
An Introduction to 
Health Services  Research



 Aim of HSR – to support the provision of the:

 Right care at the right time in the right place (by the right person 
in the right way)

 Directly (practice implementation) 

 Indirectly (policy to provide structures or incentives)

1. Identify / Generate evidence to inform what should be done

2. Implement in practice / Inform policy

3. Evaluate

4. Repeat 1 – 3

What is Health Services Research



 HSR in practice – Katherine Harding, Allied Health Clinical 
Research Office at Eastern Health (supported by Tilley Pain & 
Laura Wilkinson-Meyers)

 HSR in hospital policy – Jon Karnon, Health economist, 
University of Adelaide

 HSR in primary care policy – Jackie Cumming, Director of the 
Health Services Research Centre, Victoria University Wellington

 HSR in commissioning in primary care – Suzanne Robinson, 
discipline leader for Health, Policy and Management, Curtin 
University

 Questions / Discussion

Outlines and Speakers



HSR in Practice 
Katherine Harding, Allied Health Clinical Research Office 

at Eastern Health (supported by Tilley Pain & Laura 
Wilkinson-Meyers )
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Asking and answering Health Services 
research questions in clinical settings

• Wide variety of research designs can be applied to 
HSR questions

• Clinician researchers may be doing HSR but not 
identifying it as such

• Service delivery questions often tackled with quality 
or redesign approaches – can be approached with 
rigorous research methodology



 Aim: to evaluate the effectiveness of a 6/day vs 5/day 
per week allied health service in rehabilitation

 Method: 900 patients receiving inpatient rehab 
randomised to receive Saturday therapy or usual care

 Outcomes: LOS, functional outcomes, readmissions, 
health economics analysis including 12 month follow 
up

 Findings: 6 day service reduced LOS by 2 days, 
patients had better functional outcomes and reduced 
costs.

RCT



 Do SMS reminders reduce failure to attend rates in 
outpatient physiotherapy?

 679 patients randomised to receive SMS reminder or 
not

 11% of patients in the SMS group failed to attend their 
appointment, compared to 16% in the control group.

 SMS reminders can be and effective way reduce non-
attendance and make better use of health service 
resources.

RCT (another example)



Controlled before and after trial

Site 1 (Intervention)
Usual care
n=308

Site 2 (Control)
Usual care
n=175

Site 2
Usual care
n=205

Site 1
New model of care
n=283

New model 
introduced at 

Site 1

Pre-intervention 
data (6 month period)

Post-intervention 
data (same 6 month 

period in the following 
year)

Aim:  To determine whether a new model of access and triage could reduce 
waiting time for a Community Rehabilitation Program without adversely 
impacting on patient care

Outcomes: waiting time in post intervention period at the intervention site reduced by 
40%, with no adverse impact on other aspects of service delivery or patient care.



Stepped Wedge Trial

 Aim: to evaluate whether same model in slide 2 could be 
applied on a large scale across a broad range of services.

 Method: Implementation in random order, pre and post 
data compared. Primary outcome waiting time to first 
appointment

Blocks of time - each block represents a four week period
Site 
No.*

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

1
2 Post-intervention 

data collection3

4 Implementation

5 Pre-intervention 
data collection

Period

6
7
8



 Aim: To explore managers perceptions of factors that 
affect waiting times in ambulatory services

 Method: Semi-structured interviews with 26 health 
service managers and senior clinicians.

 Findings: High demand and insufficient resources are 
perceived to be key drivers of waiting list, but a range 
of modifiable factors was also identified that 
contribute.

Qualitative Health Service Research



 Aim: to find out if there is a relationship between 
communication difficulties and falls in stroke patients

 Audit of 100 histories. Variables included presence of 
communication disorder, falls on ward and other 
demographic variables

 Findings: Patients with communication disorders 
twice as likely to have a fall in hospital.  More 
predictive of falls than score on the organisation’s 
mandatory Falls Risk Assessment Tool.

Retrospective cohort study using an 
audit of medical records



 Perhaps you have research questions in mind that could be 
considered HSR, or maybe you are already doing HSR. Why 
does it matter?

 Identifying as HSR has benefits
 Access to different types of funding

 Reaching new audiences – different conferences, journals, 
policy makers

 Fostering new collaborations

 Considering problems from new angles – eg. cost 
effectiveness, safety, feasibility

Why identify your work as HSR?



Hospital Policy and HSR 
Jon Karnon, Health economist, University of Adelaide
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Hospital Policy and HSR

 Improving hospital performance

 Evaluating service re-configurations

 Funding models and performance measurement

 Patient reported outcomes



Service re-configuration evaluation -
acute stroke pathways

Morris et al. BMJ 2014;349:bmj.g4757

ASU – acute stroke unit, CSC – comprehensive stroke centre, PSC – primary stroke centre, 
DSC – district stroke centre



Difference in Differences

Compared to rest of England:

London: significant reduction in mortality at 3, 
30, and 90 days after admission

In Greater Manchester: no impact on mortality

Both: significant reductions in LoS



Activity based funding

 Funding reflects expected costs of delivering health care

 High-cost hospitals incentivised to reduce costs

 Outcomes [O’Reilly et al. Health Economics Policy and Law 2012; 7(1):73-101]

 Increased activity, reduced length of stay

 Reduced rate of growth in hospital expenditure

 Effects on patient outcomes?



 Chest pain in South Australia

Evidence on outcomes – linked data

Outcomes

Hospital 1 Hospital 2 Hospital 3 Hospital 4

Proportion Odds ratios (vs. Hospital 1)

Mortality 

(90 days)

0.012 

(0.007, 0.021)

0.500 

(0.172, 1.303)

2.126 

(1.078, 4.434)

0.627 

(0.238, 1.554)

Admissions 

(90 days)

0.070 

(0.056, 0.088)

1.243 

(0.897, 1.727)

1.145

(0.829, 1.600)

1.487 

(1.085, 2.048)



NSW Bureau of Health Information



Patient Reported Outcome Measures

Varagunam et al, JHSRP 2014



Evaluating a National 
Primary Health Care Strategy

Professor Jacqueline Cumming
Health Services Research Centre

Faculty of Health
Victoria University of Wellington

New Zealand
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 In 2001, the New Zealand government introduced a new 
Primary Health Care Strategy

 Its Vision:

 People will be part of local primary health care services that 
improve their health, keep them well, are easy to get to and co-
ordinate their ongoing care. 

 Primary health care services will focus on better health for a 
population, and actively work to reduce health inequalities 
between different groups.

Vision



 Reducing the barriers, particularly financial barriers, for the 
groups with the greatest health need, both in terms of 
additional services to improve health, and to improve access to 
first-contact services

 Supporting the development of Primary Health Organisations 
that work with enrolled populations

 Encouraging developments that emphasise multi-disciplinary 
approaches to services and decision-making

 Supporting the development of services by Māori and Pacific 
providers 

Key Directions



 $2.2b in additional funding planned for 2002/03 -2009/10

 To reduce the charges service users pay when they use services

 This money provided firstly to Access practices (serving higher needs communities) and 
rolled out over time to different age groups in Interim practice

 To extend services and develop new services

 Establishment of not-for-profit Primary Health Organisations to work with general 
practices to develop services

 Shift from targeted funding to universal funding

 Funding formula 

 Shift from fee-for-service for general practitioner services to capitation paid to PHOs and 
then paid to general practices –

 Promotes equity by allocating resources based on need (not just to those who turn up at a 
practice)

 Funding weighted by age, gender, ethnicity

Key Changes



 Some evidence that a strong primary health care system 
supports a lower cost, more equitable health system

 Some evidence that cheaper primary health care services will 
lead to increases in use of services

 Some evidence on the role that PHOs might play and some of 
the issues they might face

 Unclear whether the change to capitation on its own would 
lead to broadening of general practice workforce (e.g., 
increased role for nurses)

Existing International Evidence



 Formative evaluation exploring implementation and key achievements 

 Large, national team of researchers

 Mix of methods

 Review of documents

 Key informant interviews

 Survey of PHOs

 Survey of practices

 Analyses of administrative data

 Good participation overall

 Some key difficulties

 Unable to track new expenditure over time

 No national primary health care data set – had to work with a consultant to directly 
download fees and utilisation data from a sample of practice

 Have to work very hard to get a good response rate from the practice survey

 Evaluation did not fund research with consumers (!)

Methods



 Strong support for the strategy and new funding

 Almost full enrolment in PHOs

 Significant variation in size, make-up, and roles of 80+ PHOs, some only 

‘post-boxes’ for funding – need for clarification in DHB and PHO roles

 Consultation rates initially increased as new funding was rolled out and 

patient fees fell – analyses took into account complex roll out of funding

 Fees did not fall by as much as the new government funding

 Number and proportion of nursing services increased significantly

 Co-operation between general practice and other services variable – little 

evidence of improved integration

 Seemingly little change in models of care – still focussed on 15 minute GP 

consultation

Some Key Findings - 2010



 Following the evaluation, further changes were made 
in the sector, with amalgamations of PHOs and 
increasing emphasis on integration

 But very little recent research

 We know very little now about models of care, 
integration, roles and relationships

 Still almost no research with consumers!

Reflections 2018



HSR in commissioning in primary 
care

Suzanne Robinson, discipline leader for Health, Policy and 
Management, Curtin University
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Policy drivers

 pressures of increased demand and increased costs of 
healthcare

 Focus on strengthening primary care and keeping people 
out of hospital  

 Increase the competition in PC provision 

 Separation of provision of public service from 
commissioning of services

 Interest in investment and disinvestment decisions

Focus on right care, right time, right place

Commissioning in Primary Health 
Care 



 Lots of it!- evaluations, large government funded research 
(mainly in UK) 

 Focus on implementation and process 

 Focus on outcomes 

 Focus on shifts in policy 

 Focus on commissioned services and changes to models of 
care 

Research into commissioning 



 Policy, process and implementation 

 commissioning is a complex activity which is entangled, 
overlapping, sporadic and irrational 

 Important to have complementary policies and incentives that 
focus on efficiency, value for money, accountability and 
quality that could be used to engage and incentivise clinicians 
and providers

 clinician leadership and ownership is integral to achieving 
reform and improved performance

 A focus on  priority setting tools to support the decision 
making process – technical 

 Technical important but relationship is equally important

So what does the evidence say



Outcome focused research 

 Very limited research on outcomes

commissioning has been a key area of focus for more than 
a decade, there is limited evidence of the impact of this 

agenda (Smith et al, 2011). 

So what does the evidence say



 Evidence from research used in government guidance 
documents- researchers invited on expert groups to 
guide policy, expert witnesses at UK House of 
Commons select Committee on Commissioning  

 In UK slow success or impact of commissioning has 
been a frustration of successive governments, who 
have often responded to a lack of progress with 
further reforms (Hunter et al, 2015) or the 
reorganisation of the commissioning architecture 
(Hudson, 2011). 

The impact of research on policy and 
the policy response: 



 HSR in practice

 Spectrum of complexity, start small…

 HSR and hospital policy

 Health systems data improving (slowly), PROMs – a 
good thing, but need to lower expectations? w/ABF?

 HSR in primary care

 Outcome evaluation challenging – searching for smaller 
effects – more focus on qualitative & narrative research

Summary



HSRAANZ
www.hsraanz.org



Our next webinar – an  introduction to 
scientific writing – 14 May 

Please visit our website and consider 
joining our network 

www.hsraanz.org


