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Achieving better practice – The Clinical Support Systems
Program

AS PART OF the Clinical Support Systems Program
(CSSP), the Monash University Consortium investigated
the application of a clinical practice improvement (CPI)
model. The Consortium set out to examine what factors
impeded the implementation of clinical evidence into the
routine practice of an acute hospital team.

Specifically, we compared and contrasted the approaches
to stroke management at four different hospitals in Victoria:
Monash Medical Centre (a tertiary teaching hospital),
Frankston Hospital (a metropolitan general hospital), St
Frances Xavier Cabrini Hospital (a large private hospital)
and Warragul Hospital (a rural hospital).

Team leaders from each site (Paul Talman, Director of
Stroke, Monash Medical Centre; Prakesh Nayagam, Senior
Physician, Frankston Hospital; Judith Frayne, Senior Physi-
cian, Cabrini Hospital; and Bruce Maydom, Senior Physi-
cian, Warragul Hospital) reviewed the evidence for activities
or treatments that represented “best practice” in managing
acute stroke. This was done through a series of workshops in
which indicators or surrogate markers that would indicate
implementation of best practice were developed.

The aim was to gather a relatively small, manageable core
data set to establish whether each patient received “best
practice” according to the indicators agreed upon, rather
than to accumulate comprehensive data about each of the
decision points in the protocol. Initially, the data were
collected on paper; subsequent computerisation of data
collection allowed much more rapid and timely feedback.

Before undertaking the study, a number of clinical and
organisational strategies were developed to promote the
recording of the core data set and to encourage awareness of
the importance of implementing evidence into routine clini-
cal practice. These included newsletters, education pro-
grams on the clinical consequences of failure to implement
best practice and a “league table” comparing the perform-
ance of the four teams. These interventions were locally
implemented and monitored through a cyclical process of
planning, implementation, measurement (data collection)
and review. However, the point of the project was not so
much to collect and analyse the data but rather to observe
and document the processes, procedures, obstacles and
efficiencies of each of the teams in trying to implement and
measure the activities or treatments identified as best prac-
tice. In each cycle, the local sites had full responsibility for
implementation and measurement. In the initial cycles, a

group of representatives from each site carried out planning
and review, but in later cycles each site was encouraged to
begin developing local interventions and to take full respon-
sibility for planning and review as well as implementation
and measurement.

Project outcomes

In the two years of the CSSP (2000–2002) we identified
some important factors that influence whether evidence can
be put into practice. In the main, these factors are qualita-
tive and subjective. While this does not minimise their
importance, it makes it more difficult to be categorical
about ensuring that routine practice is based on evidence.
Nevertheless, we contend that, unless these factors are
addressed and resolved in a way that is locally relevant, it is
unlikely that evidence will be implemented into practice in a
sustainable way.

Training and education

We were surprised at the degree to which training and
education were required to enable staff to participate effec-
tively in the CPI project. Education was required to over-
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identify factors influencing the implementation of clinical 
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come the concept of the randomised controlled trial (RCT),
which is deeply entrenched in the clinical psyche and was a
major hurdle to implementing CPI. In the RCT model,
professional data collectors derive frequently voluminous,
detailed and all-inclusive data to be analysed at the end of a
study, while at the same time trying to minimise the impact
on day-to-day clinical experience. On the other hand, CPI is
a cyclical process carried out by the clinical team, who
themselves design a small study to collect only data relevant
to a utilitarian question about practice. The clinical team
collects the data, immediately analyses them for their utility,
modifies the questions or data collection process or behav-
iour and repeats the cycle.1,2 Thus, while the RCT is central
to the acquisition of evidence, it provides many distractions
to the introduction of CPI. To firmly entrench CPI in
clinical practice, training needs to be directed at instilling
the principles outlined in Box 1.

Training improved the skill of the team in recognising and
understanding the nature of evidence and in identifying and
demonstrating that evidence had been translated into prac-
tice. While this seems simple enough, it belies the underly-
ing complexities and steps required to bring the staff to this
level. Establishing this skill level took much of the two years
of the CSSP at Monash — indeed, it was not possible to
examine some of the other important structural, organisa-
tional and attitudinal factors that affect the implementation
of best practice until this was achieved.

Leadership

The distinction between management (which implies pre-
serving the status quo) and leadership (which calls for
responsiveness to change, creative problem-solving and the
ability to motivate others) has been made before,3-5 and the
differences were clearly observable in our study (Box 2).
The hospital context, which bolsters clinical safety and
efficiency through routine and reiteration, emphasises man-
agement. Management processes of this kind are well devel-
oped, and consequently educating staff about management
was not the principal issue. Instead, management needed to
be harnessed and redirected to the task of day-to-day
collecting and reviewing of data for evidence of best prac-
tice. On the other hand, the process of creating change and
of cleaving out administrative “space” and resources
requires leadership. At some of our sites, both leadership and
management were apparent by the end of the project. While
desirable management characteristics were readily apparent
and have been well described in the past, the qualities of
good leadership are less tangible (although it was usually
recognisable when present). We also suspect that leadership
may be less susceptible to training and that good leaders
may be best obtained by selective recruitment.

The need for an exemplar

We were surprised at the difficulty experienced by most sites
in embracing the notion of constantly applying the cycle of
planning, implementation, measurement and review. There
was a constant pull toward the collection of large quantities
of data for long periods without constant review. This was in

1: Concepts required for clinical practice 
improvement

■ Aim for usefulness rather than perfection. The aim is to bring about 
a desired outcome by following a particular form of practice, and 
the purpose of the questions posed and data collected is to 
achieve this. Absolute compliance with the protocol is not 
necessary — compliance failure is as enlightening as adherence. 
Staff should be able to recognise that the data are useful to them 
in their daily practice.

■ Start small. Begin with simple questions and collect an amount of 
data that is manageable and not an imposition on staff. The 
purpose of beginning small is to (a) better understand the root 
causes of a problem, (b) obtain collaboration from staff, and (c) 
identify major issues that will require pressure for change. It is not 
necessary to begin with a system that collects all conceivable 
data at the outset — new data can be collected later, as needed.

■ Just do it. Small studies targeting key questions are all that is 
required to begin. Beginning is also part of educating staff about 
the nature of clinical practice improvement (CPI).

■ Expect to change the system. A central feature of CPI is constant 
modification of questions and data. The organisational structure in 
which a clinical team operates is organic and constantly 
changing; hence, the activities of the team need constant 
monitoring and the factors monitored may alter.

2: Newton’s first law of motion in the hospital

Every ward unit continues in a state of rest or uniform motion unless 
compelled by some external force to change that state of rest or 
uniform motion.

In hospitals, the management process provides a buffer against 
external forces, creating an environment in which routine and 
reiteration reduce the risk of error. However, this state also reduces 
responsiveness to change when new evidence indicates that old 
practices are no longer justified. Change requires leadership, which 
in turn requires an ability to analyse the root causes of a problem. 
Leadership can’t be exerted without being able to identify the core 
issues to be addressed.

The problems experienced by our study participants in adopting a 
clinical practice improvement (CPI) model are a good example of 
the difficulty of learning to analyse data and evidence in a new way. 
All site representatives struggled to identify the core information that 
could act as indicators of adherence to CPI.

3: Focusing questions to ensure that the data 
collected for CPI are manageable and relevant

The aim is to make data collection simple and relevant and to allow 
questions to be constantly and readily modified. A useful approach 
is to provide a generic questionnaire form (available on the Internet) 
consisting of a small number of questions involving Boolean (yes/
no) logic and scalars (how long, how much, how big or of what 
value). A list of three to five of these questions is sufficient to obtain 
key indicators for many important management issues.

Our study showed that being constrained by the number of 
questions, being able to easily modify the questions, and having 
rapid feedback of new data encouraged teams to ask relevant 
questions based on a small amount of easily collected data.

CPI = clinical practice improvement.
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part due to the problems of data collection (see below), but
also to the deeply entrenched concept of the RCT. One of
the most useful instruments for change was to point to
active models of quality assurance as exemplars.

The need for prompt feedback of relevant data

A central feature of CPI is that the questions asked, and thus
the data collected, need constant modification. The organi-
sational structure in which a clinical team operates is organic
and constantly changing: hence, the activities of the team
need constant monitoring and the factors being monitored
may alter. Successfully implementing evidence into practice
presupposes that data are readily available to provide rapid
feedback on the effectiveness of the implementation. How-
ever, the natural inclination of clinical teams seems to be to
revert to collecting large amounts of complex data for review
at some distant time, with many of the questions posed not
being directly relevant to the problem at hand. By contrast,
a small number of apposite questions, asked in a timely
manner and with results rapidly fed back, can lead to a
prompt change in practice (Box 3). This usually presup-
poses access to a computer network.

Finally, the need for a small number of apposite questions
implies the ability to ask the right questions. The confluence
of management skill, an ability to translate research evi-
dence into routine clinical behaviour and an understanding
of the process of quality assurance are central — they are, in
effect, the prerequisites for effective data collection and
interpretation.

Organisational support for cultural change

For the CPI process to become embedded in clinical
practice, cultural change must occur. Staff require confi-
dence to question their own practice and to experiment in
ways that require long-term personal and institutional
investment. This is only possible when the larger hospital
administrative culture places sufficient store on implement-
ing best practice to provide the necessary resources. These
may include computer support or funded time for staff to
devote to education and data collection. Perhaps most
importantly, institutions must provide buffers against
demoralising structural changes that cut across hard-won
improvements in practice. Regrettably, we found little evi-
dence that the commitment of institutional administrators
to best practice matched the commitment of their clinical
staff, despite the potential benefits to the institution of
adopting a CSSP approach (Box 4).
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Key lessons

■ Training and education are required as to the nature of evidence 
and the process of clinical practice improvement (CPI). 
Specifically:
➤ The data collected should be useful rather than 

comprehensive.
➤ Data collection should be targeted and manageable: three 

to five questions that highlight whether a process is being 
implemented in a timely fashion should be sufficient.

➤ Participants in a CPI program should begin with small 
questions and expect to change them and learn as they go 
along.

➤ Staff need to see the data in a timely manner if behaviour is 
to change.

■ Both leadership and management are required.
■ Commitment of institutional administration to best practice 

is essential.

4: Impact of the Clinical Support Systems Program

The hospitals participating in our study as part of the Clinical 
Support Systems Program (CSSP) were Monash Medical Centre 
(MMC), Frankston Hospital, Cabrini Hospital and Warragul Hospital. 
After a slow uptake of the clinical practice improvement (CPI) 
program, the average length of stay at each participating hospital 
for all stroke patients managed at that hospital fell by over 15% and 
showed a sustained downwards trend (A). A reduction in average 
length of stay is a useful indicator of the increased effectiveness of 
clinical and ward processes. While the project cannot claim sole 
responsibility for achieving this improvement in performance, it is 
clear that, with a focus on stroke management created by the 
project and the provision of the environment and mechanisms 
needed for staff to make improvements, results ultimately follow.
The fall in average length of stay seems to have been associated 
with adherence to clinical protocols (B). There was significant 
improvement in the application of protocols and, by implication, an 
improvement in the quality of service provided (assuming that 
application of best practice results in better patient outcomes). The 
average length of stay for stroke patients at MMC fell by 3 days 
(representing about $300 000 in savings) — this alone would offset 
the cost of implementing CPI.
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