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CAHE’s Dr Saravana Kumar awarded  
prestigious national Fellowship  
Improving the management of whiplash-associated disorders 
 

The National Health and Medical Research Council (NHMRC) has presented CAHE’s Dr 
Saravana Kumar with the National Institute for Clinical Studies (NICS) Fellowship, co-
sponsored by TRACsa: Trauma and Injury Recovery and the Motor Accident Commission of 
South Australia (MAC) 
 

Dr Saravana Kumar, Research Fellow and Lecturer, Centre for Allied Health Evidence,  
University of South Australia, will utilise this fellowship to address the internationally 
recognised issue of improving the management of people with whiplash-associated 
disorders by physiotherapists and chiropractors.  
 

Each year in South Australia, these disorders account for 45% of the 6,000 Compulsory Third 
Party (CTP) claims and a third of costs, which is more than $120 million. Internationally, 
whiplash-associated disorders contribute to approximately 42% of all CTP claims and this 
figure continues to increase.  People suffering from whiplash-associated disorders (WAD) are 
currently offered a range of costly treatment and rehabilitation options, but despite this 
many patients remain in constant pain and develop long-term complaints.  
 

Over the next two-year implementation period Dr Kumar aims to improve patient outcomes 
by implementing TRACsa’s new Clinical guidelines for best practice management of acute 
and chronic whiplash-associated disorders.  In order to achieve this Dr. Kumar will be 
working with physiotherapists, chiropractors and consumers.  The ultimate goal of the 
fellowship project is to address the broadening gap between evidence and current practice 
in the management of WAD. 
 

As part of his project, Dr Kumar will assess current practice in the 
management of WAD and will provide a multi-dimensional strategy to 
support guideline implementation by physiotherapists and chiropractors. 
Recognising the growing and important role of consumers, this research 
will provide consumers with TRACsa’s ‘guide for injured people’ to assist 
their understanding of WAD and available treatment options.   
 

By working together with health care providers and consumers, and identifying their unique 
perspectives of guideline implementation, Dr Kumar aims to address the current evidence-
practice gap in WADs management.  
 

Dr Kumar is excited about this opportunity and is looking forward to working in this 
stimulating and expanding area of evidence implementation.  He commented:  
 

Evidence implementation is a complex science and our understanding on how to 
implement evidence into practice successfully is growing on a daily basis. What makes this 
project unique is that it brings in stakeholders of WAD (providers and consumers) and 
identifies from their perspective what works and what doesn’t in evidence 
implementation, and its influence on health care processes and outcomes. Lessons from 
this project will help inform other similar projects in the future as well.  This project also 
gives me the ideal opportunity to work with experts in the field and learn from them. 
 

Professor Karen Grimmer-Somers, CAHE Director, mentor for this project, stated: CAHE has 
always recognised the importance of evidence implementation. Many of CAHE products aim to 
aid this process. Therefore to host Dr. Kumar at CAHE and mentor his project will ensure CAHE 
continues to support innovative evidence implementation initiatives in health care.   
 

Dr. Kumar will regularly report on the progress of this project in this newsletter.  
 

TRACsa: Trauma and Injury Recovery is focused on better treatment and recovery for people injured on the road or at 

work.  The Motor Accident Commission (MAC) is SA’s Compulsory Third Party insurer and provides $360 million each year 

in compensation to road crash victims. The National Institute of Clinical Studies (NICS) is part of the National Health and 

Medical Research Council (NHMRC), Australia's leading funding body for health and medical research. NICS role within the 

NHMRC is to improve health care by getting the best available health and medical research into everyday practice. 

 

 

See Page 3 for information on CAHE’s 5th Outcomes Calculator & the new 
Best Evidence Corner available of CAHE’s website: www.unisa.edu.au  

http://www.unisa.edu.au/cahe/CAHEREG/CAHEform.asp
http://www.newdev.unisa.edu.au/cahe/CAHEDCP/
http://www.tracsa.org.au/
http://www.mac.sa.gov.au/
http://www.unisa.edu.au/cahe/BEC/default.asp


 

Implementing evidence: 
Embracing the facts 
 

If evidence based practice is such a great idea, why is it not embraced by all in health care? 
While there are many reasons for this, one of the primary reasons is that changing health care 
practices can be quite difficult.  
 

Dr. Susan Michie and colleagues in United Kingdom undertook research which aimed to 
identify theoretical constructs for use in implementation of evidence based practice (Michie et 
al. 2005). The findings from this research identified twelve domains which could be used to 
explain resistance to, or implementation of, behaviour change. They are:  
 

(1) Knowledge (7) Memory, attention and decision processes 
(2) Skills (8) Environmental context and resources 
(3) Social/professional role and identity (9) Social influences 
(4) Beliefs about capability (10) Emotion regulation 
(5) Beliefs about consequences (11) Behavioural regulation 
(6) Motivation and goals (12) Nature of the behaviour 
 

These domains provide valuable insight into potential barriers, and enablers, in implementing 
evidence in clinical practice.  
 

It is important to identify barriers when considering implementing evidence in clinical practice 
so that interventions can be tailored to overcome these barriers. Several types of barriers 
currently exist when implementing evidence in clinical practice. These range from an individual 
perspective to organisational and social contexts. From an individual perspective, barriers can 
be reported in terms of knowledge, attitudes, awareness, motivation to change and 
behavioural issues. From an organisational perspective, barriers can include limited resources, 
existing historical structures and processes of care etc. From a social perspective, barriers can 
relate to leadership, culture of workplace and opinion of peers etc. Barriers can also exist in the 
form of patients’ perspectives (i.e. patients’ expectations) and existing economic 
circumstances, such as fee for service models, etc.   
 

Once local barriers to evidence implementation have been identified, specific interventions 
which target identified barriers can be considered. These interventions can be oriented 
towards the health care professional, the patient, and/or the organisation. There is research 
evidence (Bero et al. 1998) that some intervention strategies are more effective than others for 
implementation of evidence in clinical practice, and these include:  
 
 Consistently effective – Educational outreach visits, decision support systems, reminders, 

interactive educational meetings, multifaceted interventions 
 Variably effective – Audit and feedback, local opinion leaders, local consensus approaches, 

patient mediated interventions 
 Little or no effect – Educational materials alone, didactic educational meetings 
 Unknown effectiveness – Financial incentives, administrative interventions  

 
One of the key messages from implementation research is that there is no one size ‘fits all’.  
Interventions which have demonstrated success are those which target site-specific, local 
barriers rather than generic interventions.  Achieving change in clinical practice is complex, and 
requires a systematic and staged approach.  Clear objectives, identification of agents of change, 
matching interventions to barriers, pilot testing, and regular and ongoing evaluation are 
necessary to this process.  The National Institute of Clinical Studies has produced several tools 
which can be utilised in identifying barriers to implementing evidence in clinical practice. These 
practical tools provide clinicians with opportunities to identify barriers to implementation in 
their local health care settings, and plan intervention strategies to address identified barriers. 
 

These tools can be accessed from the National Health and Medical Research Council website.  
 

References: 
1) Bero, LA, Grilli, R, Grimshaw, J, Harvey, E, Oxman, AD, Thomson, MA 1998, ‘Closing the gap between research and 
practice: an overview of systematic reviews of interventions to promote the implementation of research findings’, 
BMJ, vol. 317 pp. 465-8. 
2) Michie, S, Johnston, M, Abraham, C, Lawton, R, Parker, D and Walker, A 2005, ‘Making psychological theory useful 
for implementing evidence based practice: a consensus approach’, Quality and Safety in Health care, vol. 14, pp. 26-33.  

 
 

http://www.nhmrc.gov.au/nics/asp/index.asp?page=materials/materials_subject_subpage&val=Subject%20-%20Barriers%20to%20using%20evidence


 

Introducing CAHEôs new Best Evidence Corner: 
Providing a forum for SA’s Speech pathologists to speak up! 
 

In a new initiative CAHE is offering the CAHE Best Evidence Corner (BEC) aimed at addressing 
specific allied health areas. Initially the trial will run for three months and is focused on speech 
pathologists providing services to children with primary speech and/or language impairment. 
  

The primary aim of this new service is to enhance the quality and safety of speech pathology 
services for children with primary speech and/or language impairment.  This will be achieved by 
facilitating speech pathologists’ use of the research evidence by providing a best evidence 
information corner.  This service will be provided to speech pathologists around the globe. 
 

This initiative is designed to promote and encourage evidence-based practice in speech 
pathology by facilitating clinicians' ability and motivation to access the literature on 
intervention.  Clinicians can compose questions according to parameters of this trial initiative.  
This is a three-month trial and the first stage focus of this trial is intervention based on the 
following question parameters.   
  

Question Parameters include: Models of service delivery and interventions for children (0-18 
years) with primary speech and/or language impairment, excluding voice, stuttering and swallowing. 
 

Questions need to be formulated based on the PICO format as outlined in the CAHE Journal 
Club section of this CAHE website. Some example questions are available on the CAHE website. 

 

CAHE releases fifth Outcomes Calculator 
Adding to CAHE’s comprehensive stable, a fifth OC has now been developed and released  
 

The CAHE Outcomes Calculators range has been developed from the combined efforts of many 
CAHE staff since 1999 and now includes five calculators. The recently released CAHE Peripheral 
Joint Outcomes Calculator joins the original 4, providing a wide range of tools useful in a 
spectrum of clinical scenarios: 
 

 CAHE Musculoskeletal Outcomes Calculator 
 CAHE Incontinence Outcomes Calculator 
 CAHE Neurological Disorders Outcomes Calculator 
 CAHE Chronic Disease Management Outcomes Calculator 
 CAHE Peripheral Joint Disorder Outcomes Calculator 

 

The term outcome incorporates the health gains and/or costs associated with treatment. For the 
management of many conditions, this involves an episode of care (a number of linked occasions 
of service). Currently the most common type of outcome information is on cost, or number of 
contacts with the patient. Our investigations highlighted that most clinicians collect no standard 
information from patients on health outcome, despite this being the most important 
information required by health funders. What information is collected is non-standardised, 
collected at variable time frames throughout the episode, and is usually handwritten in patient 
notes, which makes it inefficient and less than useful for clinical benchmarking. The need for a 
simple, efficient mechanism for collecting standard information routinely on patient progress 
was identified from our preliminary investigations. The Outcomes Calculator software was 
developed to address this need.  
 

The CAHE Outcomes Calculators aim to facilitate the use of standardised outcome measures in 
clinical practice to monitor change in patient status over time. Patients complete selected 
outcome measures prior to, or following treatment (without reference to the clinician) and the 
data can be entered into the CAHE Outcomes Calculator by administrative staff. This avoids the 
potential bias by the clinician and ensures that the patient’s view of their condition is 
recognised. The CAHE Outcome Calculator automatically computes the score for each outcome 
measure and uses norms for comparison, as appropriate. Summarising outcomes in this way 
would assist in communicating patient progress, between clinicians, patients and funders. 
You can order your copy of CAHE’s five Outcomes Calculators online.  
 

 

Register online to receive CAHE updates.  

http://www.unisa.edu.au/cahe/BEC/default.asp
http://www.unisa.edu.au/cahe/CAHEJC/jcworks.asp#PICO/PACO SS
http://www.unisa.edu.au/cahe/BEC/default.asp
http://www.unisa.edu.au/cahe/CAHEOCs/default.asp
http://www.unisa.edu.au/cahe/CAHEREG/CAHEform.asp

