The SHARE Program (Sustainability in Health care by Allocating Resources Effectively) 7: Supporting staff in
evidence-based decision-making, implementation and evaluation in a local healthcare setting

Additional File: Methods and Results

Contents

DATA COLLECTION: MethOdS @nNd SOUICES .....cueteiiieeiiiieiiee ettt esteestee ettt e st ee sttt esibeesbee e sabeesabeesbeeesabeeesnseesabeesneeesaneesnnes 2
NEEDS ANALYSIS: Survey of senior health service decision-Makers ..........cccceeiieiie e e 5
NEEDS ANALYSIS: Survey of pharmacists and members of pharmacy-related committees.......ccccceeciveiivcieeeiiciienenns 12
NEEDS ANALYSIS: Survey of staff enrolling in an Evidence Dissemination SErviCe........ccccucvireieciieeecciiee e 14
NEEDS ANALYSIS: Interviews with program, department and unit heads ..........coeeviviiiiiicciiii e 16
NEEDS ANALYSIS: Differences between professional BroUPS..........oiiccuiiieieciiee et e et e e ecvte e e e eate e e e senraeeeeans 19
DATA SERVICE: Interviews with staff responsible for collecting, maintaining and sharing data........ccccccoecvveeiicieennns 20
CAPACITY BUILDING SERVICE: EValuation FrameEWOIK ........ccoueeiiiiiieeiienieeie ettt sttt ettt st nbeennees 24
CAPACITY BUILDING SERVICE: EVAlUGtion RESUILS ......ceiiiiieieiiiie ettt esree s ee e s ree e s e e e s ate e e e s svee e s snbeeeesnnres 28
PROJECT SUPPORT SERVICE: Factors influencing the SHARE pilot disinvestment project .........cccceeeciveeieciieeeecieeeeens 37
FACTORS THAT INFLUENCED DECISION-MAKING FOR SUPPORT SERVICES.......ccututtiiiiiririieririneeererererererereeereeererererenenen 38
FACTORS THAT INFLUENCED PROCESSES AND OUTCOMES OF SUPPORT SERVICES.........ouiiiiiiiieiiieieeeee e 44

REFERENCES ...ttt e e b e s s s b e s s b e s sab e s e sa b e s eabeesaae e s sabesenbaeeens 45



DATA COLLECTION: Methods and Sources

LITERATURE REVIEW

Information needs of decision-makers

Aim: To identify the information needs of decision-makers in local healthcare services to facilitate development of pilot support services

Questions: What are the information needs of clinicians and managers to support evidence-based decision making regarding the introduction or removal of technologies and clinical procedures?
How have assessments to determine these needs been conducted in the past?

Sources: Medline, CINAHL, EMBASE, LISA, LISTA and Google

Medline Search (adapted for other databases): (exp Needs Assessment/) AND (Information Dissemination/ or Information Services/ or Information Management/) limit to (English language and humans)
Google Search: (information OR evidence) AND (need OR assessment) AND (health OR nurs OR doctor OR med). Preferences were set to English language

Inclusion criteria: Articles describing information needs assessments in similar health service contexts examining how clinicians and managers make evidence-based decisions regarding the introduction or
removal of technologies and clinical practices; articles published in English from 1996

Exclusion criteria: Information needs of students; continuing professional education needs; point of care decision-making needs; assessments of information needs in resource poor health settings

Data Collection and Analysis: Inclusion, exclusion and appraisal criteria were established a priori. Studies to be reviewed by one reviewer in consultation with colleagues when necessary. Critical appraisal
relevant to study design to be conducted using standard CCE templates.

Results: No studies were found to meet the inclusion criteria. The limitations of the very specific question and narrow selection criteria were acknowledged. Earlier broad searches resulted in unmanageable
numbers of returned articles, however limiting the search returned none. Since the purpose of the review was to inform development of the support services, and not to be a systematic review providing a
definitive answer for others, a decision was made to take a pragmatic, iterative approach by accessing relevant publications already known to the project team and following up with simpler searches, pursuing
articles from reference lists, etc.

SURVEYS

Staff who made decisions about resource allocation
Aim: To identify the information needs of decision-makers at Monash Health to facilitate development of support services and gather baseline data for evaluation purposes
Participants: Staff who made decisions regarding resource allocation for technologies and clinical practices

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [1]. Questions were developed to identify current use of evidence; confidence in searching for, accessing and
appraising evidence; difficulties in using evidence and implementing evidence-based change; preferred content and format of bulletins disseminating research evidence; and preferred formats for education
and training in these areas. Some questions were adapted from Taylor et al [2].

Pretesting and piloting: The survey was pre-tested with colleagues at a co-located research institute, piloted with the SHARE Steering Committee, and refined based on feedback from these groups

Distribution: An email with an embedded link to the survey was distributed to senior staff using the Monash Health ‘All Managers’ and ‘Senior Medical Staff’ email lists. Members of these lists were asked to
forward the survey to others who made decisions about resource allocation but might not be on the list.

Data collection: Data were collected over a four week period from the time of distribution. No reminders were sent.
Analysis: Results were downloaded into Excel from the survey provider. Qualitative data from the three free text answers were copied into NVivo [3] where they were coded according to themes presented in

Michie et al [4]. Data were reviewed by two investigators to ensure agreement of coding. Discrepancies were discussed with a third investigator until consensus was reached. There were insufficient categories
in the Michie et al framework to address some of the organisational issues; additional sub-themes were created as required.

Response rate: 141 staff members responded. 118 were eligible to complete the survey having answered ‘yes’ to the screening question asking if they made decisions about resource allocation. 103
completed the entire survey. The response rate could not be calculated in the absence of denominator information; the total number of staff on the email lists and the number of additional staff to whom the
survey was forwarded were unknown.

Representativeness of sample: All programs and service sites were represented in proportions consistent with the size of the program or campus. A range of professional disciplines were represented: nursing
(28%), allied health (25%), medical (24%) and other (23%) including pharmacy, diagnostic services, corporate and clinical program management, and administration.




Pharmacists and members of pharmacy-related committees

Aim: To identify pharmacists and members of pharmacy-related committees who make, implement and/or evaluate decisions regarding pharmaceuticals and related equipment; identify those who would like
to receive training in evidence-based practice change; and their preferred formats for training

Participants: Pharmacy staff and members of pharmacy-related committees (Therapeutics, Medication Safety and Adverse Drug Reaction Committees; High Cost Drugs Working Party)

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [1]. Questions were developed to identify preferred formats for education and training and factors that
would facilitate participation.

Distribution: An initial invitation and a reminder invitation were sent one week apart. An initial mailing list of 214 Southern Health staff members was established. Email addresses were obtained from the
Pharmacy secretary, the internet and, where not available through these means, based on the standard Southern Health email format of firstname.lastname@southernhealth.org.au.

Data collection: The survey was open for 12 days.

Analysis: Results were downloaded into Excel from the survey provider. Qualitative data from the three free text answers were copied into Nvivo [3] where they were coded according to themes presented in
Michie et al [4]. Data were reviewed by two investigators to ensure agreement of coding. Discrepancies were discussed with a third investigator until consensus was reached. There were insufficient categories
in the framework by Michie et al to address some of the organisational issues; additional sub-themes were created when required.

Response rate: 60 staff members responded to the survey for a response rate of 34% (60/177). 37 email addresses bounced or addressees were on leave when the first email was sent. The reminder email was
sent to 177 staff and 2 additional staff members were on leave. 177 staff received one or both emails inviting them to participate in the survey.

Representativeness of sample: A broad range of pharmacist’s roles (including management, clinical and technical responsibilities) and all committees were represented.

Staff enrolling in an Evidence Dissemination Service
Aim: To ascertain how participants enrolling in an Evidence Dissemination Service (EDS) currently use evidence in decision-making
Participants: Staff members enrolling to participate in EDS

Design and content: An electronic questionnaire was designed and delivered using SurveyMonkey [1]. Questions were developed to identify current use of evidence; time spent in searching for, accessing and
appraising evidence; perceptions of EBP at Monash Health and features of respondent’s decision-making practice.

Distribution and Data collection: The survey was part of the enrolment process.

Analysis: Results were downloaded into Excel from the survey provider

Response rate: 46 staff members enrolled to participate in EDS during the survey period.

Representativeness of sample: Respondents represented all clinical groups and all health service programs and sites.

INTERVIEWS

Members of organisation-wide committees, representatives of approved purchasing units and individuals who made decisions about resource allocation

Aim: 1) To examine and document current processes for making, implementing and evaluating decisions and the factors that influence them (all interviewees) and 2) To identify relevant issues and pilot draft
questions for needs analysis survey (clinical program managers only)

Participants: Invitations were extended to 1) representatives of 14 committees with a mandate to make organisation-wide decisions regarding allocation of resources, 2) managers of 5 approved purchasing
units (APUs) and 3) 9 managers from one clinical program selected for its high use of health technologies.

Interview schedule: Questions were designed to identify how evidence and data were used in decision-making, implementation and evaluation and the associated barriers and enablers (all interviewees).
Additional questions were designed to identify training and support needs for decision-making, implementation and evaluation and preferred formats for delivery (clinical program managers only). These were
part of a schedule investigating organisational decision-making more broadly. The full interview schedule is available [5].

Data collection: Interviews were approximately 1 hour long. Two CCE staff members attended, one as facilitator, one as note taker. Drafts were sent to the interviewees for clarification, comment and/or
amendment as required.

Analysis: Final interview notes were analysed thematically in MS Word and Excel using the elements of the theoretical framework.
Response rate: 13 of the 14 committees, all 5 APU managers and all 9 clinical managers participated

Representativeness of sample: All but one of the relevant committees and all APUs were represented, the clinical managers selected represented Program Directors, Medical Department Heads, Nurse Unit
Managers and Quality and Risk Manager in medical and surgical sub-specialties, nursing and quality management across a range of campuses.




Staff who had undertaken projects implementing disinvestment-type activities
Aim: To learn from previous experiences at Monash Health

Participants: Invitations were extended to project managers of 10 projects that had undertaken disinvestment-type activities ie removal, restriction or replacement of TCPs in current use. Projects were
identified during the interviews with decision-makers noted above followed by a snowballing exercise with managers of projects identified.

Interview schedule: Questions were designed to explore how routinely-collected hospital data, other local data and research evidence were used in the development and implementation of projects; barriers
and enablers to successful project implementation; what staff would do again and what they would do differently [5]

Data collection: Interviews were approximately 1 hour long. Two CCE staff members attended, one as facilitator, one as note taker. Drafts were sent to the interviewees for clarification, comment and/or
amendment as required.

Analysis: Final interview notes were analysed thematically in MS Word and Excel according to the theoretical framework adapted for SHARE [6]
Response rate: Representatives of all 10 projects participated

Representativeness of sample: The process was designed to be illustrative rather than comprehensive. A range of project topics were included, no attempt was made to ascertain all possible projects.

Representatives from departments collecting, maintaining and sharing data related to TCPs
Aim: To identify current sources of data at Monash Health and the processes involved

Participants: Departments were identified by the Head of Clinical Information Management, a concept paper on knowledge transfer at Monash Health and via a snowballing technique asking respondents if
they were aware of others. Representatives of 10 relevant departments were invited to participate (Clinical Information Management, Health Information Systems, Pharmacy, Pathology, Diagnostic Imaging,
Research Directorate, Infection Control, Infectious Diseases and the Clinical Audit and Clinical Risk groups within the Quality Unit).

Interview schedule: Questions were designed to identify the data available, methods of collection and storage, utilisation in decision-making, internal and external reporting, other forms of dissemination,
strengths and weaknesses of the current system and opportunities for improvement.

Data collection: Interviews approximately 1 hour long were conducted by one CCE staff member and audio taped where possible.
Analysis: Interview data were collated in Excel and analysed thematically in Nvivo [3].
Response rate: All 10 invitees participated

Representativeness of sample: A broad range of settings were included.




NEEDS ANALYSIS: Survey of senior health service decision-makers
Note: percentages may not add to 100 due to rounding.
DEMOGRAPHICS

Question 1: Does your role at Southern Health involve decision making about introducing or changing use of technologies or
clinical practices?

Yes 118
No 23
Total 141

The 23 respondents who answered ‘No’ to this first question were not asked any further questions and thus response rates to subsequent
questions are calculated based on 118 respondents.

Question 2: What is your role at Southern Health?

Role n (%)

Nursing 33(28.0)
Medical 28 (23.7)
Allied Health 30(25.4)
Other 27 (22.9)

Respondents describing their role as ‘Allied Health’ or ‘Other’ were asked for further detail; 36 of the 57 respondents provided further
information. There was variation in how this information was provided with some people providing explicit job titles, such as Director of a
specified service and others providing a work area, such as physiotherapy.

Allied health Other

= Physiotherapists (n=6) = Program or project management (n=7)

=  QOccupational therapists (n=5) =  Director or service coordinator, administration (n=3 each)
= Speech pathologists, Podiatry (n=2 each) =  Midwifery, medical scientist (n=2 each)

=  Director (n=1) =  Pharmacist, information technology, psychology (n=1 each)

Question 3: In which Program do you work?

Program n %

Continuing Care 21 17.8
Corporate Office 5 4.2
Medicine Program 16 13.6
Mental Health Program 11 9.3
Shared Services 7 5.9
Specialty Program 9 7.6
Strategy, Performance and Planning 3 2.5
Surgery Program 6 51
Women’s and Children’s Program 15 12.7
Other 25 21.2

Those responding as ‘Shared Services’ or ‘Other’ were asked for further detail; 27 of the 32 respondents provided further information

Shared services Other
=  Pharmacy, Information Technology (n=1 each) =  Southern Metropolitan Integrated Cancer Services (n=4)
=  Pathology, Diagnostic Imaging, Site Management (n=2 = Acute program (n=3)

each)

= Community Health, acute ambulatory (n=2 each)

=  Critical care, anaesthetics, community rehabilitation (n=1 each)
=  Physiotherapy (n=4)

=  Dietetics, podiatry (n=1 each)




Question 4: At which Southern Health sites do you work?

It was recognised in piloting that some staff consider that they work equally at more than one campus and did not identify a ‘main’ site of
work. Alternatively they may have considered one site their main clinical site and another site their main administrative site. Thus
respondents could select more than one site of work and the 118 respondents gave 181 answers to this question.

Site n %

Casey 23 12.7
Clayton 71 39.2
Cranbourne 7 3.9
Dandenong 39 21.5
Kingston 15 8.3
Moorabbin 18 9.9
Other 8 44

Other sites included: Community Mental Health Sites, Jessie McPherson, Berwick Community Health Service (CHS), Pakenham CHS and
Dandenong CHS.

Summary of demographic data

We are confident that the respondents represent the range of Programs and roles at Southern Health and that the percentage of respondents
from different sites is representative of the staff numbers at different sites. Initially it was proposed that we would have a second round of
survey distribution, targeting areas, sites or Programs that were not appropriately represented however due to the adequate response rate to
initial survey distribution this was not considered necessary.

CURRENT USE OF EVIDENCE

Several questions were asked to examine the respondent’s current use of evidence, the type of evidence they use and their confidence in

finding and appraising evidence. There are two purposes to these questions:

= |t may be possible to survey this population again at a later date and see if there is any shift in self-reported use of and confidence in using
evidence.

= Reports of confidence in finding and appraising evidence will inform development of a capacity building service by giving an initial
indication of areas of course demand.

Question 5: In your decision making around introduction of or change in use if technologies or clinical practices,
approximately how often do you include evidence from research?

Frequency n %
Never 0 0.0
Rarely 9 7.6
Sometimes 24 20.3
Often 47 39.8
Always 36 30.5
Did not answer 2 1.7

Although only 30% of all respondents reported ‘Always’ using evidence in decision-making, 57% of respondents in a Medical role, 15% Nursing,
20% Allied Health and 36% Other reported ‘Always’ using evidence.

Question 6: How often do you use the following sources of information to make decisions about technologies or clinical
practices?

Source Never Rarely Sometimes Often Always Often or Total
n (%) n (%) n (%) n (%) n (%) Always

Colleagues 0(0.0) 3(2.7) 21(19.1) 58 (52.7) 28 (25.5) 86 (78.2) 110

Clinical Practice Guidelines 2(1.8) 8(7.2) 25 (22.5) 53 (47.7) 23(20.7) 76 (68.5) 111

Original research 2(1.8) 23(20.7) 31(27.9) 40 (36.0) 15 (13.5) 55 (46.6) 111

Systematic reviews 8(7.2) 28 (25.2) 24 (21.6) 38 (34.2) 13 (11.7) 51 (45.9) 111

Textbooks 11 (9.9) 25(22.5) 42 (37.8) 26 (23.4) 7(6.3) 33(29.7) 111

These were also analysed by professional role. While there were no major differences by role in the use of colleagues and clinical practice
guidelines, the use of systematic reviews ‘often’ or ‘always’ varies from 71% in Medical staff, 47% Allied Health, 37% Others to just 21% in
Nursing. Similar rates were found in the use of original research with 75% of Medical staff using it ‘often’ or ‘always’, and only 37% and 38%
for Nursing and Allied Health respectively. People from Other (clinical support, shared services) roles used original research ‘often’ or ‘always’
50% of the time.

Sixteen (13%) people identified ‘Other’ sources of information used to make decisions about technologies or clinical practices. These sources
included the professional database ‘Up to date’ (n=3) and one mention each of:

. Professional Organisations ACC, ECS, AHA



Question 7: How often do you use the following resources to find information about technologies or clinical practices?

Consumers

Society for Simulation in Healthcare listserve

Professional association meetings

Clinical meetings, scientific meetings, workshops

Members of international multicentre trial groups

Literature review from Centre for Clinical Effectiveness

Other institutions
Industry guidelines and specifications

Clinical experts

Studies in change management, supervision, panel discussions

Mentoring in-house education portfolio responsibility

Chair of Nursing Research team

Resource Never Rarely Sometimes Often Always Often or Total
n (%) n (%) n (%) n (%) n (%) Always
Internet search engines (eg Google) 4(3.6) 9(8.1) 36 (32.4) 47 (42.3) 15 (13.5) 62 (55.9) 111
Electronic databases (eg Medline) 10 (9.0) 12 (10.8) 32(28.8) 46 (41.4) 11 (9.9) 57 (51.4) 111
Guidelines websites 11 (10.0) 12 (10.9) 36 (32.7) 42 (38.2) 9(8.2) 51 (46.4) 110
Personal subscriptions to journals 22 (19.8) 15 (13.5) 33(29.7) 33(29.7) 8(7.2) 41(36.9) 111
The Cochrane Library 24 (21.6) 29 (26.1) 28(25.2) 27 (24.3) 3(2.7) 30(27.0) 111
Personal subscriptions to email listserves | 31 (28.2) 25 (22.7) 27 (24.5) 21(19.1) 6 (5.5) 27 (24.5) 110
Library hard copy journals 19 (17.3) 38 (34.5) 41 (37.3) 11 (10.0) 1(0.9) 12 (10.9) 110

The most frequently used resource for finding information is the internet with 55.9 percent of respondents often or always using search

engines such as Google. Also highly used are electronic databases such as Medline (51.4%) and guidelines websites (46.4%). Though the
previous question showed that 45.9 percent of respondents used systematic reviews for decision making only 27 percent of respondents
always or often used the Cochrane Library.

Cochrane Library Never or rarely n (%) Sometimes n (%) Often or always n (%) Total
Nursing 18 (55) 9(22) 5 (15) 32
Medical 9(32) 8(28) 11 (39) 28
Allied Health 13 (43) 7 (29) 9 (30) 29
Other 13 (48) 4(18) 5(19) 22
Total 53 (48) 28 (25) 30 (27) 111

Clear professional differences were observed at this level with more than half (55%) of Nursing respondents ‘rarely’ or ‘never’ using the
Cochrane library, while more than two-thirds (67%) of Medical staff report using it ‘sometimes’, ‘often’ or ‘always’.
as Medline and PubMed also identify systematic reviews.

However, resources such

Sixty-five percent of Medical staff use other electronic databases of research ‘often’ or ‘always’ versus only 34.4 percent of Nursing staff.

Thirteen people (11% of respondents) identified other resources for finding information. Other included:

Library e-journals (n=2)
Conferences (n =2)

Professional association meetings

Clinical meetings, scientific meetings, workshops

Through web-based updates to all current clinical trials on which our patients are enrolled

Up to date

Information from other professional bodies involved in the same program type

Drug company trial information
Guidelines from professional bodies
Research Centres - Heart

Company with technology

Again, the small number of respondents answering ‘Other’ means it is difficult to conclude anything about these sources and how important

they are to the decision makers. It should be noted that information direct from the company may contain a bias and it is unknown how many

professional association meetings, and other meetings and workshops are sponsored by pharmaceutical or medical equipment companies.




Question 8: How confident are you in the following:

Very or Quite Very Quite Moderately Not very Not at all Don’t | Total
confident confident | confident confident confident | confident | know n
n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Searching for evidence (eg using
Medline to conduct a search) 57 (51.8) 22(20.0) | 35(31.8) 29 (26.4) 15 (13.6) 6 (5.5) 3(2.7) | 110
Accessing the evidence (eg finding 55 (50.0) 25(22.7) | 30(27.3) | 33(30.0) | 15(13.6) | 6(55) | 1(0.9) | 110
a full text copy of the article)
Using the evidence to make 51(46.4) 13(11.8) | 38(345) | 41(37.3) | 16(145) | 2(1.8) | 0(0.0) | 110
decisions
Implementing changes based on 50 (45.5) 13(11.8) | 37(33.6) | 44(400) | 12(109) | 4(36) |0(0.0) | 110
the evidence
Appraising the evidence (eg
assessing the quality of the study) 37(33.6) 9(8.2) 28 (25.5) 39 (35.5) 26 (23.6) 7 (6.4) 1(0.9) | 110

Whilst the level of any confidence (moderately, quite or very confident) regarding the searching for, accessing, appraising and using evidence
and implementing changes based on the evidence is relatively high (up to 85%) the proportion of people with higher levels of confidence (very
or quite confident) drops to approximately 50 percent, and the proportion who are very confident is around 22 percent and lower. Only 34
percent of respondents were very or quite confident at appraising the evidence and 30 percent had little or no confidence at appraising the
evidence. These confidence scores represent obvious opportunities for training and knowledge improvement.

There appears to be role differences in searching for evidence with 46.4 percent of Medical staff feeling ‘very confident’, but only about 10
percent in Nursing and Allied Health (9.7%, 10.3% respectively). Similar proportionate differences remain when “very confident’ responses are
combined with ‘quite confident’, and persist in all remaining option responses.

Question 9: How confident are you at assessing these aspects of a published paper?

Very or Quite Very Quite Moderately Not very Not at all Don’t | Total
confident confident | confident confident confident | confident | know n
n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Relevance to your situation 50 (45.9) 17 (15.6) 33(30.3) 47 (43.1) 10 (9.2) 0(0.0) 2(1.8) | 109
Study design 34 (31.2) 14 (12.8) 20 (18.3) 35(32.1) 31(28.4) 5 (4.6) 4(3.7) | 109
Influence of bias 30 (27.5) 8(7.3) 22 (20.2) 32(29.4) 40 (36.7) 3(2.8) 4(3.7) | 109
Adequacy of sample size 26 (23.9) 10(9.2) 16 (14.7) 38 (34.9) 34 (31.2) 7 (6.4) 4(3.7) | 109
Trustworthiness of an article 24 (22.0) 6 (5.5) 16 (14.7) 47 (43.1) 32(29.4) 5 (4.6) 3(2.8) | 109
Statistical tests / principles 15(13.8) 8(7.3) 7 (6.4) 27 (24.8) 49 (45.0) 15(13.8) | 3(2.8) | 109

Whilst 34 percent of respondents to question nine were confident in appraising the evidence, when asked about their confidence at assessing
specific aspects of quality the confidence levels drop. Though 46 percent of respondents are very or quite confident at assessing the relevance
of an article to their situation, only 14 percent are equally confident at assessing the statistical tests and principles applied in the article.
Overall, only 22 percent are very or quite confident at assessing the overall trustworthiness of an article.

After combining responses for ‘quite’ and ‘very confident’, Medical staff report significantly higher levels of confidence for all aspects of
assessing a published paper.

Again, as with the results for question nine, these results indicate a clear opportunity for further training to improve knowledge and
confidence.

DIFFICULTIES WITH USING EVIDENCE AND IMPLEMENTING EVIDENCE-BASED CHANGE

Respondents were invited to reply to the following two open ended statements and responses to these statements were analysed thematically.
However, each theme is not mutually exclusive.

Question 10: Please describe any difficulties you have with searching for, accessing and appraising evidence from the research
literature and using this evidence in decision making around technologies and clinical practices.

Sixty-one people answered this open-ended question.

While the question was specifically aimed at problems people encountered searching, accessing, appraising, and using research literature,
themes arose around more generic issues with incorporating research into everyday practice and decision making. These are:

=  Environmental context and resources; including information inaccessibility, person and their environment, material resources (availability
and management), and time (n = 42)

= Skills (n =26)

=  Knowledge; including gaps in evidence (n = 14)

= Social influences; difficulties accessing support, and conflicting/ competing demands (n = 4)
=  Professional role, identity and boundaries (n = 4)

=  Beliefs about capabilities; professional and self-confidence (n = 3)

=  Emotion; mainly fear (n=1)




“The difficulty lies in the time required to do a comprehensive literature review. My other concern is accessing help and advice in writing up a
literature review. When | have requested help in this area before, | have been told that we don't have the resources to assist me with this. |
would like to improve my skills in writing literature reviews and without being tied to a research degree through a university there doesn't
seem to be obvious support for a clinician such as myself.”

“Time. No time allocated to access, review or to develop an evidence-based model to implement into practice.”
“Difficulty understanding the trustworthiness of what | am reading as | do not understand the statistics and limited knowledge of bias.”

“So much information, not sure how to narrow it. Worried that I’'ve missed an important piece of information that might completely change
the decision making process.”

Question 11: Please describe any difficulties you have with implementing evidence-based practice changes.
Fifty-nine people answered this open-ended question.

Respondents identified a number of common change management problems, as well as some specific to Southern Health. These are (from
most cited to least):

= Social influences; further divided into organisational culture/climate, conflict/competing demands, organisational structure, change
management, team working, lack of support, negotiation, organisational commitment/alienation, power/hierarchy (n = 49)

=  Environmental context and resources; including information inaccessibility, person and their environment, material resources (availability
and management), and time (n =31)

=  Emotion; resistance to change, and negative affect (n =10)
= Skills (n=7)
=  Knowledge; including gaps in evidence (n =6)

= Behavioural regulation; including difficulties with feedback, implementation intention, moderators of intention-behaviour gap, and project
management (n = 5)

=  Professional role, identity and boundaries (n = 4)
=  Nature of the behaviours (n = 4)

=  Motivation and goals (n = 2)

= Beliefs about consequences (n =1)

“Things move very slowly - everyone is busy. Difficult to get others around to help with implementing change. We have good ideas, but
getting everyone to work together on a project to achieve a real outcome is extremely difficult. Lots of different skill levels, and different level
of priority placed on being evidence based. To do things properly takes time and most people just want to tick something off their list and cut
corners - very frustrating.”

“Staff resistance, budget, resources, the size of the organisation and difficulty in getting even minor changes approved. Knowing which
evidence-based practice is the one to use.”

“Cost of these changes and sourcing the necessary equipment. Time constraints, medical acceptance/culture - this is the way we do things.”

“Southern Health is a very large organisation. Disseminating information and influencing culture change can be difficult. More resources need
to be developed for communication strategies across the organisation. For example not all staff have access to email. Not all staff have access
to computers. It is difficult to ensure the governance around decisions made because you cannot ensure ALL staff are aware of changes. Shift
work, sick leave, part-time staff are difficult to get too. Some issues that affect multiple disciplines such as falls prevention are not adopted in
some areas as easily as others.”

EVIDENCE SERVICE

Southern Health is exploring the establishment of an evidence service that would disseminate new information about technologies and clinical
practices. Questions were asked about what type of information clinicians and managers might like to receive and in what format.

Question 12: When making decisions about health care technologies or clinical practices, what research information would
you like to have available? (Respondents were invited to choose as many as applied).

Information Type n %
Critical appraisals of primary research 88 83.0
Full text of secondary research (eg. evidence-based guidelines, systematic reviews) 83 78.3
Critical appraisals of secondary research 79 74.5
Full text of primary research (eg. clinical trials) 73 68.9
Abstracts of primary research 50 47.2
Abstracts of secondary research 44 415
Other 7 6.6
Total response 106 100.00

Other included: consumer perspectives, case-studies of other health services, web-access to journals, professional guidelines and web-access
for participation in group wide trials



Question 13: What focus would you prefer the research information you receive to have? (Respondents were asked to rank
at least three preferences with 1 being the most preferred option.)

1 2 3 4 5 6
n (%) n (%) n (%) n (%) n (%) n (%)

Condition specific information (eg. Diabetes) 25(23.8) | 26(25.2) | 18(17.5) | 7(13.0) 8(20.0) 3(21.4)
Professional group information (eg Emergency Department Nursing) | 23 (21.9) | 25(24.3) | 17 (16.5) | 8(14.8) 6 (15.0) 0(0.0)
Program relevant information (eg. Mental Health) 21(20.0) | 20(19.4) | 26(25.2) | 16(29.6) 2 (5.0) 0(0.0)
Organisation wide information (eg. Infection Control) 15(14.3) | 14 (13.6) | 15(14.6) | 14 (25.9) | 16 (40.0) 1(7.1)
Unit relevant information (eg. Monash Newborn Services) 13 (12.4) | 18(17.5) | 26(25.2) | 9(16.7) 8(20.0) 2(14.3)
Other 8(7.6) 0(0.0) | 1(0.97) | 0(0.0) 0(0.0) | 8(57.1)
Total 105 103 103 54 40 14

Other Included:

. Consumer initiated, focused and developed research
=  International relevance

= Focus needed depends on the task

= Skill or procedure specific e.g. bed management

Question 14: In what format would you prefer to receive information from research? (Respondents were asked to rank at
least three preferences with 1 being the most preferred option.)

1 2 3 4 5 6 7
n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Short pdf attachment to an email (eg titles and

hyperinks| 33(32.4) | 19(18.8) | 26(25.5) | 5(11.9) | 0(0.0) 0(0.0) 0(0.0)

Long pdf attachment to an email (eg titles, abstracts

and hyperinks) 26(25.5) | 22(21.8) | 11(10.8) | 8(19.0) | 2(6.3) | 3(10.7) | 0(0.0)

Email with titles and embedded hyperlinks 18 (17.6) | 26(25.7) | 21(20.6) 2 (4.8) 7 (21.9) 4(14.3) 0(0.0)

Searchable database 18(17.6) | 13(12.9) | 19(18.6) | 12(28.6) | 6(18.8) | 7(25.0) | 1(7.7)

Short paper-based newsletter (eg titles and web

~ddresses) 4(3.9) | 14(13.9) | 13(12.7) | 9(21.4) | 6(18.8) | 5(17.9) | 1(7.7)

Long paper-based newsletter (eg titles, abstracts and

web addresses) 2(1.9) 6(5.9) 9(8.9) | 6(14.3) | 11(34.4) | 12(42.3) | 4(30.8)

Other 1(1.0) 1(1) 3(2.9) 0(0.0) 0(0.0) 0(0.0) | 7(53.9)

Total 102 101 102 42 32 28 13

Based on first preferences the most preferred format for receiving information from research was as a short PDF attachment, followed by a
long pdf attachment. An email with titles and hyperlinks and a searchable database were equally the third most preferred methods.

When first and second preferences were combined short pdf attachments, long pdf attachments and emails with embedded hyperlinks remain
the most preferred options.

Other included:

= Short summaries about the article and main findings and then a link to the full article (like Medscape email alerts)
= Lectures and/or in-services

= Website

= Full text review articles by well-respected authors

= Workshops regarding methods eg. statistics, database development

EDUCATION AND TRAINING SERVICE

In addition to disseminating evidence, Southern Health, recognising that some staff may require assistance in making the best use of evidence,
intends to provide support through education and training. Questions were asked about preferences regarding options for an education and
training service.



Question 15: If we were to develop an education service to assist you in searching for, understanding and using research
information to make decisions how would you prefer to participate? (Respondents were asked to rank as many options as
they liked, with 1 being the most preferred option.)

1 2 3 4 5 6
n (%) n (%) n (%) n (%) n (%) n (%)
Self-paced online tutorials 36 (36.0) 11 (11.3) 14 (15.2) 10 (18.2) 15 (29.4) 3(7.1)
Interactive workshops (eg % to 1 day) 21(21.0) 24 (24.7) 9(9.8) 10 (18.2) 6(11.8) 0(0.0)
Short courses (eg 1 to 3 days) 20 (20.0) 23 (23.7) 23 (25.0) 8(14.5) 3(5.9) 5(11.9)
Lecture series (eg 1 hour per week for 10 weeks) 14 (14.0) 16 (16.5) 16 (17.4) 9(16.4) 13 (25.5) 6(14.3)
Journal club 6 (6.0) 11 (11.3) 8(8.7) 11(20.0) | 8(15.7) | 16(38.1)
Printed workbook 3(3.0) 12 (12.4) | 22(23.9) | 7(12.7) 6(11.8) | 12(28.6)
Total 100 97 92 55 51 42

Based on first preferences the most preferred form of education to aid in searching for, accessing and appraising evidence was a self-paced
online tutorial, followed by an interactive workshop and then a short course.

When first and second preferences are combined self-paced online tutorials remain the preferred teaching method followed very closely by
interactive workshops and then short courses.

When combining first and second preference by role, Medical staff prefer self-paced online tutorials, Nursing interactive workshops, and Allied
Health short courses. Other staff hold a preference equally for lecture series and interactive workshops.

Question 16: If we were to develop a service to train you to implement evidence-based change, how would you prefer to
receive this training? (Respondents were asked to rank as many options as they liked, with 1 being the most preferred
option.)

1 2 3 4 5
n (%) n (%) n (%) n (%) n (%)
Interactive workshops (eg % to 1 day) 35(34.3) 23 (24.0) 15 (16.5) 7 (11.5) 4(6.7)
Self-paced online tutorials 31(30.4) 14 (14.6) 16 (17.6) 19 (31.1) 13 (21.7)
Short courses (eg 1 to 3 days) 23 (22.5) 25 (26.0) 19 (20.9) 11 (18.0) 6 (10.0)
Lecture series (eg 1 hour per week for 10 weeks) 9(8.8) 19 (19.8) 25 (27.4) 8(13.1) 18 (30.0)
Printed workbook 4(3.9) 15 (15.6) 16 (17.6) 16 (26.2) 19 (31.7)
Total 102 96 91 61 60

Based on first preferences the most preferred was an interactive workshop, followed closely by self-paced online tutorial, then short courses.

When first and second preferences were combined the most preferred teaching method was interactive workshops, followed by short courses
and then self-paced on-line tutorials.

Again, Medical staff have a preference — when combining first and second preferences — for self-paced online tutorials, however Nursing, Allied
Health and Other all prefer interactive workshops, while Nursing staff equally prefer short courses.

Additionally, respondents were given the opportunity to suggest any other teaching methods that should be considered. Five people gave
suggestions including; site-based mentoring, mentoring with clinicians of similar experience but in different disciplines, and a remote support
service.

RESPONDENTS’ ADDITIONAL THOUGHTS

Respondents were given the opportunity, through the open ended question ‘Is there anything else you would like us to know?” to comment or
provide additional information on any of the topics covered in the survey.

Fifteen people provided additional comments which were thematically analysed. The main themes to emerge are that:
=  People want training and support

=  The Southern Health website is difficult to use and it is hard to find relevant information

=  Hard to find out if others in Southern Health have already done similar work — lack of resource/information sharing

= Evaluation of IT components is complex and time consuming



NEEDS ANALYSIS: Survey of pharmacists and members of pharmacy-related committees

At which Southern Health site do you work? (please select all that apply)

Site Response
Clayton or Jessie McPherson 41
Casey or Cranbourne Integrated Care 6
Dandenong 16
Kingston 3
Moorabbin 5
Total respondents 60
Total responses 71

What is your role at Southern Health in relation to pharmaceuticals? (please select all that apply)

Role Response
Adverse Drug Reaction Committee member 3
High Cost Drugs Working Party member 2
Medication Safety Committee member 7
Therapeutics Committee member 9
Clinical Drug Trials pharmacist 2
Clinical pharmacist 32
Outpatient / Discharge Services pharmacist 16
Pharmacy management 6
Pharmacy technician 2
Quality Use of Medicine and related areas pharmacist 6
Sterile Product Services pharmacist 7
Other 7
Total respondents 60
Total responses 93

Other included chairperson of research planning group (1), senior medical staff (1), clinician (1), therapeutic drug monitoring committee
chairperson (1), compounding and drug distribution (1) and outreach pharmacist (2).

What is your role at Southern Health with relation to the pharmaceutical decision making process? (please select all that
apply)

Role Response
| source and appraise evidence to support change in practice 15

I am involved in making decisions regarding introduction or change in use of pharmaceuticals 19
and related equipment

| implement practice change 22

| evaluate practice change 16

I do not currently do any of the above but expect to in the future 16

| do not currently do any of the above nor do | expect to do so in the future 8
Total respondents 58

Would you be interested in receiving training in any of these areas? (please select all that apply)

Topic Response
Sourcing and appraising evidence to support changes in practice 35
Using evidence to inform decision making 45
Implementing practice change 43
Evaluating practice change 44
| am not interested in training in any of these areas at this time 4
Total respondents 58

Interestingly, although eight people felt they were not currently involved in the pharmaceutical decision making process nor did they expect to
become involved in the future, four were still interested in some sort of training.



If we were to develop an education service how would you prefer to participate in training in the following areas:

Searching for, understanding and using information in decision making

Method Combined 1t and First preference Second preference
ond
Interactive workshops (eg 7 to 1 day) 24 9 15
Short course as a series (eg % day per week for 4 weeks) 22 7 15
Self-paced on line tutorials 21 14 7
Short course as a block (eg 2 days) 20 14 6
Lecture series (eg 1 hour per week for 10 weeks) 9 6 3
Printed workbook 7 2 5
Journal club 2 1 1

Implementation of evidence based practice change

Method Combined 1t and 2 First preference Second preference
Interactive workshops (eg 7 to 1 day) 29 16 13
Short course as a block (eg 2 days) 24 13 11
Short course as a series (eg ¥ day per week for 4 weeks) 15 7 8
Self-paced on line tutorials 15 10 5
Printed workbook 9 3 6
Special Interest group 6 3 3
Lecture series (eg 1 hour per week for 10 weeks) 5 1 4

Evaluation of evidence based practice change

Method Combined 15t and 2 First preference Second preference
Interactive workshops (eg 7 to 1 day) 23 15 8
Short course as a block (eg 2 days) 23 11 12
Short course as a series (eg % day per week for 4 weeks) 18 7 11
Self-paced on line tutorials 14 10 4
Printed workbook 13 4 9
Lecture series (eg 1 hour per week for 10 weeks) 7 2 5
Special Interest group 5 4 1

What would encourage your participation in any training courses?

This was a free text question. Forty one responses were received and these have been groups according to theme. Some answers may have

had more than one theme.

Theme

Responses

Time: Time to attend (4), Study leave (3), Rostered time/backfill of normal duties (11)

18

Support: Organisational/management (6), Financial (2)

Courses held in normal working hours

Official recognition via CME, professional development credit etc

Flexibility of times and locations

Ability to use skills immediately after course

Career path within pharmacy to enable use of newly acquired skills

Sufficient notification of courses to enable planning to attend

Follow up support to aid in using new skills

Workplace incentives

Minimal travel

Easy parking

Pay rise

Food
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NEEDS ANALYSIS: Survey of staff enrolling in an Evidence Dissemination Service

Q1. How did you hear about the Evidence Dissemination Service

| saw it in the CEs newsletter 8
| saw it advertised in the front intranet page 18
| saw a poster in the hospital 4
| was referred by a colleague 8
| work at another health service and a Southern Health employee referred me 0
Other 3
Missing Answers 5
Total 46

Other, please specify: direct email notification, was a part of the pilot phase, electronic newsletter, Received MMC email

Q2. What is your role at Southern Health?

Nursing 13
Allied Health 16
Medical 7

Other 10
Total 46

If Allied Health or Other, please specify: Physiotherapy 6, Occupational therapy 3, Strategic Planner/Manager SMICS 1, Pharmacy 2, Quality
1, Social work 1, Clinical psychologist 1, Speech pathology 1, Project Manager 2, Administrative 1, CCE 1

Q3. In which Program do you work?

Continuing Care

Corporate Office

Medicine Program

Mental Health Program

Support Services

Specialty Program

Strategy, Performance and Planning

Surgery Program

“u N PR NN NP

Women’s and Children’s
Other

=
w

Missing Answers 1
Total 46

If Support Services or Other, please specify: Nursing & Midwifery Education & Strategy, Research/Theatre, SMICS, Critical Care, Imaging
guided therapy, Care in Context - HARP Program, SACS, General medicine, Capital Projects, Pharmacy, Anaesthesia, Ambulatory and
Community Care, CCE

Q4. At which Southern Health sites do you work?

Kingston 5
Moorabbin 6
Clayton 24
Dandenong 8
Casey 5
Cranbourne Integrated Care 2
Other 5
Total 46

Other, please specify: All sites, Pakenham, Yarraman, Middle South CCU, Berwick

Q5. Does your role involve decision making about introducing or changing use of TCPs?

Yes 33
No 12
Missing Answers 1

Total 46




Q6. In your decision making around TCPs, approximately how often do you include evidence from research?

Never

Rarely

Sometimes 10
Often 10
Always 12
Missing Answers 14
Total 46

Q7. How often do you use the following resources to find information about technologies?

Never Rarely Sometimes Often Always Total
Personal subscription to journals 6 1 9 10 4 30
Personal Subscriptions to email list services 9 4 8 3 3 27
Library hard copy journals 3 7 15 2 1 28
The Cochrane Library 2 2 13 8 3 28
Other electronic databases of research 0 5 5 10 9 29
Guideline websites 1 8 12 4 6 31
Internet 0 1 12 11 7 31
Other 3 0 4 1 1 9
Missing Answers Total 14

Other, please specify: senior clinical staff, trade displays / meetings, conferences, in-service, other hospital guidelines, conferences

Q8. During the last 6 months, what is the average time you spent including information from research in your decision-making. Please
indicate how long, on average, you spent searching for, accessing and appraising this information?

<30 minutes 30-60 minutes  60-90 minutes 90-120 minutes >120 minutes Total
Searching 4 6 6 1 15 32
Accessing 5 6 5 2 12 30
Appraising 3 6 8 1 12 30
Missing Answers 14

Q9. Please rate your agreement with the following statements about evidence-based practice (EBP).

Strongly Disagree Disagree Agree Strongly Agree Don’t know Total

Southern Health promotes the use of EBP 0 4 15 20 2 41
| believe EBP takes too much time 5 20 8 5 3 41
I know where to get Southern Health data for my decisions 3 14 19 1 41
| believe new medical technology does not require rigorous 19 18 1 4 0 42
evidence to be introduced into clinical practice
| have access to research findings in my workplace 2 7 24 8 0 41
| believe EBP results in the best clinical care for patients 0 1 17 20 2 40
Southern Health facilitates employee’s use of evidence in 1 8 24 3 4 40
decision making for TCP change
| believe EBP is difficult 3 22 12 2 3 42
| believe that in the absence of research evidence EBP can 3 14 14 3 7 41
still be applied to decision making about TCPs
Missing Answers 4
Q10. Please indicate how frequently you do the following

Never Rarely Sometimes Often Always Total
| consult a range of information sources 4 0 10 18 8 40
I include the views of consumers in my decision making 5 7 9 16 4 41
| use EBP guidelines or systematic reviews to change clinical 4 1 15 20 2 42
practice where | work
| evaluate outcomes of practice change 2 7 13 15 4 41
| use evidence (research, clinical expertise, consumer 2 0 15 18 7 42

preference) to change my clinical practice

Missing Answers 4




NEEDS ANALYSIS: Interviews with program, department and unit heads

The aim of this exercise was to pilot questions specifically for the Capacity Building Service with a small sample of decision-makers; 8 staff
members were interviewed, 3 nursing staff, 4 medical and 1 support staff member.

What are the challenges to implementation?

Reach

=  Dissemination to floor staff and night shift

= Limited access to computers for floor (nursing) staff

Buy-in

=  Must involve everyone/ encourage broad buy-in. This will mean going to ward meetings etc

=  Need to align values/aims b/w different parts of the hospital. Eg, hospital administrators care about finance, risk management and
clinicians care about patients.

=  Engage clinical champions

Resources

. Fit into existing processes and operational capacity

= Requires separate portfolio to implement each area

= Extra resources for training and credentialing

= Lack of program budget to implement

=  Staff are already overworked: time to implement would be an issue
. Resources and support for training

Authority/ accountability

=  Not a decision for NUMs

=  There are issues about who is able to make decisions about technologies in other areas when they have no clinical knowledge **

= Will need to tailor framework to different levels of decision making eg. legislative requirements are the responsibility of the Quality
Manager

Staff resistance
Paperwork/documentation
= Doesn’t want to see excessive paperwork — must be user friendly and quick and easy to refer to eg. flowcharts

=  Long application forms are a no-go. Generic forms get peoples’ backs up so need to be tailored to specific cases so people can see the
benefit of it

Communication Approach

= Need to focus on the way the message is sold and that people are made to feel part of the solution. Mandating a framework won’t work.
Need to present data re existing issues, and talk about how and why they have come about. This is then moved toward a potential
solution

=  Don't use jargon — don’t talk like management

Scope

=  Should be limited to certain, larger decisions

What support would be needed for implementation?
Tailored support

=  Would be ward/department-specific

= Generic forms get peoples’ backs up so need to be tailored to specific cases so people can see the benefit of it
. Posters

= Flowcharts (simpler than lengthy documents)

Training and Communication

= Computer skills (depending on the area)

= Must include really good communication

=  Education/training as to why and how folk should use it. Also explain the research behind it and the benefits to both the individual and
the organisation as a whole.

= Practical training will be needed to show people how to access data

= With regards to data - Must be sure to define the importance and relevance to people about what to do and why in order to get buy in
Scope (Integrated approach)

= Whole-of-unit focus so as to maximise skill sets and capacity

= Can’t expect just one person to implement



= QOrganisation-wide focus for buy-in
Resources
=  Need to create new positions to implement a framework

=  Make ANUM and Junior registrar responsible for this — ie take some of their EFT. Learning about ‘core business’ (clinical risk) should
happen earlier rather than later

= Additional assistance may be required from services such as CCE, the corporate office, ethics, and the strategy office

=  Would require financial resources / backfill

=  Separate, paid, non-clinical time (easier for NUMs)

=  Would need additional EFT for project management as programs and units don’t have spare people.

. [Some interviewees would prefer funds are spent on units to help them improve internal processes for clinical practice or research]
Documentation

= People will want templates or definitive documents with hints for using/completing. Documents must be succinct and use simple, plain
language

What support or training is needed for decision making?
Three people said they didn’t need any.

= One has an operations manager who can do it

=  Already aware of how these processes work, and try to do it
Areas for support include

=  Evidence (n =4)

= QOperational capacity

=  Training and credentialing

=  Financial implications (n = 3)

= Access and equity

= Legislative requirements (emphatic)

= Ethics

= Risk analysis (n = 2)

= Conflict of interest

= Fit with strategic plan (n = 2)

=  Analysing and using data (n = 5)

= Culture change/ change management*

Will depend on the unit, profession and topic

= Med staff have more knowledge in reviewing evidence

= Risk analysis could be assisted by quality manager

What form of support is preferred?

Online training (n = 5)

= Electronic forms with ‘hints’

=  Self-paced resources are better for time poor clinicians

=  Courses and resources

= One person specifically said they didn’t want online

=  Application guides on intranet which include links. Would include the ‘nuts and bolts’ of how to make applications at SH
Short course / workshops (n = 3)

= Can be easier to block out chunks of time

= Atallsites

= Group learning has worked well in the past

=  Good to work at the coalface

= Verbal discussion in group context can be good as it acts as peer support
Buy-in

=  Need to get the main players to attend any workshops etc

=  Need to tell some people (key decision-makers) that it is mandatory. If they think this is optional they won’t do it.

“Always easier to get nurses to do training than doctors”



Discussion

Support for decision-making was needed in the areas of ‘evidence’ and ‘analysing and using data’. Other areas requiring support were rated
(from highest to lowest) as

=  Financial implications

= Fit with Strategic Plan

= Risk analysis

. Legislative requirements

Three of eight respondents indicated they did not want or need support, while those who indicated a need for support stressed the need for it
to be tailored to units’ and professional needs.

Support for implementation primarily concentrated on education and training initiatives and increased resources. Computer skills and using
data were two key examples of training needs while most suggestions for increased resources focused on EFT. Some comments regarding
resource use include

= Making Assistant Nurse Unit Managers and Junior registrars responsible for implementation. “Learning about ‘core business’ (clinical risk)
should happen earlier rather than later”.

= Additional assistance may be required from services such as CCE, the corporate office, ethics, and the strategy office.
= “Separate, paid, non-clinical time” should be set aside. This was considered easier for Nurse Unit Managers to organise than medical staff.

Respondents also stressed the importance of tailoring support, and ensuring that any new documentation is specific, easy to use and quick to
complete. Interviewees also commented that implementation should take place across the organisation and an integrated approach to
communication efforts should focus on creating buy-in.

Most respondents (five of eight) indicated their preference for online resources as their preferred form of support. This included online forms
with hints, application guides with links to other resources and include the “nuts and bolts” of how to make applications at Southern Health.

Three of eight interviewees preferred short courses and workshops as a methods for support, as some thought it easier to block out chunks of
time for learning and sharing. One interviewee observed that “group learning had worked well in the past” with another commenting that
“verbal discussion in group contexts can be good as it acts as peer support”.

All interviewees commented that to get any form of support, effort was needed to create buy-in.



NEEDS ANALYSIS: Differences between professional groups

In their systematic review of information needs and information-seeking behaviour, Clarke and colleagues (2013) note the
need for further investigation of the differences between health professional groups.! There were notable differences
between medical, nursing, allied health and management/support groups in our study.

The interviews identified that medical and nursing staff make different types of decisions; nurses made more decisions
about changing policies and protocols and fewer decisions regarding large equipment purchases and doctors reported the
reverse. This is also reported by others.? Research evidence and local data were valued in decision-making for both
groups; however nursing staff reported the use of local data more often than medical staff and medical staff noted the
use of research evidence in guiding decisions more often than nurses. Further details are reported elsewhere.?

The surveys found that medical staff used systematic reviews and original research and accessed health databases and
the Cochrane Library more often than nurses, and had higher levels of confidence for all aspects of finding, appraising and
using evidence in decisions. Allied health staff came somewhere between the two for most findings. Further details are in
the needs analysis findings above. These findings are consistent with others ¥*° but also in contrast to the review by
Younger (2010) who found no significant differences.®

When selecting a preferred format for education in searching for, accessing and appraising evidence medical staff
preferred self-paced online tutorials, nurses interactive workshops (eg % to 1 day), allied health staff short courses (eg 2-3
days) and the management/support staff had equal preference for lecture series (eg 1 hour per week for 10 weeks) and
interactive workshops. The preferred formats for education in implementation of change were slightly different with
medical staff still choosing self-paced online tutorials but nursing, allied health and other staff all preferring interactive
workshops.

1 Clarke MA, Belden JL, Koopman RJ, Steege LM, Moore JL, Canfield SM et al. Information needs and information-seeking
behaviour analysis of primary care physicians and nurses: a literature review. Health information and libraries journal.
2013;30(3):178-90. d0i:10.1111/hir.12036.

2 O'Leary D F, Mhaolrunaigh SN. Information-seeking behaviour of nurses: where is information sought and what processes are
followed? Journal of advanced nursing. 2012;68(2):379-90. d0i:10.1111/j.1365-2648.2011.05750.x.

3 Harris C, Allen K, Waller C, Hille V. Sustainability in Health care by Allocating Resources Effectively (SHARE) 3: examining how
resource allocation decisions are made in a local healthcare setting BMC health services research. 2015;(Details TBA).

4 Solomons NM, Spross JA. Evidence-based practice barriers and facilitators from a continuous quality improvement perspective:
an integrative review. Journal of nursing management. 2011;19(1):109-20. d0i:10.1111/j.1365-2834.2010.01144..x.

5 Hider PN, Griffin G, Walker M, Coughlan E. The information-seeking behavior of clinical staff in a large health care organization.
Journal of the Medical Library Association : JMLA. 2009;97(1):47-50. doi:10.3163/1536-5050.97.1.009.

6 Younger P. Internet-based information-seeking behaviour amongst doctors and nurses: a short review of the literature. Health
information and libraries journal. 2010;27(1):2-10. doi:10.1111/j.1471-1842.2010.00883.x.
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DATA SERVICE: Interviews with staff responsible for collecting, maintaining and sharing data

Data sources

A total of 38 databases were identified by CIM; only those most relevant to organisational decision-making for resource allocation for TCPs
were explored. A number of smaller databases for projects, audits or department-specific purposes were known to exist, however the extent

to which data was stored and made accessible to others was unknown.
Representatives of 10 relevant departments/units were interviewed.

Table 1: Who has what data?

Clinical Information Management (CIM)
= Hospital activity data (separations) and reports
= |npatient, outpatient, Emergency Department, theatre
= Waiting lists for elective surgery and mental health
= Some costing data

Pathology
= |npatient and outpatient data
= Demographic data
= Episodic testing and results
= Billing information reported to Medicare

Health Information Systems (HIS)
=  Patient record data eg demographic data, ICD 10AM codes,
diagnosis (DRGs), medical history
= Waiting lists for inpatient admissions and elective surgery
= Emergency Department admissions
= Freedom of Information and Third Party

Research Directorate
= Research project and audit information, includes legal,
financial, ethics etc
= Serious Adverse Events

Clinical Risk, Quality Unit

= Riskman data
- patient incidents
- staff near misses and incidents
- visitor near misses and incidents
- equipment
- complaints

= Medical Emergency Team (MET) and Code Blue (resuscitation)

calls
= Coroner’s information
= (Clinical Review Panels

Infection Control

= Hospital-acquired infections eg MRSA/VRE

= Surgical site infections for high risk patients (cardiac,
caesarean section, colorectal)

= Line infections in intensive care units

= Hand hygiene

=  Flu vaccinations

= Staphylococcal bacteraemia

= Needle-stick injuries

Clinical Audit, Quality Unit
= (Clinical audits on organisation-wide quality areas
- Medical record documentation
- Medication Safety
- Consent
= Hospital-wide indicators (from HIS data)

Infectious Diseases
= Notifiable diseases
= National antibiotics usage and surveillance program
= Cystic fibrosis database
= Microbiology data
= Antimicrobial resistance (AGAR)

Diagnostic Imaging
= Episodic patient data: Radiology information system (RIS) and
Picture archiving and communications systems (PACS)
= |npatient and outpatient data
= Three Cs (correct patient, correct procedure, correct site)
= Emergency Department procedures
= Source data
=  Waiting times
= Interventional clinical data
= Public and private patient numbers
= Turnaround times
= Key performance indicators
= Number of incomplete procedures and not recorded data

Pharmacy

= Adverse Drug Reactions
= Patient discharge and dispensing data
= Do not have data for individual inpatients but do have
- 5100 data (expensive, government funded)
- Expensive drugs
- Individual use eg lotions, inhalers, etc
- Some antibiotics
- Sterile products
= Special Access Scheme (for medications not approved by the
Therapeutic Goods Administration for use in Australia)
= All drugs leaving pharmacy — legal requirement of the DPCS
Acts and Regulations and the Schedule for the Uniform
Scheduling of Drugs and Poisons (SUSDP)
= Non-PBS claims or ‘off-label’ items

Different types of data

= Aggregates and descriptive data of hospital activity (inpatient numbers, bed days etc)

= Patient Information

= Qutcome data from projects and patients (eg SDR)

= Audit and primary research results relevant to Southern Health
= Qualitative data

= Performance information (eg financial)

Data collection and storage

Data can be collected routinely for all relevant patients or practices, or purposefully to address specific questions as they arise. Data can be

collected by staff within the department/unit (primary) or be provided to the department/unit by others (secondary). Routinely-collected data
in electronic systems can be transferred automatically between departments, other data such as survey responses, must be entered manually
into locally developed databases.

20



Table 2: How is data collected and stored?

Department/Unit Collection Storage system
Clinical Information Management | Secondary Routine iPM/HOMER, Symphony
Health Information Systems Secondary Routine iPM/HOMER
Clinical Audit, Quality Unit Primary, Secondary Routine iPM/HOMER, Riskman, Birthing Outcomes System,
Infection Control, local databases
Clinical Risk, Quality Unit Primary, Secondary Routine, purposeful | Riskman, plus local databases
Diagnostic Imaging Primary, Secondary Routine, purposeful | PACS-RIS, Riskman, Quality audits, local databases
Pathology Secondary Routine 2 x Laboratory Information Systems
Research Directorate Primary, Secondary Routine DREAM, Merlin, HREC
Infection Control Primary, Secondary Routine VICNISS, local databases
Infectious Diseases Primary, Secondary Routine, purposeful | Pathology Laboratory Information System, HOMER
Pharmacy Primary, Secondary Routine Merlin, Riskman, Drug Usage Evaluations, local databases

Utilisation and decision making

Southern Health

Six units who collect data on their own activities used the data they collected for their internal, departmental decision-making. Common uses
were benchmarking, service planning and equipment needs, practice improvement including quality and safety projects, financial and efficiency
monitoring.

One unit noted that it operated on a strategic level providing information to the Chief Executive and the Board.
Health Information Systems data are mainly used by clinicians in patient care.

Eight units reported their data being used in other parts of the organisation. Many units collect, analyse and prepare reports for executive
directors, program directors and department heads. People using data for decision-making on resource allocation include the Board, Chief
Executive, Executive Management Team, Program Directors, Department Heads, Quality/Risk Managers, Finance Department Heads and
Business Managers, Standing Committees and project steering groups, Quality Unit, Pharmacy and Infection Control department.

Requests

All units take requests for data with varying levels of demand for service. CIM responds to many requests, including most of those related to
HIS. Others like the Clinical Audit unit have never had a request for information, but receive requests for help with audit tool design.

One interviewee suggested the information they collected would be useful to other departments, but thought others were unaware that they
could make requests.

Pathology, Research Directorate, HIS and Infectious Diseases generally require ethics approval before providing data.

Requests to the Risk Manager are only granted for an organisation-wide decision and the request must come from a Director or Executive
Director.

Some of the available data is accessible via the intranet and there is an expectation that decision-makers will access and interpret data for
themselves.

Use in resource allocation decision making
Nine units gave examples of how data was used in decision-making for resource allocation of TCPs.

Table 3: Examples of data use in resource allocation decision-making

Department/Unit TCP Resource Allocation Use

Clinical Information Management | Strategically and operationally eg organisational improvement and service enhancement
Service planning and equipment needs

Health Information Systems Departments to make business case
Therapeutic Equivalence Program uses usage and patient data
Clinical Audit, Quality Unit New projects or clinical practices
Make or review policies and protocols
Clinical Risk, Quality Unit Capital planning eg. focus on falls — need to buy x number of low-low beds
Projects eg JMO safety checklist
Diagnostic Imaging Used in evidence-based guidelines
One-off audits for research and decision-making, eg need for DR units (x-rays)
Pathology Feedback trends in testing to hospital staff for them to review more thoroughly re. appropriateness of
epidemiology
Research Directorate Internal resource allocation by auditing number and type of research projects.
Infection Control Units implement strategies or purchase new equipment to reduce infection rates.
Pharmacy Projects eg Therapeutic Drug Monitoring, Traffic Lights, Therapeutics Equivalence, Medication safety
Reporting

Units regularly report data within Southern Health and external to the organisation. Some data collection and reporting to external bodies is
mandated. Results are presented below.
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Table 4: Internal and External Reporting of Data

Clinical Information Management (CIM) Mandated | Pathology Mandated

Managers (including CEO) Yes Pharmacy Yes

External Registries eg Cerebral Palsy No State registries eg blood bank, donor register, transplant No

Department of Human Services eg mortality data Yes Reference laboratories eg Microbiological Diagnostic Unit No
Peri-natal statistics Yes

Health Information Systems (HIS) Research Directorate

WIES information and waiting lists to DHS Yes Therapeutics, HR Yes
Department of Human Services Yes
NHMRC Yes
Victorian Medical Insurance Agency eg Serious adverse events Yes

Clinical Risk, Quality Unit Infection Control

Risk Register for Board/EMT Yes Chief Executive Yes

Coroner’s office, Chief Psychiatrist, and Yes Program/Department Directors Yes

Department of Human Services eg radiation safety VICNISS (Department of Human Services) Yes

and sentinel events ‘Vibes’ at the Austin Hospital for needle-stick injuries No

Clinical Audit, Quality Unit Infectious Diseases

Joint Patient Quality and Safety Committee, Yes Department of Human Services — notifiable diseases Yes

Executive Management Team and Board Quality Australian Group against Antimicrobial Resistance

Variance from hospital indicators to program Yes No

managers

Diagnostic Imaging Pharmacy

Executive Director of Medical Services, Site MITs Yes Therapeutics Committee Yes

Credentialing/Registration Yes Medication Safety Committee Yes
$100 drugs (Schedule 100 of the National Health Act) Yes
PBS (discharge/outpatient data for funding) Yes
Special Access Scheme Yes

Other forms of dissemination

All but one unit had a means of distributing data internally. These were through:

= Data cubes on CIM intranet-site
= Quality indicators on the intranet
= Chief Executive’s Newsletter

= Quality and Risk Management Report (not public)

= Encapsulator (Pharmacy newsletter)
= Southern Health Research Report
= Quality of Care Report

Strengths of the current system

Reliable data — specifically for hospital indicators

= professional coding

= consistently collected and complete
Simple data collection tools eg. Survey Monkey
Reporting software (electronic)

= managers can self-serve

= includes templates and links to other processes, eg minutes and agendas for HREC

= easier, less time consuming

= DHS standardised tools eg. VICNESS, iPM/Homer

Staff skills in multidisciplinary teams for

= data collection (audit teams)

= data analysis and dissemination (CIM)
Easy access to data for use

= CIM website

= Scanned medical records

= Pathology LIS
Governance structure

= new reporting structure with COO

= used to report and share data eg representation of Pharmacy on multidisciplinary committees

Executive level support for reporting and using data

Collection of meaningful data able to be used in decision making eg Drug Usage Evaluations
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Challenges for moving forward

Duplication of effort in data collection (due to not knowing what other people are doing)
No software or a lack of software
= inappropriate to storage, analysis and reporting needs
= slow and inefficient
= process for reporting is too manual
= (comment that HealthSmart has had limited success)
Unreliable and incomplete data eg financial
= gaps in data collection eg medico-legal
= definitions for measurement are inconsistent across the organisation eg EFT
= unrealistic expectations of reliability
Non-linked data limits access
= ‘disjointed system’
= time consuming to find out where others’ data is
= some database charge money for access eg Cardiobase
= would like access to BAR info to make business cases
Lack of timeliness for data availability
Lack of use of data in decision making and organisational planning
Limited governance of data systems
Difficulties getting staff buy-in for data collection
Lack of knowledge re use of data and expectations re what data can yield

Opportunities for improvement

Software improvement and investment

= central repository and linkages between systems

= automatic reporting

= increasing self-service options on web

= better software for housing and mining
Better governance needs

= oversight, ownership of data systems

= alignment of measures

= to agree on outcomes that reflect SH goals and capabilities

= ‘business intelligence and good governance’ to push through commitment to data usage
Education and Support

= how to use data —including trends overtime and effectiveness measures

= administration support for data software

= need more people within the organisation to be able to teach and support staff how to work with data
Data quality and quantity

= increase reliability and reduce gaps in data

= increase resources for EFT to collect data

= increase buy-in for collection and use in decision making
Issues generally related to factors contributing to the use of data in decision making. Timeliness and ease of reporting were facilitating factors
for use. Training and support are needed for self-service options as they become more widely available. Need to build awareness of the need
for, and existing opportunities of, data use in decision making for TCP resource allocation.
A large proportion of issues would be solved (or mediated) by linking access to different data sets and moving to electronic systems for
housing, mining and reporting data.
While there is some overlap, users of an evaluation service will be different to those of a data service. Data needed in clinical decision making
will differ to that needed for resources decision making and project work. These will also differ by operational or strategic needs.
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CAPACITY BUILDING SERVICE: Evaluation Framework

The Capacity Building Service (CBS) is one of four services provided through the SHARE Program addressing healthcare decision-makers
identified needs for using evidence and data in making and implementing and evaluating decisions on resource allocation for technologies and
clinical practices (TCPs).
Aim of the service
To develop, implement and evaluate a service to train and support clinicians, managers and policy makers to use research evidence and health
service data in decision-making and then apply it successfully in implementing and evaluating projects.
Activities
=  Needs assessment
= Introductory session: What is evidence based practice? An introduction to the concepts
= Training workshops
_ Evidence-based change process
- Evidence-based practice (EBP) (4 part course)
_ Introduction to implementation
- Introduction to evaluation
_ Using evidence in decision-making
L Problem solving/support sessions
_ Finding evidence, appraising evidence and interpreting results
- Project planning/implementation planning
_ Evaluation planning
=  Online resources/teaching (to be developed)
- Electronic workbook
- PowerPoint presentation

_  Self-assessment quizzes

Pilot

Activities will be piloted with Pharmacy staff, members of medication-related committees and staff working on SHARE disinvestment pilot
projects before wider implementation.

Purpose of the evaluation

The purpose of the evaluation is to provide information on the

= progress of the service and to offer areas for improvements

. effect of the service on knowledge, confidence and use of evidence in decision-making

Evaluation findings will be of interest to SHARE project managers to provide information on service quality and accountability. Findings will be
added to the final analysis of the SHARE Program.

Stakeholders

Key stakeholders to be interested in the findings of the evaluation:

=  Pharmacy staff

= Members of pharmacy-related committees

=  People undertaking projects affecting resource allocation of TCPs

= Southern Health clinicians and TCP resource allocation decision-makers (including committees)

=  SHARE Program Steering Committee

=  CCE Evidence Service and Evaluation service

= Victorian Department of Human Services

Key evaluation questions

Key questions have been modelled around the RE-AIM framework for health program evaluation.
Reach

=  How many people participated in person and online?

= What percentage of participants was from the target group?

=  What percentage of participants attended more than one course?
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Effectiveness
=  To what extend has the service changed participant’s (measures dependant on course attended)
_ Knowledge and skills
- Confidence
_  Use of evidence and data
- Implementation practice
_ Evaluation practice
=  How are these changes affected by the amount and type of classes attended?
=  How useful and appropriate were the sessions/materials to current practice?
= What best helps participants with confidence/practice change?
=  What was most useful in the follow-up session?
Adoption
=  Has there been a demand for the service outside the target group?
=  What is the potential for spread to other health services?
=  Has there been any adaptation of the resources by participants?
Implementation
=  To what extent was the service delivered as planned?
=  To what extent were participants satisfied with the service and the materials supplied?
= Arethere areas of EBP participants feel are missing from the service?
Maintenance
=  How have measures of behaviour change (use), knowledge and confidence been sustained over time?
= What is the potential for service sustainability?

=  What are the costs associated with delivery of this service?

Assembly of evidence

Data will be collected from participants using a before-after-after design. Quantitative and qualitative information will be collected through
the use of surveys administered at the time of service delivery and via email for follow-up.

Changes in EBP knowledge and skills will be assessed with the previously validated Fresno test.

Information on spread and sustainability will be collected by utilising questions used previously in other SHARE evaluation activities.

Budget and resources

Resources and funding come from the SHARE Program.

SHARE project staff will design, implement and evaluate the service, with the exception of the evaluation training and support sessions which
will be designed and delivered by the CCE Evaluation Consultant.

Limitations

L Only three months follow-up in pilot

= Self-report bias for frequency and confidence. Using questions that might make people feel judged and over report use, frequency or
confidence

= Trialling adapted Fresno test

Ethical consideration

All evaluation activities as part of SHARE have received prior ethics approval from Southern Health as quality assurance activities.

Dissemination and utilisation

A report outlining the findings will be distributed to
= SHARE Program Steering Committee

= Southern Health EMT

Findings will be incorporated into the final SHARE Program report which will have a wider dissemination.
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Evaluation Plan

Domain Key evaluation questions Success Indicators Source of data Method of collection | Timing of collection

Reach How many people participated (online and in person)? N/A Attendance records Document audit Each workshop
What percentage of participants were from target group? N/A Attendance records Document audit Each workshop
What percentage of participants attended more than one class? >65% Attendance records Document audit Each workshop

Effectiveness

To what extend has the service changed participant’s

=  knowledge and skills in finding and appraising evidence

Increase in test scores (>80%)

Workshop participants

Fresno test

Before/after/3 mths after

=  knowledge and skills in using evidence, implementation and
evaluation

Increased knowledge & skills

Workshop participants

Questionnaire

Before/after/3 mths after

=  confidence

Increased confidence

Workshop participants

Questionnaire

Before/after/3 mths after

= use of evidence and data in decision-making

Increased frequency

Workshop participants

Questionnaire

After/3 months after

. implementation practices

Increased frequency

Workshop participants

Questionnaire

After/3 months after

= evaluation practices

Increased frequency

Workshop participants

Questionnaire

After/3 months after

How are these changes affected by the amount/type of classes attended?

How have online materials supported learning?

N/A

Workshop participants

Questionnaire

After/3 months after

Adoption

Has there been a demand for the service outside the target group?

Inquiries, requests for courses

CCE Admin/Records

Document audit

End of project

What is the potential for spread to other health services?

N/A

To what extent has adaptation of the resources or service occurred? Adaptation Key participants Questionnaire End of project
Implementation | To what extent was the service delivered as planned? Fidelity Implementation plan Audit End of project

To what extent were participants satisfied with the service and materials? | >80% Workshop participants | Questionnaire After workshops

Are there areas of EBP participants feel are missing from the service? N/A Workshop participants | Questionnaire 3 months after

Maintenance

Over what time period are changes in knowledge, confidence and
behaviour change sustained?

Sustained change

Workshop participants

Questionnaire

3 months after

What is potential for service sustainability?

Estimate of resources
requires for replication

Additional funding

Resource audit

Project
contract/budget

Audit
Audit

End of project
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Timelines

Year 1

Evaluation framework and plan draft

Feb

Mar

Apr

May

Jun

July

Aug

Sept

Oct

Nov

Evidence based change process

What is evidence based practice?

Evidence based practice — Part 1

Evidence based practice — Part 2

Evidence based practice — Part 3

Evidence based practice — Part 4

Using Evidence in Decision Making

Introduction to implementation

Introduction to evaluation

Costing data collection

Support Session: Evidence

Support Session: Planning/implementation

Support Session: Evaluation

Support Session: Guidelines and procedures

Data analysis

Follow-up

Pilot Report

Final Report
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CAPACITY BUILDING SERVICE: Evaluation Results

Evaluation methods

CCE collected baseline data from all participants at the beginning of workshop. All participants were asked to complete a feedback form at the
conclusion of each workshop, with the four-part EBP Workshop treated as one workshop.

In addition, the participants at the EBP Workshop completed a modified Fresno test for EBP knowledge at the beginning and end of the course.
The Fresno test for EBP knowledge is validated for use in medical graduates and is a short-answer test. It estimated that each test takes more
than twenty minutes to mark which is very resource intensive. A multiple choice version was developed in collaboration with a university-based
colleague who teaches EBP to medical students. The multiple choice version was used to assess knowledge in our largely pharmacy-trained
population with a view to developing a tool for use in future mixed population training courses.

Three months post workshops participants were also asked to complete a feedback form, and in the case of EBP workshop participants, also
complete the modified Fresno test.

Quantitative and qualitative information was collected via questionnaires containing multi-choice answers, open ended questions, Likert scales
and checklist responses.
Data limitations

Participants were asked to provide a unique confidential identifier made up from their day of birth and the last four digits of their phone
number. The intention was to maintain confidentiality while allowing CCE staff to compare results. Although the baseline questionnaire had
detailed instructions and a worked example of how to create the identifier, follow-up questionnaires had an abbreviated example. This
abbreviated example may not have been sufficient as some participants created different identifiers on their follow up sheets. This meant that
we were unable to match the before and after responses for all participants.

There were also slight variations in some of the evaluation questions across the range of workshops. This was due to involvement of several
staff members in designing and editing surveys and identifies the need to define a consistent set of evaluation questions to be used in a suite of
training programs.

Reach

Four workshops were delivered and seven follow-up sessions were offered. Baseline data was collected from participants at the first workshop
they attended. Across the four workshops 77% (17/22) of participants provided baseline data.

Recruitment

Recruitment was targeted at staff working in the Pharmacy Department and members of medication-related committees. It was recognised
that these staff regularly made decisions or were involved in projects regarding a change in use of a TCP. To promote the program, an
introductory talk on EBP was held at a Pharmacy meeting; 37 participants attended.

In addition, staff involved in SHARE pilot disinvestment projects were invited to attend.
Participants

Twenty-two participants completed one or more of the courses. Half were from Pharmacy (11/22), four were nurses, one was an allied health
professional and six did not specify their discipline. Participant’s roles at Southern Health are represented in Table 1. Half of the 22 participants
(11/22) attended more than one workshop.

Two participants engaged in the follow-up sessions. No data was collected to determine the usefulness of these sessions.

Table 1: Participant’s role at Southern Health

Pharmacy Nursing Allied Health  Unspecified Total
Evidence-Based Change Process Workshop 5 1 1 7
Evidence-Based Practice 8 3 11
Introduction to Implementation 4 2 2 8
Introduction to Evaluation 5 1 3 9

The majority of participants were from the target population. Four participants reported that they were not involved in any of the activities
associated with the introduction of TCPs at Southern Health, but they did indicate that they would in the future.

Table 2: Participant’s role at Southern Health with relation to TCPs

More than one answer allowed (N = 17)

I source and appraise evidence to support changes in practice 9
I am involved in making decisions regarding introduction of or change in use of TCPs 11
| implement practice change 13

| evaluate practice change
I don't currently do any of the above now but will in the future 4

| don't currently do any of the above now and won’t in the future
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Effectiveness
Sources of information
Participants were asked to rate how often they used the resources listed in Table 3.

Table 3: Use of information resources at baseline

Never Rarely Sometimes Often Always Often or Always Total
Clinical practice guidelines 3 8 6 14 17
Colleagues 1 3 6 7 13 17
Southern Health data 5 6 4 2 6 17
Original research 3 6 6 2 8 17
Systematic reviews 6 5 4 2 6 17
Consumers 1 12 2 1 1 16
Other 1 2 6 4 1 5 14
Specify Other 1 3 3 1 4 8

Most participants used clinical practice guidelines and colleagues as their main sources of information. This is a similar finding to the survey of
senior decision-makers at Southern Health. It is also interesting to note that the majority of participants rarely utilised consumer opinion to
inform their practice.

Participants who answered ‘other’ were asked to specify the additional sources of information. Six of the 14 participants did not provide
examples. The following examples were given by eight participants:

= Rarely: Hospitals and drug information centres

=  Sometimes: Reference books and websites eg Micromedix and EviQ, conferences, other health services
. Often: Other health services, conferences, Department of Human Services

=  Always: Conference presentations, contacts at other hospitals

At three months follow up participants were again asked where they sourced information for TCP projects. Responses are shown in Table 4. It
is difficult to comment due to the low response rates.

Table 4: Use of information resources at 3-month follow-up

Never Rarely Sometimes Often Always Often or Always Total
Clinical practice guidelines 2 4 1 5 7
Colleagues 1 2 4 6 7
Southern Health data 1 1 2 2 1 3 7
Original research 1 2 2 2 4 7
Systematic reviews 1 2 2 2 4 7
Consumers 3 3 1 1 7
Other 1 3 2 1 3 7
Specify Other 1 1 1

Workshop 1: Evidence-based change process

Seven participants included five from Pharmacy, one nurse and one allied health clinician. Four CCE staff also attended the workshop for
training.

Understanding of EBP

Participants were asked how they define EBP and to specify if they had undertaken any previous training. This question was only asked at the
EBP Change Process workshop. The following six definitions were given.

= “How we should be practicing clinically everyday”

= “Searching for and identifying evidence to support practical change”

= “Practice which incorporates literature/consensus, needs of the person/population and expertise of the clinician”

= “Using available evidence from the literature, clinical expertise and consumers to influence how things are done”

= “Using the best available evidence be it RCT, expert opinions or Cochrane”

= “Practice based on the best available information from sources including published literature, expert consensus, public and local data”

One participant had undertaken training in EBP “many years ago” but did not disclose the type of training and another participant “completed
some aspects at Robert Gordon University, Aberdeen Independent Prescribing Course”. The two staff members who correctly answered by
referring to research, clinical expertise and patient/consumer perspectives had not had previous training
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Evidence-based change process

The majority of participants felt that they were ‘not very’ to ‘moderately confident’ with the principles of an evidence-based change process
model prior to the workshop, and several were ‘not confident at all’.

Table 5: How confident are you at the following? (baseline)

Not at all Not very Moderately Quite Very Total

confident confident confident confident Confident
Assessing the need for change 1 2 3 6
Developing a change proposal 2 3 1 6
Implementing change 1 5 6
Evaluating change 3 3 6
Involving consumers 1 5 6
Using action research processes 4 2 6
Undertaking literature reviews 1 1 3 1 6
Undertaking barriers and enablers assessment 1 3 2 6

Levels of confidence increased after the workshop and were maintained at the 3 month follow up.

Table 6: How confident are you at the following? (3 month follow up)

Not at all Not very Moderately Quite Very Total

confident confident confident confident Confident
Assessing the need for change 3 3 6
Developing a change proposal 2 2 2 6
Implementing change 4 2 6
Evaluating change 1 2 1 2 6
Involving consumers 5 1 6
Using action research processes 2 2 1 1 6
Undertaking literature reviews 2 1 2 1 6
Undertaking barriers and enablers assessment 3 2 1 6

At the end of the workshop all participants reported that their knowledge had improved.

Workshop 2: Evidence-based practice
This workshop was delivered as 4 half-day sessions. Eleven participants attended; five from Pharmacy and 3 nurses.
Knowledge and skills

Knowledge and skills were assessed using the modified Fresno test. The maximum possible score is 27.

The average score for the 11 participants who completed the test before the workshop was 17.9 (66.3%), which increased to 18.3 (67.8%) after

the workshop. The average score for the 5 participants who completed the test at 3 months was 20.2 (74.8%). Although this figure is higher

than that of the before and after tests, it may be due to the fewer number of participants who completed it; the 5 respondents may have had

higher scores in the earlier tests.

This trial of the adapted multiple choice Fresno test did not show an increase in the participants’ skills after a short course in EBP skills. Baseli
scores in the published literature are lower than our baseline scores of 66%, ranging from 17% to 54% of total possible score. Improvements

ne

after training are higher than our 1.5% improvement, ranging from 6.5% to 46%. This could be because the adapted test is no longer valid and

reliable or perhaps SHARE participants had higher baseline knowledge of EBM concepts than those in other studies therefore the course was
reinforcement or consolidation of concepts rather than new learning.

Confidence

Most participants did not feel very confident with regards to undertaking the tasks associated with finding and appraising research evidence.
This trial of the adapted multiple choice Fresno test did not show an increase in participants’ skills after a short course in EBP skills which
conflicts with the participant’s self-reported increase in confidence levels in all concepts of EBP.
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Table 7: How confident are you at the following? (baseline)

Not at all Not very Moderately Quite Very Total

confident confident confident confident Confident
Asking an answerable question 6 3 2 11
Searching databases (eg Cochrane and PubMed) 1 7 3 11
Accessing full text articles 1 3 4 2 1 11
Appraising the quality of an RCT 2 6 3 11
Appraising the quality of a systematic review 2 5 4 11
Identifying elements of bias 2 5 4 11
Interpreting common statistical values 5 6 11
Assessing principles of study design 3 5 3 11

The levels of confidence increased considerably at the end of the 4 session workshop but dropped back slightly for the 5 respondents who
completed the 3 month review. The small numbers make it difficult to draw further conclusions. There is missing data for appraisal of RCTs.

Table 8: How confident are you at the following? (immediately after workshop)

Not at all Not very Moderately Quite Very Total

confident confident confident confident Confident
Asking an answerable question 2 5 4 11
Searching databases (eg Cochrane and PubMed) 4 6 1 11
Accessing full text articles 4 3 4 11
Appraising the quality of an RCT 2 3 5 10
Appraising the quality of a systematic review 1 7 3 11
Identifying elements of bias 5 6 11
Interpreting common statistical values 1 1 7 2 11
Assessing principles of study design 1 5 5

Table 9: How confident are you at the following? (3 month follow up)

Not at all Not very Moderately Quite Very Total
confident confident confident confident Confident
Asking an answerable question 2 2 1 5
Searching databases (eg Cochrane and PubMed) 1 2 1 1 5
Accessing full text articles 1 1 2 1 5
Appraising the quality of an RCT
Appraising the quality of a systematic review 4 1 5
Identifying elements of bias 1 3 1 5
Interpreting common statistical values 2 2 1 5
Assessing principles of study design 2 2 1 5

Four of the five respondents said they had used the skills learned from the workshop in the 3 month period and one expected to use these skills
in the following 6-12 months.

31



Average participant confidence

Evidence-Based Practice Workshop

Before (n=11)
— W After (n=11)
™ 3 months (n=5)

Asking an Searching Accessing Appraising Appraising ldentifying Interpreting Assessing

answerable databases  full text RCTs systematic elementsof common principles of
question articles reviews bias statistical study
values design

Evidence-Based Practice concepts

Workshop 3: Introduction to implementation

Eight participants attended; 4 from Pharmacy, 2 from nursing and 2 unspecified.

Participants were asked at the end of the workshop, and again at 3 month follow up, to rate their improvement in knowledge and confidence

to undertake the activities of evidence-based implementation. This was graded from 1 = no difference to 5 = significant improvement.

All participants reported considerable improvements in both knowledge and confidence levels, and while improvements were maintained at
the three month follow-up, these levels had somewhat reduced. This may have been due to a loss of knowledge and confidence or perhaps
because only 5 of the 8 attendees responded at 3 months. These 5 participants may have had lower than average scores after the first
workshop and maintained these levels at 3 months. All 5 reported that they had applied these skills in the three month period.

Average participant Knowledge and

Confidence

Introduction to Implementation
Improvement in Knowledge and Confidence

T Knowledge
W Confidence
n=28

Targeting ldentifying potential  1dentifying barriers Selecting Undertaking an
appropriate practices influencers and enablers implementation  implementation plan
for change strategies

Implementation concepts
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Intreduction to Implementation
Improvement in Knowledge and Confidence at 3-month follow-up
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Implementation concepts

Workshop 4: Introduction to evaluation

A total of nine participants attended; 5 from Pharmacy, 1 from nursing and 3 unspecified.

All participants’ knowledge and confidence improved after the workshop; however only 2 participants completed the 3 month follow-up. One

respondent had used their skills in evaluation and the other commented that they planned to do so in 3-6 months.
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Evaluation Concepts

Problem solving/support sessions

To provide ongoing support to those who attended the workshops, an ongoing rotating four-weekly series of open workshops were offered.
Participants could seek assistance from CCE staff in the relevant topic area, and share their learnings and develop networks with colleagues.

Week 1: Finding and appraising evidence and interpreting results
Week 2: Project planning and implementation

Week 3: Evaluation

Week 4: Guidelines and protocols

Only two participants attended the open workshops over the first two months. The program was discontinued and no evaluation was
undertaken.
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Adoption
No activity was undertaken beyond the pilot groups.
Two participants (members of organisation-wide committees) noted that the CBS should be available to all Southern Health staff.

Two pharmacists requested a copy of the ‘What is evidence-based practice? An introduction to the concepts’ presentation in order to make the
slides available to staff members who could not attend.

A link to the CCE website resource page containing workbooks on how to find evidence was distributed to Pharmacists.

Implementation
Fidelity

The four workshops and support sessions were delivered as planned. Funding for the final year of SHARE Program was withdrawn. The
workshop on ‘Using Evidence in Decision-Making’ and the associated online resources had not been developed at this time so were not
delivered.

Participant satisfaction

Responses were very positive.

Table 10: Experience of the Evidence-Based Change Process Workshop (n = 7)

Strongly agree Agree Neutral Disagree  Strongly disagree
The session was relevant for my needs 1 6
| found the subject matter and content interesting 2 5
I learnt nothing of value 2 5
The education methods used were effective 7
There were adequate opportunities for interaction and discussion 2 5

Table 11: Expectations of the Implementation and Evaluation Workshops (n = 8 and 9)

1 2 3 4 5

Did not meet my expectations Exceeded my expectations
Implementation 1 5 2
Evaluation 8 1

Participant feedback

Participants were asked to comment on what they liked most about the session, what they liked least (Evidence-Based Change Process
Workshop only), suggestions for improvement and suggestions for follow-up topics or other courses (Table 12). Across the four workshops,
common themes were revealed.

Overall, participants appreciated the interactive and hands-on format of the sessions. They felt that the formats were clear and
straightforward and welcomed the opportunities for discussion. Participants also liked the examples presented by CCE staff and the insight
they provided from learnings in other projects.

When asked what they liked least about the Evidence-Based Practice Change Process Workshop, two participants highlighted that the focus on
“highly-resourced projects (although excellent) are not very applicable to small projects”.

Participants suggested that more time to discuss their own projects and to apply the theory they had learned in the sessions to these projects
would have been beneficial across the four workshops. Other suggestions for improvement included focusing presentations on smaller projects
where provisions of resources are limited. It was also suggested that presenters identify two projects to workshop per session.

Participants thought that the Evidence-Based Practice Workshop could be improved by including a session on how to search using Medline.
They also felt that providing pre-workshop reading materials would have aided their learning.

Participants who attended the Introduction to Evaluation Workshop suggested that provision of an evaluation report template would have
been useful. They also suggested that an additional session where they would be able to apply what they had learned in a current project
would be helpful.

Project management, barrier and enablers analysis, undertaking literature reviews, journal clubs, statistics and program logic mapping were
suggested by participants as future activities.

Maintenance

Costing was planned but not completed due to loss of funding in the evaluation phase of the SHARE Program.
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Table 12: Participant Feedback

Evidence-Based Change Process Workshop

Evidence-Based Practice Workshop

Introduction to Implementation Workshop

Introduction to Evaluation Workshop

Liked most =  Small group and discussion opportunities Able to listen without copying down = Good theoretical background and Presenters enthusiasm
=  Discussion about individual projects, tips EOtZS’ nice and casual environment, practical examples Very interactive and informative
: s ands-on - - -
from previous learning’s o . . . ) . Veryt!nformatlve and applicable to my Explanation of program logic
nteractive nature, handson searc practice
"  The worked examples presented ) ) . . Aimed at the level of knowledge of
]
= Applying the content of the sessions to Nice small group, interactive and hands Given a handout at the start attendees. Very easy to follow
- on . .
an actual project o . . = Workshopping sectl(_)ns helped to Program logic. Opportunity offered for
= Interaction Vekry rlesdly environment, find it easy to demonstrate the points future support
ask questions . . .
=  Gave a good framework for change . . - Ift is practical and applicable, easy to Continuity, sequential
process - formalised how to go about Last.sessn.)n very worthwhile, second ollow Use of medication strategy as an
the change process session with computers very good = All brilliant, the most relevant and useful example
- Informative and practical, very useful in for me so far
= Relevant content and straight forward doing research . . Learning about how we should be doing
L
format £ topics. | fh Examples, interactions evaluation compared to what we
Gpod ordgr o tC.)pI.CS, ot§ o ar_1ds on actually do in practice
(lit searching, minties/coins, article ] .
appraisal), didn't finish late, and clear Presented at an introductory basic level.
presenting by Kelly Inclusion of samples and templates.
) Provision of slides
The online tests were good, got me
thinking, revision of previous study |
have done ie refresh, plus new
knowledge
How to assess articles
The introduction on how to start
formulating a clinical question, time for
questions
Way things were explained
Liked least = Large emphasis on highly-resources Not Asked = Not Asked Not Asked

projects (although excellent) not very
applicable to small projects

=  No food at morning tea

=  Resource issues is a problem in being
able to continue to give good support
tools for the projects and future projects

Suggestions for
improvement
or any other
comments

=  Provide examples from smaller projects

= List of other related sessions that are
available with a suggested order for
attending them so that you get the most
out of each session

= Allow time to discuss steps 2, 3, 4

Looking at more articles and practical
application of knowledge

Handouts at the start of the session - ask
us not to look at answers until
discussing. Then can write additional
information on handout

= |dentify two projects to workshop

discuss how to put together an
evaluation report

Too short to learn and feel confident
about how to do an evaluation but
probably something you need to actually
do to learn it.
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relevant to own projects, include more
information about support and
additional information services available
through CCE

| believe people will gain more if they
have access to the next session slides or
materials so that they can read in
advance

Combine first and second sessions into 1
afternoon, give out handouts before
session starts, focus more on appraising
and statistics, a lot of the statistics and
terms were not covered in the tutorials

Maybe include 'Medline' in this course
would be useful

Combine first two sessions into one and
spend third session (before appraisal
session) on reading the article - very
difficult to plough through the terms,
stats, significance statements. Still don't
quite feel confident in understanding
statements made by authors/whether
results are statistically significant etc

Some of it was rushed unnecessarily eg
the more difficult numbers stuff
confidence intervals

A bit longer on assessing articles

Maybe a bit of pre-reading about types
of studies and a bit of background about
the same statistics (P, Abs Risk, Cl).

Handout notes without answers - so we
can write our own answers on

If larger workshop time, apply the
information to procedures that
attendees are currently working on.

Suggestions for
follow-up
topics or other
courses
relevant to
professional
development

The easy to follow guide for clinicians for
EBP

Basic concepts of project management

Barrier and enabler analysis, change
implementation

How to do literature searches

Implementing change, evaluating change

Would really like sessions where Kelly
could read bits through sections of an
article bit by bit

More of the same sort of thing. Access
to journal club with an expert to lead the
club, when we are experienced we could
lead our own clubs in our clinical areas

More on P values and Confidence
Intervals

Application of what we learned

Evaluation
Project management in general

Lots more of similar, support for projects
and submissions

Follow-ups

Bring our own evaluation with us to
improve and determine type of
evaluation or perhaps better ways to ask
questions for evaluation.

Project management

Please put on a program logic study day
that we can attend.
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PROJECT SUPPORT SERVICE: Factors influencing the SHARE pilot disinvestment project

WHAT WORKED?

WHAT/WHO HELPED?

WHAT DIDN’T WORK?

|

HOW COULD IT BE IMPROVED?

Application process

=  Working on application
with another person

=  Diary (keeping note of
time used on project
application

CCE Director

Medical Program Director
Finance Director

Business manager

Other clinical staff
Manufacturer’s information

Application process too lengthy

Time factor (slow/hard to coordinate when working with other
hospitals)

Department of Human Services (DHS) changed the rules
Difficulty in understanding memos from DHS

Being aware of the work load prior to commencing work
Having more time dedicated towards the application process
as well as planning and implementation of changes (lead staff
are involved in the application process while other clinical
staff voluntarily take up the extra clinical load. Backfill for
clinicians involved in projects)

Implementation

= Small workshops with
medical teams

= Change of DHS staff
(more clarity in
information)

CCE Project Officer

Medical Directors (Surgery
Program, General Medicine,
Plastics)

Having to repeat training every 3-6 months due to staff rotations
Involvement of other hospitals with staff who are not
dedicated/committed (eg. disputes amongst doctors from another
site)

Having full funding (Not receiving full funding leads to belief
that applicant should over-inflate costs. Or DHS should do
their own costing)

Should have performed barriers and enablers analysis earlier

Ongoing service

=  Maintenance of a
booking system

=  Quarterly meetings with
all services (hospitals)

As above

Having a single dedicated treatment room (No dedicated
treatment area increases the time for preparation and
cleaning. Clinical time is small in comparison to set up/clean
up time)

Adequate ventilation (clinicians feel ventilation in rooms may
be inadequate as aerosols are created with treatments)

Reporting

=  CCE assistance with
Access database for
reporting and help to
coordinate reports
between TCPC and DHS

CCE Project Officer

Having a person in charge of
data entry

“Shifting the goal posts” by DHS re what reporting they want

Clearer and more comprehensive DHS templates

Other

= Though staff leave and
secondments are difficult
there can also be an
advantage of working
with other staff who
become familiar with the
project

Accountability of other sites

“Buy-in” from other hospitals throughout the entire process
Staff secondments and/or leave (can be hard to enter part way
through and person you are replacing is not always contactable)
SH systems: Procurement delivered machine on Friday afternoon
so it was left in the corridor over the weekend. Electronic (bio-
testing) cord was lost and a new cord had to be purchased

Joint application (this project had many initial partners). Would
only do a joint application in future with 1-2 other hospitals

As the lead applicant, SH should have been consulted on the
choice of sites funded ie. 8 hospitals applied and 4 were funded
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FACTORS THAT INFLUENCED DECISION-MAKING FOR SUPPORT SERVICES

EVIDENCE DATA CAPACITY BUILDING PROJECT SUPPORT
SERVICE SERVICE SERVICE SERVICE
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BARRIERS
Lack of time and opportunity [7-20] v v v v
Lack of skills [7, 9, 11-15, 17, 19-26] v v v v v v v v v v v v
Lack of confidence [12, 27] v v v v v v v v v v v v
Lack of interest or competing priorities [14, 20, 27-29] v 4 4 v
Lack of awareness of research and data [7, 12, 17, 21, 25, 28] v v 4 4 4
Lack of use of available research and data [21, 24, 25, 28, 30] v v 4 4 4 v v v v
Lack of relevant research and data [9, 10, 14-16, 18, 19, 21, 22, 31] particularly for disinvestment v v v
[19, 20, 23, 32, 33]
Poor quality of health data [10, 19, 21, 24, 31, 34, 35] v 4 4
Unfamiliar or difficult to use formats of research and data [12, 17, 19-21, 24, 31] v v v
Lack of policies and interventions for data-informed decision-making [10, 21, 36] 4 v v
Difficulty accessing or using online resources [9, 11-15, 17-19, 21, 22, 28, 31] v 4 v v
Lack of infrastructure and technical support [8, 10, 12, 18, 20, 24, 25, 34, 37] v v v v v v 4 v v v v v
Inadequate resources [8-10, 14, 18, 36, 37] v v v 4 v v
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EVIDENCE DATA CAPACITY BUILDING PROJECT SUPPORT
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Negative attitudes or resistance to change (7, 8, 12, 20] v v v v
Professional groups with different perspectives of evidence, knowledge base and skill set [32] 4 4
Lack of triggers to initiate disinvestment discussions [30, 38-40] v v
Lack of standardised processes for project delivery, responsibilities and accountability [23, 41, 42] 4 4 v v v
Unrealistic project timelines [42] v v v v v
ENABLERS
Training in use of evidence and data [11, 12, 17, 24, 34, 36] v v v v v
Dissemination of research and data [9, 17, 36, 43, 44] v 4
Clarity, relevance, credibility and reliability of research findings [9, 17, 19, 45, 46] v v v
Quality and timely data from health information systems [19, 21, 24] v v v
Organisational willingness to invest in a knowledge translation culture [8, 36, 47] v v v v v v v v v v v v
Infrastructure or policy for accountability in knowledge use [8, 36, 37, 48, 49] v v
Links to researchers or knowledge brokers [8, 9, 19, 47, 50] v 4 4 v v v v v
Initiatives to integrate data into routine decision-making processes [43] 4 4 4
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EVIDENCE DATA CAPACITY BUILDING PROJECT SUPPORT
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ADDITIONAL NEEDS
Capacity-building and provision of expertise and practical assistance [17, 21, 25, 35, 51-53] v v 4 v v v v v v v v
New processes to use research and data ‘proactively’ to drive decisions [21, 34, 35, 52] v v v 4 v v
Analysis, synthesis, interpretation and review of data in decision-making [21, 24, 34] v v v v 4 4 v v
Incentives to change [30, 36, 41] v v v
Support to be tailored to units and professional needs [21, 46, 47] v v 4 v v v v v
Provision of a range of expertise in evaluation methods [34, 54] v v v
Support from others who had done the same or similar work to address feelings of isolation 4 v v v v v
EVIDENCE-BASED INTERVENTIONS
Dissemination of summaries of systematic review evidence [28, 44, 55, 56] v v
Tailored targeted messages [28, 44, 57-59] v v v v
Training in critical appraisal [56, 58, 60] v v
Interactive workshops [28, 60] v v v
Multifaceted educational intervention [28, 60] v v v v v v
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BARRIERS
Lack of time and opportunity [7-20] v v v v
Lack of skills [7, 9, 11-15, 17, 19-26] v v v v v v v v v v v v
Lack of confidence [12, 27] v v v v v v v v v v v v
Lack of interest or competing priorities [14, 20, 27-29] v v v v
Lack of awareness of research and data [7, 12, 17, 21, 25, 28] v v v v v
Lack of use of available research and data [21, 24, 25, 28, 30] v v v v v v v v v
Lack of relevant research and data [9, 10, 14-16, 18, 19, 21, 22, 31] particularly for disinvestment [19, v v v
20, 23, 32, 33]
Poor quality of health data [10, 19, 21, 24, 31, 34, 35] v 4 4
Unfamiliar or difficult to use formats of research and data [12, 17, 19-21, 24, 31] v 4 4
Lack of policies and interventions for data-informed decision-making [10, 21, 36] v v v
Difficulty accessing or using online resources [9, 11-15, 17-19, 21, 22, 28, 31] v v v v
Lack of infrastructure and technical support [8, 10, 12, 18, 20, 24, 25, 34, 37] 4 v v v 4 v v v v v v v
Inadequate resources [8-10, 14, 18, 36, 37] v v v v v v
Negative attitudes or resistance to change [7, 8, 12, 20] v v v v
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Professional groups with different perspectives of evidence, knowledge base and skill set [32] 4 4
Lack of triggers to initiate disinvestment discussions [30, 38-40] v v
Lack of standardised processes for project delivery, responsibilities and accountability [23, 41, 42] v v v v v
Unrealistic project timelines [42] v v v v v
ENABLERS
Training in use of evidence and data [11, 12, 17, 24, 34, 36] v v v v v
Dissemination of research and data [9, 17, 36, 43] v v
Clarity, relevance, credibility and reliability of research findings [9, 17, 19, 45, 46] v v 4
Quality and timely data from health information systems [19, 21, 24] v v v
Organisational willingness to invest in a knowledge translation culture [8, 36, 47] v v v v v v v v v v v v
Infrastructure or policy for accountability in knowledge use [8, 36] v v
Links to researchers or knowledge brokers [8, 9, 19, 47, 50] v v v v v v v v
Initiatives to integrate data into routine decision-making processes [43] 4 v v
ADDITIONAL NEEDS
Capacity-building and provision of expertise and practical assistance [17, 21, 25, 35, 51-53] v v v v v v v 4 v v v v
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New processes to use research and data ‘proactively’ to drive decisions [21, 34, 35, 52] v v v 4 v v
Analysis, synthesis, interpretation and review of data in decision-making [21, 24, 34] v v v v v v v v
Incentives to change [30, 36, 41] v v v
Support to be tailored to units and professional needs [21, 46, 47] v v v v v v v v
Provision of a range of expertise in evaluation methods [34, 54] v v v
Support from others who had done the same or similar work to address feelings of isolation v v v v v v
EVIDENCE-BASED INTERVENTIONS
Dissemination of summaries of systematic review evidence [28, 55, 56] v v
Tailored targeted messages [28, 57-59] v v v v
Training in critical appraisal [56, 58, 60] v v
Interactive workshops [28, 60] v v v
Multifaceted educational intervention [28, 60] v v v v v v
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FACTORS THAT INFLUENCED PROCESSES AND OUTCOMES OF SUPPORT SERVICES

CHARACTERISTICS OF THE DETERMINANTS OF EFFECTIVENESS* ES* | DS | CBS | PSS
Political Disinvestment was a priority topic for Department of Treasury which encouraged Department of Human Services to investigate it further v v v v
E?(ternal . ) Department of Human Services funding for SHARE enabled all the activities v 4 4 v
environment | Financial
Withdrawal of funding in final year of program prevented implementation of some interventions and many of the evaluation activities x x x
Financial Monash Health funding for SHARE also enabled all the activities v 4 4 v
Monash Health funding for ES continued after Department of Human Services funding withdrawn v
Organisation | Leadership Support and endorsement was provided at senior levels (Board, Executive Management Team, Clinical Program Directors) v
Processes Monash Health had multiple databases, housed with different custodians, with a range of methods of access; there was no coordination x
Evidence Service was implemented in a governance framework requiring mandatory responses from decision-makers v
Culture Organisational (ES) and departmental (CBS) culture was supportive of evidence-based practice v v
Most target users viewed the proposals positively v v v
ial Attitudes Target users acknowledged their limitations, were enthusiastic about training and support and were willing to take advice and direction v v
::::)Telfs Committees declined support in accessing and using data x
Support Pharmacy staff had support from management to attend training v
Leadership Pharmacy staff, pharmacy-related committee members and SHARE pilot project teams demonstrated leadership by their participation 4 v
Evidence Developed from research and local data identifying barriers, enablers and expressed needs for content and format v v v v
Good supporting evidence of effectiveness of chosen interventions v 4 4 v
Engagement and | Centre for Clinical Effectiveness has ownership of the project and authority to implement change v v v
champions Centre for Clinical Effectiveness does not have ownership of the project and authority to implement change x
Innovation Within Centre for Clinical Effectiveness skill sets and priorities 4 v v
Compatibility . — - - .
with status quo Not within Centre for Clinical Effectiveness skill sets and priorities x
Proposal is not deliverable in original format (multiple often inaccessible datasets, lack of local capacity and capability) x
) . All services were implemented in pilot mode and participants were informed that their feedback would be used to refine the processes 4 v v
Trialability Implementing with small groups resulted in lack of critical mass for ongoing support services x
Tailc?red to Barrier and enabler analysis focused on development of the innovation and not on development of implementation strategies x x x
Z:QET;:sand Tailored to needs of individual projects and project teams v
Implementation Knowledge and Centre for Clinical Effectiveness team had skills in implementation of change v v 4
strategy skills Health economist and health program evaluator engaged as consultants to the project team v 4 v
Adequate resources initially v 4 4 v
Resources " " "

Inadequate resources after Department of Human Services funding withdrawn

* Not all factors from the taxonomy are listed, only those that influenced the pilot projects.
Some factors only influenced some of the support services.

v’ = positive influence, % = negative influence

# ES = Evidence Service, DS = Data Service, CBS = Capacity Building Service, PPS = Project Support Service
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