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What is 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)

|dentify [ Generate evidence to inform what should be done
Implement in practice [ Inform policy

Evaluate

Repeat1-3

NV



Outlines and Speakers

\

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




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



o

« 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 (another example)
—

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.




Controlled before and after trial

PRI

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

Site 1 (Intervention) New model Site 1

New model of care
Usual care introduced at N=283
I Site 1

Site 2

Site 2 (Control)

Usual care I, Jsualcare
n=205

n=175

Post-intervention

data (same 6 month
period in the following

year)

Pre-intervention
data (6 month period)

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

B

* 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

Implementation

Period




Qualitative Health Service Research

\

* 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.



Retrospective cohort study using an

audit of medical records

o

* 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.



Why identify your work as HSR?

\

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

* |dentifying 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



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

A

Before reconfiguration of acute stroke After reconfiguration of acute stroke After reconfiguration of acute stroke
services services in Greater Manchester services in London
Suspected stroke | Suspected stroke | Suspected stroke |
|
1 <4 hours * ‘)4 hours l
Local emergency department | CSC/PSC | DSC I Hyperacute stroke unit |
ASU orward | ‘ .
i Stroke unit |
Community rehabilitation services | Community rehabilitation services | Community rehabilitation services

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

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



Difference in Differences
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Activity based funding
\

* Funding reflects expected costs of delivering health care

* High-cost hospitals incentivised to reduce costs

* Qutcomes [0'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?



Evidence on outcomes - linked data

.’
* Chest pain in South Australia

Hospital 1____|Hospital2___|Hospital 3___|Hospital4___

oJl[{delnl= 0 Proportion Odds ratios (vs. Hospital 1)

Mortality [EeNeib] 0.500 2.126 0.627
CleEVsaE s (0.007,0.021)  (0.172,1.303) (1.078, 4.434) (0.238,1.554)

Admissions [eXey/e] 1.243 1.145 1.487
leE e (0.056,0.088)  (0.897,1.727) (0.829,1.600) (1.085,2.048)



NSW Bureau of Health Information

Ischaemic stroke 30-day risk-standardised mortality ratio, NSW public hospitals,
July 2012 = June 2015

Figure 18
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Patient Reported Outcome Measures

Table 2. Postoperative PROM scores for four procedures (2009/2010-2011/2012).

Disease-specific FROM Generic FROM
Mean score Difference (5% Cl) 5tandardized Mean score Difference (95% Cl) Standardized
Procedure/year Mumber (50) from 2009 to 2010 effect size (5D from 2009 to 2010 effect size
Hip replacement
2009/2010 27487 38.18 (9.45) - - 0.77 (0.26) - -
2010/2011 31,659 38.18 (9.52) -0.01 (=0.15,0.13) -=0.001 0.77 (0.26) -0.001 (—0.005, 0.003) -0.004
201 172012 33041 3835(%.33) 0.25(0.11, 0.3B)** 003 0.77 (0.25)  0.006 (0.002, 0.010)** 0.03
Knee replacement
2009/2010 28,762 33.64 (10.15) - - 0.70 (0.27) - -
2010/2011 31,944 3391 (10.10) 0.22 (0.08, 037" 0.02 0.71 (0.26)  0.004 (0.001, 0.008)* 0.02
201172012 33761 34.03 (10.11) 0.4 (0.28, 0.55)** 005 0.71 (027)  0.007 (0.003, 0.011)** 0.03
YV surgery
2009/2010 8314 1094 (9.99) - - 0.86 (0.20) - -
2010/2011 7192 10,91 (3.80) 0.26 (0.01, O.51)* 0.03 0.86 (0.21) -0.004 (-0.010, 0.001) -0.02
201 172012 6233 1216 (10.82) 057 (0.30, 0.84)** 007 0.85(0.22) -0.003 (-0.00%, 0.002) -0.02
Hernia repair
2009/2010 23,205 087 (0.19) - -
2010/2011 19.569 0.87 (0.19) —0.001 (—0.005, 0.002) -0.006
201 172012 21,692 0.87 (0.19)  0.001 (—0.003, 0.004) 0.00&

*p = 0.05; ®p = 0.01; **p = 0.001.
Mote: lower scores indicate worse health excepr for the VV disease-specific PROM for which the reverse is true.

Varagunam et al, JHSRP 2014
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* In 2001, the New Zealand government in
Primary Health Care Strategy

* |ts 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.




Key Directions

Reducing the barriers, particularly financi
groups with the greatest health need, bothin 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 Maori and Pacific
providers



Key Changes

Mmunities) and

This money provided firstly to Access practices (serving higher n
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



Existing International Evidence

Some evidence that a strong primary health Mstem
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)



Methods

ormative evaluatio

* Large, national team of researchers el
*  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 (!)



Some Key Findings - 2010

Strong support for the strategy and new funalw‘

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



Reflections 2018

\

* 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!




HSR in commissioning in primary
care

Suzanne Robinson, discipline leader for Health, Policy and
Management, Curtin University
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Commissioning in Primary Health

Care

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

+* |nterest in investment and disinvestment decisions

Focus on right care, right time, right place



*
*
*

*

BM]

open

To cite: Shaw SE, Smith JA,
Porter A, at al The work of
commissioning: a multisite
case study of healthcare
commissioning in England's
NHS, BMJ Open 20133
£003341. do:10.1136/
bmjopen-2013-003341

» Pregublication history for
his paper is avalable online.
To view these files please
isit the journal onling
(httpi//ddoi.org/1 01136
bmiopen-2013-003341).

Research into commissioning

Lots of it!- evaluatio

(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

Downloaded from hitp://bmjopen bmj.com’ on April 13, 2018 - Published by group bmj com
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The work of commissioning: a multisite
case study of healthcare commissioning

in England’s NHS

Sara E Shaw," Judith A Smith,? Alison Porter,® Rebecca Rosen,? Nicholas Mays®*

ABSTRACT

Objective: To examine the work of commissioning
care for people with long-term conditions and the
factors inhibiting or facilitating commissioners making
service change.

Design: Mulisite mixed methods case study research,

combining qualitative analysis of interviews,
documents and observation of meetings.
Parlicipants: Primary care trust managers and
clinicians, general practica-based commissioners,
National Health Service trust and foundation trust
senior managers and clinicians, voluntary sector and
local govemment representatives.

QaMinn: Thraa ‘snmmiceinninn rammunitias’ (araae
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Social Science & Medicine 75 (2012) 23862393
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available at SciVe

Social Science & Medicine

Priority-setting and rationing in healthcare: Evidence from the English experience

Suzanne Robinson*, lestyn Williams ™', Helen Dickinson ", Tim Freeman "', Benedict Rumbold “*

ool of Public Heolth, Facuky of Heaith Sciences, Currin University Sulding 400-315, GFO Bax UISS7. Perth, WA 6845, Austrulla

"Health Services Management Centre (HSWC), University of Birminghasm. Pork House, 40 Edghast
“Nuffeld Trust. 59 New Cavendish Steet. Landon, UK

ton Park Road. Birmsngham, UK

ARTICLE INFO

ABSTRACT

Articte history:
Available online 20 September 2012

In a context of ever increasing demand, the recent economic downturn has placed further pressure on
decision-makers to effectively target healthcare resources. Over recent years there has been a push to
develop more nphm evidence-based priority-setting processes, which aim to be transparent and

oach and a number of
and utised at natonal and localleves. This puper repors Aindings form .qmnunve research study
which ity across five English ‘Trusts, between March
and November 2012. the dual aims of i t improve

the overall effectiveness of priority-setting (i, reaching ‘correct’ resource allocation decisions); and to
increase the acceptability of priority-setting processes for those involved in both decision-making and
implementation. Respondents considered priority-setting processes to be compartmentalised and
peripheral to resource Dhmm( and alloation. Further progress was required with regard to disin-
‘While local
priority-setters had begun to develop more explicit processes, public awareness and lnput remained

Heaith and Social Care in the Commundy (2013)

doi: 10.1111/hsc.12046

‘It ain’t what you do it's the way that you do it": lessons for health care from
decommissioning of older people’s services

Suzanne Robinson pho, Jon Glasby pro, and Kerry Allen pho,
'Curtin University, Western Australia and University of Bimingham, UK

‘Acoepted for publcation 18 Fetbruary 2013

Correspondence
Suzanne Robinson
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‘GPO Box U1987, Perth
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What is known about this topic

 The financial challenge facing
health and social care services
means that tough resource alloca-
tion decisions need to be made.

« There is currently very lttle

research and evidence on disinvest-

ing/ decommissioning in health
and social care.

 Over time, local authorities have
started to develop significant expe-

Abstract
Public facing one of the i peri-
ods in istory and local daciicn makers s tasked wih makmg mu,;n

3
complex task and something the Notional Health Servie has always found
difficult. Over time, local authorities have gained significant experience in
the dosure of care homes — an equally complex and controversial issue.
Drawing on local knowledge and best practice examples, this article high-
lights lessons and themes identified by those decommissioning care home
services. We believe that such lessons are relevant to those making disin-
vestment dedisions across public sector services, including health-care. The
study employed semi-structured interviews with 12 Directors of Adult
Social Services who had been highlighted nationally as having extensive

ence of home closures. Interviews ducted over a 2-week per-
iod in March 2011, Results from the study found that having local policy
guidance that is perceived as fair and reasonable was advocated by those
involved in home closures. Many local policies had evolved over time and
had often been developed following experiences of home dosures (both
good and bad). Decisions to cl reg
of strong leadership, clear strategic goals,  fair decision-making process,

strong evidence of the need for change and good communication, alongside




So what does the evidence say

olicy, process a

* 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

* Afocus on priority setting tools to support the decision
making process — technical

* Technical important but relationship is equally important



o 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).

Heaith and Social Care in the Communiy (2013) dok: 10.1111/hsc.12046

‘It ain’t what you do it's the way that you do it": lessons for health care from
decommissioning of older people’s services

Suzanne Robinson php, Jon Glasby Php, and Kerry Allen pho,
'Curtin University, Western Australia and University of Bimingham, UK

‘Accepted for publcaton 18 February 2013
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‘What is known about this topic

* The financial challenge facing
health and social care services
means that tough resource alloca-
tion decisions need to be made.

« There is currently very little
research and evidence on disinvest-
ing/decommissioning in health
and social care.

* Over time, local authorities have
started to develop significant expe-

Abstract

Public sector organisations are facing one of the most difficult financial peri-
ods in history and local decision-makers are tasked with making tough
rationing dedisions. Withdrawing or limiting services is an emotive and
complex task and something the National Health Service has always found
difficult. Over time, local authorities have gained significant experience in
the dosure of care homes — an equally complex and controversial issue.
Drawing on local knowledge and best practice examples, this article high-
lights lessons and themes identified by those decommissioning care home
services. We believe that such lessons are relevant to those making disin-
vestment dedisions across public sector services, including health-care. The
study employed semi-structured interviews with 12 Directors of Adult

Social Services who had been highlighted nationally as having extensive

P f home closures. i ducted over a 2-week per-
iod in March 2011. Results from the study found that having local policy
guidance that is perceived as fair and reasonable was advocated by those
involved in home closures. Many local policies had evolved over time and
had often been developed following experiences of home dosures (both
good and bad). Decisions to close care home services require a combination
of strong leadership, clear strategic goals, a fair decision-making process,

strong evidence of the need for rhanﬁ and Eood communication, alo&ide

Jon Glasby
Suzanne Robinson
Kerry Allen

ACHIEVING CLOSURE

Ajoint publication by the Health Services UNIVERSITY0F
Management Centre, University of BIRMINGHAM
Birmingham and the Association of Directors
of Adult Social Services, in association with
the Social Care Institute for Excellence




The impact of research on policy and

the policy response:

o

* 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).



\

* 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



HSRAANZ \!C;'EEQ?,E,;';

RESEARCH
www.hsraanz.org ot

—

Here are just a few reasons to support the Health Services Research Association of
Australia and New Zealand

+ Strength in numbers & 5tay Informed and Take Control of your ++ Give Back to Health Services Research
Career

4 Learning and Professional Development % Professional Recognition

4 Enhance your Professional Metwork



HEALTH
SERVICES'
RESEARCH

ASSOCIATION

AU.NZ

Our next webinar — an introduction to
scientific writing — 14 May
Please visit our website and consider
joining our network

\/

www.hsraanz.org




