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Welcome to the latest issue of your NIHR CLAHRC West Midlands News Blog.

In the latest issue of our News Blog we discuss the
move to digitising patient records; the effect of
relative poverty on health; a systematic review of
community interventions; home visits for newborns
in SubSaharan Africa; methods for identifying
preventable deaths; the use of preventable
readmissions as an outcome measure; and
assessing patientcentred care.
Further, we bring you a perspective piece from one
of our PPI advisors; the latest news; profile Victor
Adekanmbi; have our CLAHRC WM Quiz; highlight
upcoming events; and list some of our latest
publications. Finally we feature a summary of our
latest CLAHRC BITE on gout and atrial fibrillation.

Available at: http://eepurl.com/bZI9nX

We hope that you find these posts of interest, and
we welcome any comments. You can find previous
issues of our News Blog here.

Add us to your address book
depending on your email, adding us may ensure that pictures load automatically.

Director's Blog
Going Digital – the Electronic Patient Record
Everyone wants to go digital; it’s good, it’s modern, we must all be paperless.
Welcome then the Electronic Patient Record. Great moves are underway to help
hospitals go paperless in England, the USA and elsewhere.
Well, if you think it’s such a great idea read the recent Lancet paper by Martin and
Sinsky.[1] They provide a thoughtful and wellreferenced account of the
shortcomings of electronic records in hospital care. You will find it hard to think that
clinical care is improved by such systems once you have read the article. On the
contrary, the evidence points the other way – these things actually impede good
quality clinical care. One (perhaps the) reason is that they have become subverted.
Instead of providing an information system for clinical care in real time, they have
been heavily adapted to serve another master – the quality control industry.
The problem arises when clinical records (patient’s history, physical exam and
progress) are digitised along with the easy stuff (electronic prescribing, laboratory
results, scheduling) to create the allsinging, alldancing electronic health record.
There is a big difference between isolated systems performing particular tasks,
such as digitising xray images, and going whole scale paperless. The critical point
here concerns the ‘cognitive space’ where clinicians can show how their thought
processes unfold. I guess that having the notes built around medical reasoning,
rather than the tick box appetite of quality control procedures, helps in two ways.
First, recording thoughts assists cognitive processes, as in writing down a list of
differential diagnoses. Second, it helps others latch onto the story so far. These
needs are brought out beautifully in the article, which chronicles the near
unmitigated disaster that current electronic notes have become. The authors cite
studies documenting the harm that modern electronic records do, and back these
up with powerful anecdotes.
We health care professionals promote evidencebased decisionmaking, yet we are
allowing ourselves to be sleepwalked into a poorly evaluated but massive
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intervention. Such evidence as the article can reference suggests that, far from
assisting good care, electronic records (in their current form anyway) are inimical to
it. We do enormous and expensive trials to find out whether we can extend life by a
few months in an uncommon disease, but we let this potential monster intrude in a
near evaluation vacuum. Maybe the question is how, rather than whether,
electronic records should be used. In that case it seems clear that our target should
be to find out how, since we clearly do not know how.
We need much more development and evaluation work on the design of electronic
notes, configuration of services and the interaction between them. A way must be
found to resolve the tension between all the other (‘secondary’) functions the notes
perform and the realtime clinical care functions that current electronic systems
have been shown to subvert. The suggestions made in the article are all extremely
sensible. They privilege the clinical, and that is convivial to the clinical heart that
beats inside my breast. But the constituencies who want to use notes for various
organisational, quality control, and research purposes have not gone away. It
seems that we cannot redesign the notes without at least considering these other
putative needs. Our task is not complete if we just define what is needed for good
clinical care in real time because social pressures to monitor health care providers
in general, and doctors in particular, are not going away any time soon. There are
three broad possibilities:

1. Design the IT system so that it can both serve as a seamless record for real
time clinical care, and capture information for secondary purposes. This is
unlikely to succeed given the evidence led in the article; a tradeoff is all but
inevitable between clinical prerogatives and wider organisational and social
needs.

2. Jettison the wider functions of audit and so on, and privilege the real time
clinical care need. But we are not going to get away with this unless, at the
very least, it can be shown that the ‘costs’ of collecting ancillary information
exceeds its expected benefit.

3. Change not just the structure of the electronic notes, but also work patterns
and the personnel who enter different types of data. That is to say, it may be
cost effective to reengineer human resource and computer systems to
separate, to a degree, entry and presentation of data for real time clinical
care purposes and the data needed for ‘secondary’ purposes.
A great deal of research and development will be needed to achieve a near optimal
system and the Industry would need to be incentivised to engage in such a
process. That said, I suspect that much development and evaluation could be done
offline under simulation conditions. What is absolutely clear is that when coming to
digitisation of health care records, we are embarking on one of the greatest socio
technical innovations ever undertaken. Information technology must interact with an
extremely complex, subtle, and only partially understood healthcare environment.
There is a clear role for CLAHRCs in this exercise, and our particular CLAHRC is
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collaborating with Prof Aziz Sheikh and colleagues in NIHRsponsored work on
introduction of IT systems in the NHS. In the meantime, people who implement IT
systems should tread very gently – no place here for macho types who think they
know it all. Careful, deliberate and patient R&D has produced, in the end,
unimagined advances in medical care. Let the same sense of modesty guide our
fledgling understanding of the information requirements of health care.
 Richard Lilford, CLAHRC WM Director
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CLAHRC WM Quiz
Name one infectious disease against which people living in
slums are protected?

Email CLAHRC WM your answer.

Answer to our previous quiz: China is the only country in which the suicide rate is
higher for females than males. Congratulations to Lisa Orchard who was first to
answer.

Director's Choice  From the Journals
Relative Wealth and Health
It has been known since the time of Condorcet, over 200 years ago, that poverty is
bad for you – an income effect.[1] Studies have also shown an association between
relative poverty and life expectancy – a relative income effect.[2] It has become
common to interpret these associations as evidence that relative poverty causes
poor health, net of absolute wealth. Previous studies are trumped by the largest
association study ever conducted, based on nearly 1.4 trillion person years of
observation and 1.4 billion deidentified tax records across the United States of
America.[3] Beat that! So, what did it find?

1. The association between wealth and longevity (the income effect) is
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confirmed. The difference in male life expectancy at age 40 differs by a
colossal 15 years between the top and bottom 1% on the income scale.
Interestingly, there is no threshold above which the association fades; rather
the reverse.

2. Inequality has increased in recent years because life expectancy has
increased faster among people on high incomes than among those on low
incomes.

3. Differences in mortality adjusted for race and ethnicity and net of income
varies by geographic area. In other words, the differences in life expectancy
between rich and poor itself differs by geographic area.

4. Differences in income effect by area are mostly explained by differences in
health behaviour (rather than, for example, access to healthcare).
The finding that different areas have very different survival rates net of income,
allows the effect of numerous other variables on the income effects (absolute and
relative) to be explored. Some places have large gradients in wealth, others
smaller. The existence of a relative income effect is confirmed by a negative
correlation between inequality (measured by the Gini coefficient) and longevity. But
this is an artefact of the concave nature of the relationship between income and life
expectancy. In fact, among the lowest quartile by income there is no correlation
between wealth disparity and health, whereas, ironically, it is strongest among the
upper quartile. So the idea that it is the poor who exhibit the strongest relative
income effect is completely wrong. In fact, poor people have healthier behaviours
and live longer when they live in rich cities alongside a highlyeducated, high
income populations than in poorer cities with ‘better’ Gini coefficients. Perhaps this
is because rich cities can raise more in tax at a given tax rate. Slum formation is
more rapid in cities with a high Gini coefficient. This is sometimes interpreted as a
high Gini causing poverty, rather than the more plausible interpretation that rational
internal migrants gravitate to richer cities. These data are important because they
call into doubt the simplistic idea that all we have to do to right the world’s wrongs is
to tax rich people more heavily.
 Richard Lilford, CLAHRC WM Director
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Systematic Review of Community Interventions – Essential Reading for All
Applied Health Researchers – in Fact All Applied Researchers
Consider a nongovernmental organisation (NGO) dedicated to improving welfare
for those who live in African slums. How could the NGO proceed?

1. Conduct a survey, find that sanitation is the most pressing problem across
the majority of slums, and involve communities in the design and
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implementation of a system of latrines, pipes and treatment plants – a
strategy shown to be effective in the literature.

2. Consult with slum communities to find out their concerns and then codesign
bespoke solutions according to local priorities – a sanitation system here;
garbage removal system there; microfinance elsewhere.

3. Engage with local communities to increase their capacity and self
confidence. For example, by replicating the famous Detroit soup kitchen
model.[1] Then let them be the architects of their own fate.
These are all very different, yet all go under the title “Community Interventions”. In
a massive systematic review of controlled studies,[2] O’MaraEves et al. found that
community interventions are effective compared to no community intervention, and
many of the studies are of high quality. Hardly surprisingly, more sustained
interventions are more effective than those of shorter duration. The take home
message is that community activation is a good thing, notwithstanding a few
situations where it may have an effect opposite to that intended.[3] As to which of
the above three types is best, “no man knoweth it,” but one assumes that different
modes suit different circumstances. For example, the CLAHRC WM Director would
not recommend method three above, since slum residents generally do not have
sufficient disposable wealth to be the architects of their own fate.
 Richard Lilford, CLAHRC WM Director
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Cluster Trial of Home Visits for Newborn Children in SubSaharan Africa
Forty percent of childhood deaths in low and middleincome countries (LMICs)
take place within the first month after birth. Trials conducted in Asia have shown
that an intervention whereby homevisits are made over this crucial period of life is
effective. Would it work in Africa? To find out, Betty Kirkwood and colleagues
randomised 197 clusters in Ghana to intervention and control.[1] Mothers in the
intervention clusters were to receive two home visits in pregnancy and three in the
first week after birth. Coverage was good and the proportion of mothers who
adopted health promoting behaviours increased. These behaviours included use of
antimosquito bednets, timely transfer to a facility when appropriate,
breastfeeding, ‘kangaroo’ care, delayed bathing of the baby, and handwashing.
Reductions in neonatal mortality observed in this trial alone were not significant, but
a significant 12% reduction in mortality was estimated when the data were
combined with those from the Asian trials in a metaanalysis. The CLAHRC WM
Director could not find out whether the study was rural or urban. Trials of women’s
groups [2] provide positive results in rural areas but not slums. It would be
interesting to examine the effect of place of residence further since half of all
African people will soon be urban, and more than half of those people will live in
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slums.
 Richard Lilford, CLAHRC WM Director
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A Good Summary on Preventable Death
Identifying preventable deaths is an obvious target for quality improvement. But
how to do it – casenote review, routine data, or proxy measures. For a summary
of problems see a recent succinct summary by Helen Hogan.[1] Case note review
suffers from poor reliability and summary statistics from poor signal to noise ratios.
The CLAHRC WM Director has long argued for proxy measures in the form of
adherence to evidencebased tenets of good care – that is to say, clinical process
measures.[2]
 Richard Lilford, CLAHRC WM Director
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If Not Preventable Deaths, Then What About Preventable Admissions?
This is the same problem rewritten. Since the great majority of readmissions are
nonpreventable we are stuck with signal to noise problems in database studies.
And case note review is equally unreliable, with preventability rates varying from
5% to 79%.[1] But deaths have one big advantage as an outcome measure – they
are a very bad thing from the perspective of the patient. A recent article on
readmissions [2] finds that they do not even satisfy this criterion; patients are not
greatly concerned by readmission. Let us forget readmissions as a useful measure
of quality, and concentrate instead on adverse events (as a whole) and process
measures.[3]
 Richard Lilford, CLAHRC WM Director
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Assessing PatientCentred Care Through
Direct Observation of Clinical Encounters
Ironically the most private and sensitive part of medical care is also one of the most
accessible to measurement – yes doctorpatient psychological interaction
(communication is too shallow a word) can be observed directly and does not suffer
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from poor signal to noise ratios since it differs so much between doctors and across
contexts. It can be calibrated on a continuous or ordinal scale, and thus tends to be
measured with high precision. The CLAHRC WM Director does not know how
reliable it is, but it is undoubtedly hugely important. Stojan and colleagues [1] write
a very nice paper about this subject and remind us of the chilling finding that
doctors tend to adopt a different style for different ethnic groups. It is important that
we have this mirror in place. There is no asymptote to improved interaction with
patients, and we should feel good about ourselves because we have faced up to
our imperfections and are trying to improve, rather than bad because we are not
perfect in this – by far the most difficult – aspect of professional practice.
 Richard Lilford, CLAHRC WM Director
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Patient and Public Involvement
PPI Advisor Perspective  Jennifer Leech
I suppose I am now a Brummie by adoption, though I was born in Lancashire and
raised near London. In adult life, I worked mainly as a teacher in what was then the
Home Teaching Service, and am now retired. I worked part time with sick children
in their own homes, children’s homes and/or hospitals.
While working part time, I volunteered with a range of charities at different times:
The Ramblers, Birmingham Crossroads, Birmingham Carers Association, Age
Concern and Birmingham LINK.
I was a carer for my mother in her later years through several strokes. My husband
suffered from Parkinson’s Disease and I was his carer as he grew less able to care
for himself. At this time, I became a contributor to Birmingham University’s social
work degree programme.
I have always been interested in health matters. After joining my GP’s Patient
Participation Group, I started to attend patient network meetings. I was later elected
chairperson and, because of that role, I became a member of the Sandwell and
West Birmingham Clinical Commissioning Group’s Advisory Committee. I now have
a different role there, as patient representative on a commissioning project. I still
volunteer at a local hospital and with a charity for Asylum Seekers and Refugees.
When not busy at either, I enjoy singing, gardening, reading and walking.
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In Theme 4 (Chronic Diseases), the PPI Advisors have been working closely with
Francesca Taylor on the endstage renal disease patients’ lower level emotional
needs study. This study covers both staff and patients to discover the patients’
needs and how best these needs could be met. I had input to the questionnaires in
both suggesting question topics and the wording of them. I suggested that home
dialysis was an area of which I had no knowledge and an extremely useful and
informative session was arranged for us with a home dialysis patient and his carer.
In Theme 4, it has been a pleasure to work with this knowledgeable team.
 Jennifer Leech, PPI Advisor, Theme 4 (Chronic Diseases)
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News
Award Congratulations
Congratulations go to Prof Swaran Singh (University of Warwick) and colleagues
who worked on the MILESTONE project, which has won this year's joint Clinical
Research Network: Mental Health and MQ Service User Involvement Award.
Swaran will also be speaking at the Preventing Deaths in Police Care Conference
on Tuesday 28 June.

PPIE Lead Welcome

We would like to welcome Magdalena Skrybant (one of our Patient and Public
Involvement and Engagement [PPIE] advisors) who has joined CLAHRC WM as
our PPIE Lead, and will be based at the University of Birmingham. Magda has a
special interest in patient and public education. She has worked with CLAHRC WM
from its inception and was part of the five person presentation team in the
competition for CLAHRC funding. It is wonderful to have Magda in the central team
and News Blog readers will get to know her well.

PhD Studentships
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Keele University are currently advertising for a number of PhD studentships, hosted
within the Institute for Primary Care and Health Sciences (iPCHS). The iPCHS is
that largest and most successful research institute at Keele and is dedicated to
undertaking research to improve quality of care for people with arthritis, chronic
musculoskeletal pain, mental health problems, and associated comorbidities.
Details are available online. The closing date for applications is Friday 3 June

2016. For queries relating to the application process, please contact Miss Robyn
Till, r.j.till@keele.ac.uk.

NIHR Funding Opportunities  HS&DR and PHR
A number of new funding opportunities are now available:
Public Health Research Programme (deadline 5 December)
Midlife and Physical Exercise (16/39)
Preventing Road Injuries (16/40)
Sedentary Behaviour (16/41)
Sun Exposure (16/50)
Health Services and Delivery Research Programme (deadline 8 September)
Researcherled (standard) (16/52)
Researcherled (evidence synthesis) (16/53)

NIHR CLAHRC Newsletter
The latest NIHR CLAHRC Community eNewsletter has been published looking at
the works CLAHRCs are doing with industry partners. It can be viewed online
at: http://eepurl.com/bZCDa1
Return to top

Events
7 June 2016
Shout Out to Youth Mental Health
MAC Birmingham
CLAHRC West Midlands Theme 2, Youth Mental Health, are hosting an exciting
event regarding the new child and adolescent mental health services in
Birmingham. The Shout Out for Youth Mental Health event will showcase the latest
research in the field of youth mental health, particularly regarding the
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reconfiguration of the 025 mental health service in Birmingham, brought about by
evidence produced by CLAHRC WM Theme 2. The varied programme will feature
input from service users and young people, live entertainment, guest speaker Rt
Hon Norman Lamb, and ample opportunities to network with people passionate
about youth mental health.
This is an opportunity to share your views on youth mental health and how services
may be improved. Get the latest information about the ongoing transformation of
youth mental health services in Birmingham and West Midlands.
For more information and to register for the event, visit:
https://www.eventbrite.co.uk/e/shoutoutforyouthmentalhealthtickets
21312075993.
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Profile
Dr Victor Adekanmbi

Victor Adekanmbi is a Research Fellow at Warwick Medical School, and works on
CLAHRC WM Theme 3, Prevention and Detection of Disease. He is a Public Health
Specialist with special interest and proficiency in health protection, clinical research
and processes involved in ensuring reliable data collection and analysis. His
research interest focuses on quantitative epidemiology with special interest in
multilevel modelling to understand the effect of macro, meso and microlevel
factors on population health. Other interests include maternal and child health
research and understanding of the role of socioeconomic status in health outcomes
and use of health care services.
Victor graduated with a Bachelors of Medicine and Surgery (MBChB) from the
College of Health Sciences, Obafemi Awolowo University, Nigeria in 2005.
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Following this, he worked in a number of hospitals, then moved to the UK where he
achieved a Masters in Public Health (Epidemiology and Biostatistics) from the
University of Birmingham in 2010. He subsequently worked in various International
NonGovernmental Organisations. He obtained his PhD in Health Sciences from
the University of Warwick in 2015.
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Fortnight's Publications
Blackburn S, Higginbottom A, Taylor R, et al. Patientreported quality indicators for
osteoarthritis: a patient and public generated selfreport measure for primary care.
Research Involvement Engagement. 2016; 2: 5.
Kendall T, Whittington CJ, Kuipers E, et al. NICE v. SIGN on psychosis and
schizophrenia: same roots, similar guidelines, different interpretations. Br J
Psychiatry. 2016; 208(4): 3169.
Schmidtke KA, Watson DG, Vlaev I. The Use of Control Charts by Laypeople and
Hospital decisionmakers for Guiding Decision Making. Q J Exp Psychol. 2016.
[ePub].
Yu D, Peat G, Bedson J, et al. Weighted cumulative exposure models helped
identify an association between early kneepain consultations and future knee OA
diagnosis. J Clin Epidemiol. 2016. [ePub].
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CLAHRC BITEs
Impact of Gout on the Risk of Atrial Fibrillation
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Many of the common comorbidities of gout are also major risk factors for atrial
fibrillation, suggesting a possible link. After looking at data for 45,378 patients with
gout, the authors found an adjusted odds ratio of 1.45 (95% CI 1.29, 1.62), i.e. the
patients had a significantly higher likelihood of atrial fibrillation at diagnosis of gout
compared to controls. They also had higher risk up to ten years later. The authors
recommend that electrocardiogram should thus be part of the initial assessment for
gout patients at diagnosis. For more information, please click here.
CLAHRC BITEs (Brokering Innovation Through Evidence) are accessible bitesized pieces of
research that aim to summarise findings from our published work and make recommendations for
practice for health and social staff locally and beyond. Previously published BITEs can be
found here.
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