidence based practice

Evidence based medicine: what it is and what it isn’t

It’s about integrating individual clinical expertise and the best external evidence

Evidence based medicine, whose philosophical origins extend
back to mid-19th century Paris and earlier, remains a hot
topic for clinicians, public health practitioners, purchasers,
planners, and the public. There are now frequent workshops
in how to practice and teach it (one sponsored by the BM¥
will be held in London on 24 April); undergraduate' and
postgraduate’ training programmes are incorporating it* (or
pondering how to do so); British centres for evidence based
practice have been established or planned in adult medicine,
child health, surgery, pathology, pharmacotherapy, nursing,
general practice, and dentistry; the Cochrane Collaboration
and Britain’s Centre for Review and Dissemination in York
are providing systematic reviews of the effects of health care;
new evidence based practice journals are being launched; and
it has become a common topic in the lay media. But
enthusiasm has been mixed with some negative reaction.**
Criticism has ranged from evidence based medicine being old
hat to it being a dangerous innovation, perpetrated by the

BMJ] voLume 312 13 1aNUary 1996

arrogant to serve cost cutters and suppress clinical freedom.
As evidence based medicine continues to evolve and adapt,
now is a useful time to refine the discussion of what it is and
what it is not.

Evidence based medicine 1s the conscientious, explicit, and
judicious use of current best evidence in making decisions
about the care of individual patients. The practice of evidence
based medicine means integrating individual clinical expertise
with the best available external clinical evidence from syste-
matic research. By individual clinical expertise we mean the
proficiency and judgment that individual clinicians acquire
through clinical experience and clinical practice. Increased
expertise is reflected in many ways, but especially in more
effective and efficient diagnosis and in the more thoughtful
identification and compassionate use of individual patients’
predicaments, rights, and preferences in making clinical
decisions about their care. By best available external clinical
evidence we mean clinically relevant research, often from the
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CareTrack: assessing the appropriateness
of health care delivery in Australia

ow appropriate is the health

care delivered to Australians?

A seminal study in the United
States showed that American adults
received “recommended care” only
55% of the time in the years 1999-
2000.' Estimates of “appropriate
care” — defined here as care in line
with evidence-based or consensus-
based guidelines> — are limited in
most countries, including Australia,
to small groups of conditions, often
in particular settings.?*

Despite some evidence of great
variations in care and poor compli-
ance with guidelines (Box 1), no
comprehensive study of the appro-
priateness of the health care received
by Australians has been undertaken.
Without such information, we will be
unable to create sustainable systems
that have “the capacity to measure,

Obijective: To determine the percentage of health care encounters at which a
sample of adult Australians received appropriate care (ie, care in line with
evidence-based or consensus-based guidelines).

Design, setting and participants: Computer-assisted telephone interviews and
retrospective review of the medical records (for 2009-2010) of a sample of at
least 1000 Australian adults to measure compliance with 522 expert consensus
indicators representing appropriate care for 22 commmon conditions. Participants
were selected from households in areas of South Australia and New South
Wales chosen to be representative of the socioeconomic profile of Australians.
Health care encounters occurred in health care practices and hospitals with
general practitioners, specialists, physiotherapists, chiropractors, psychologists
and counsellors.

Main outcome measure: Percentage of health care encounters at which the
sample received appropriate care.

Results: From 15292 households contacted by telephone, 7649 individuals
agreed to participate, 3567 consented, 2638 proved eligible, and 1154 were
included after gaining the consent of their health care providers. The adult
Australiansin this sample received appropriate care at 57% (95% Cl, 54%—
60%) of 35573 eligible health care encounters. Compliance with indicators of
appropriate care at condition level ranged from 13% (95% CI, 1%-43%) for
alcohol dependence to 90% (95% Cl, 85%—-93%) for coronary artery disease.
For health care providers with maore than 300 eligible encounters each, overall
compliance ranged from 32% to 86%.

Overall appropriate level

of care received 57% of the
time

Variable compliance with

Indicators of appropriate
care, for example:

I Obesity 24%
I Stroke 53%
I Low back pain 72%

I Coronary artery
disease 90%
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Are we making progress?

AHow we think and talk about evidence, knowledge and
knowledge translation

AHow we think evidence relates to improvements in
practice

AHow we plan and support implementation
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Some propositions &

1. Good research is not enough to guarantee its uptake in practice

2. The pipeline model of knowledge translation fails to represent the
reality of implementing new knowledge In practice

3.We need to embrace more dynamic and iterative
conceptualisations of evidence and knowledge translation In

healthcare
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Proposition 1: Good research does not guarantee people will use it

AExplicit formal knowledge vs knowledge derived from clinical and
patient experience

APopulation level evidence and patient-level clinical decision
making

ADirect (instrumental) use of research vs sensemaking and
enactment of evidence In practice

AContested and negotiated nature ofevidence

AEffectivenessvs other determinants of quality care, e.g.
acceptability, appropriateness, access, equity etc
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