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 Here is the evidence upon which I base my policy…
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How I think I approach trying to rationally form an opinion…
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How it really looks.



Cognitive dissonance
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Beliefs lead to actions and consequences
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 When a person holds two cognitions that are inconsistent with one another 

and experiences the pressure of an aversive motivational state

– Festinger L, A theory of cognitive dissonance. Stanford: Stanford University Press, 1957

Cognitive dissonance

Bell T. The Social Psychology of IT 
Security Auditing From the Auditee’s 
Vantage Point: Avoiding Cognitive 
Dissonance. Information Systems 
Audit and Control Association (ISACA) 
Journal 2010;3:1-4
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 Pre-post-post, within group design

 Nursing, allied health and medical undergraduate students about to enter 

clinical placement at Peninsula Health

Pre survey
Post-

workshop 
survey

Post-
placement 

survey
Workshop

Clinical 
placement
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 Evidence: Does the best available evidence support the use of [strategy] as a 

means to prevent falls in hospital? 

 Practice: Should [strategy] be used in hospitals to prevent falls?

Questions

Pre survey
Post-

workshop 
survey

Post-
placement 

survey
Workshop

Clinical 
placement

n=171 n=75
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Mobilisation alarms
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Low-low beds
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Your actions become your beliefs,
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 Changing practice intentions is going to require more than just changing 

minds…



Sunk cost bias
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 Sunk cost

– Previous costs that have already been incurred and cannot be recovered

 Sunk cost bias / error

– Making decisions in the present to make past decisions look good / reasonable

– Undue emphasis on previous expenditures of time, money, effort when making current choices

Sunk cost bias
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 Victorian Desalination Plant, Wonthaggi 

– Announced 2007 

– Completed 2012 

$4 Billion + $600 Million per year for 30 years
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But are we any better?
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 Cross-sectional study

 6 health services in Melbourne

– 55,327 beds (nearly 8% of Australian hospital admissions)

 196 interviews with key informants from randomly selected wards

– Direct costs of falls prevention with patients (eg. purchases of bed alarms)

– Indirect costs of delivering falls prevention with patients (eg. time spent completing FRATs)

– Costs (direct / indirect) of non-patient directed falls prevention activities (eg. staff training, 
committees)
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 Total opportunity cost of falls prevention activities across these 6 services in 

one year

 Extrapolation nationally (admissions ratio 834,706 : 10,600,000)

AU $46,478,014

~AU $590,000,000
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Since publication of the 2010 Cochrane review…



Flawed deductive reasoning and the death of a 

thousand cuts
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 “Pooled data from the three 

multifactorial studies in hospitals 

(Cumming 2008; Haines 2004; 

Stenvall 2007) that reported data 

on risk of falling showed a 

significant reduction.”
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 Premise 1: Multifactorial interventions reduce risk of falling in hospitals 

 Premise 2: My hospital uses a multifactorial intervention

 Inference: My hospital’s approach is reducing the risk of falling

Deductive reasoning
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 “Pooled data from the three 

multifactorial studies in hospitals 

(Cumming 2008; Haines 2004; 

Stenvall 2007) that reported data 

on risk of falling showed a 

significant reduction.”
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 Premise 1: Multifactorial interventions that consume considerable additional 

resources beyond the comparator condition reduce risk of falling in hospitals 

 Premise 2: My hospital uses a multifactorial intervention that does not involve 

use of anywhere near the same degree of resources, or even the same 

interventions involved in the studies that underpinned premise 1

 Inference: My hospital’s approach is reducing the risk of falling

Deductive reasoning

Really?
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 “Pooled data from the three 

multifactorial studies in hospitals 

(Cumming 2008; Haines 2004; 

Stenvall 2007) that reported data 

on risk of falling showed a 

significant reduction. These 

pooled data may not be 

applicable to hospital settings 

where there are short lengths of 

stay. Also, the interpretation of 

the multifactorial interventions is 

complex because their 

component parts vary.”

Minus the confirmation bias filter I used when I first 
talked about how to use this result…
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Stability of evidence over time
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Integrating policy, innovation and new evidence

Pooled effect of an intervention

Increasing number of trials

Intervention 
beneficial

Intervention 
harmful

Policy introduction during 
maturation of evidence base
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 “We are uncertain of 

the effect of these 

interventions on risk 

of falling.”
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 2010

– For multifactorial interventions in care facilities, the rate of falls (RaR 0.78, 95% CI 0.59 to 1.04; 7 
trials, 2876 participants) and risk of falling (RR 0.89, 95% CI 0.77 to 1.02; 7 trials, 2632 
participants) suggested possible benefits, but this evidence was not conclusive.

 2018

– We are uncertain of the effect of multifactorial interventions on the rate of falls (RaR 0.88, 95% 
CI 0.66 to 1.18; 3439 participants, 10 studies; I² = 84%; very low‐quality evidence). They may 
make little or no difference to the risk of falling (RR 0.92, 95% CI 0.81 to 1.05; 3153 participants, 
9 studies; I² = 42%; low‐quality evidence).

Aged care facilities do not have it any easier



41



42

Evidence-Based Policymaking: A guide for effective government. A report from the Pew-MacArthur Results 
First Initiative, Nov 2014, https://www.pewtrusts.org/~/media/assets/2014/11/

evidencebasedpolicymakingaguideforeffectivegovernment.pdf

https://www.pewtrusts.org/~/media/assets/2014/11/


Confirmation bias
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 Confirmation bias

– The tendency to search for, 
interpret, favor, and recall 
information in a way that 
confirms one's preexisting 
beliefs or hypotheses.

Confirmation bias
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 Premise: Residents of Aged Care Facilities in Australia typically use a 

“continuity” approach to accessing a general practitioner

 Premise: This approach results in GPs seeing patients predominantly after 

hours, leading to delays in service provision or responsibility being 

transferred to a hospital

– Swannell C: Aged care “broken”. MJA Insight 2014, 12.

 Inference: Improving access to general practitioners will improve the health of 

older adults in aged care facilities, lead to fewer hospital transfers and 

prevent falls

Exhibit A: Beliefs



Audience participation time!!!!!!
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Improving care through imbedding general 

practitioners within residential aged care 

facilities 

Prof Terry Haines, Monash University / Monash Health

Prof Andrew Robinson, UTAS

Prof Andrew Palmer, UTAS

Petra Tierney, BUPA Aged Care



Old model of care characterized by:
1. Direct resident care being provided care 

staff
2. GP’s not being directly linked to staff 

within the home
3. Care manager – predominantly 

administrative role across facility
4. RN – Medication rounds, minimal direct 

care, some more complex procedural 
care (wound dressings)

5. GP informal communications with 
registered nurse

General Manager

Care Manager

RN RN RN

Residents

Care staff (cert III or some 
EN)

GP



Residents

General 
manager

Care 
manager

Care 
manager

Care 
manager

Clinical 
manager

Registered nurse in charge

Community 
RN / EEN

Community 
RN / EEN

Community 
RN / EEN

BUPA GP

New model – characterised by:
1. Care manager now responsible for 1 unit in home (~40 residents). More directly 

involved with care planning and ax)
2. RN in charge – takes role of care manager when care manager not there. Direct resident 

care, comprehensive health assessments.
3. Care staff now skilled to assist residents with medications.
4. Creation of the clinical manager role to link Care managers and general manager to GP

Care staff

Medical services 
director

Regional director



12 month 
retrospective audit

Stepped wedge cluster 
randomized trial

12 month
follow-up

Cluster 1

Cluster 2

Cluster 3

Cluster 4

Cluster 5

Cluster 6

Cluster 7

Figure 1.  Trial design.  Each column represents a 9 week period.
Key:  Grey = control period. Black = 18 week roll-out period. White = intervention period.

15 facilities 
across Vic, 
NSW, Qld, 

SA
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 Unplanned hospital transfers

– Rate of transfer per 1000 resident days

 Falls

– Rate of falls per 1000 resident days 

 Polypharmacy

– Proportion of residents taking >5 medications

Primary outcomes
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Facility demographics prior to commencement of stepped 
wedge component of study
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Employing general practitioners
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Audience participation: 

Please describe a mechanism of action that would 

explain this result
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Medication errors



Please describe a mechanism of action that would 

explain this result
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 Number of falls per 9 week block per facility
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 Number of fall-related fractures per 9 week block per facility
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 Beware: Confirmation 

bias is hard to resist!

Confirmation bias
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 Strong forces oppose our attempts to appropriately understand and use 

evidence in clinical practice, policy formation, adoption of innovation

– Confirmation bias

– Sunk cost bias

– Cognitive dissonance, particularly with accepting results of negative trials

– Wanting to implement watered down versions of research-based interventions

– Fooling ourselves with use of faulty deductive reasoning 

 Even when we do this, the evidence base can change beneath us, 

particularly if the evidence base is still emerging

 Making sound, evidence-based policy decisions is not an easy task!

Summary


