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planned behaviour change does not take
place, or the process for change has not been
implemented as designed. There is over-
whelming evidence in several chapters of
even the most lavishly funded projects on
clinical change ending with massive imple-
mentation problems and no improvements in
patient care. The framework provides a
roadmap that moves beyond defining success
as the development of an evidence-based
guideline; success is instead defined as a
guideline that is used as planned. I was
reminded of the classic text Utilization focused
evaluation by MQ Patton (1997), which con-
vinced many programme evaluators that an
evaluation is nothing if it is not used. The
diagnostic stage in the model emphasises an
assessment of current practices and a delin-
eation of realistic reasons as to why a doctor
may or may not want to change their clinical
routine. This stage is similar to the develop-
ment of the ‘‘logic model’’ in the literature on
programme evaluation, although this book
customises the approach for health services
research. The emphasis throughout the model
is to plan, evaluate and plan some more.

Should change be required or facilitated?
Should strategies focus on the organisation or
people, appeal to intrinsic or extrinsic moti-
vations and should the intervention be simple
or multifaceted? The answers often seem to
be ‘‘it depends’’, but the reader will have an
evidence-based understanding of the right
questions to ask. From pages 261 to 268, the
authors end with a framework for describing
key features of an implementation of a
change intervention—this in itself is worth
the price of the book, both for the novice and
the experienced academic.

I really have only one concern about this
book. There was no evidence that this model
was tested in real-world settings, or that it
was compared with other existing models. Is
it appropriate to adapt parts of different
models to develop a new model, and still
suggest that you are gaining from the basic
propositions and intentions of the original
model? For example, a new psychometric
measure of intelligence cannot claim to be
better because it has borrowed various good
items from several established tests. There
would need to be new calculations of factor
structures, and new tests of reliability and
validity. Do the same rules apply to merging
conceptual steps from various existing mod-
els? A new chapter entitled ‘‘Development of
the implementation model’’ would provide
readers with answers.

You will find this book to be an indispen-
sable primer on understanding the implemen-
tation of change in clinical practice for the
novice student, experienced researchers, clin-
icians and policy makers. After a careful read,
you will find yourself flipping through the
pages whenever you are deciding on changing
or adapting a clinical service, funding a health
programme or designing a guideline.

Jarold L Cosby
jcosby@brocku.ca

Resilience Engineering: Concepts
and Precepts

Edited by E Hollnagel, D Woods, N Leveson.
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In the patient safety world there is much
talk of importing ideas and techniques from

other disciplines; unfortunately it remains
largely a ‘‘do-it-yourself’’ field where few active
participants have become deeply educated
about the nature of hazard, risk, success, and
failure in clinical work. This book illustrates the
depth of the divide between modern safety
science and much of what passes for thinking
about safety in health care. Because of that, it
should be required reading for anyone inter-
ested in reducing the burden of injury in
clinical systems.

The authors and editors are longstanding
participants in a vibrant multidisciplinary
stream of research concerned with under-
standing human performance, accidents, and
recovery in complex systems dating back to
Three Mile Island, with roots in European
‘‘work ecology’’ studies. Most are non-clin-
icians and most of the examples are not
drawn from health care, but analogies can
easily be drawn and the general principles
come through clearly. I found concise expla-
natory models for events in my own clinical
experience in almost every section of the
book.

The motivation for ‘‘resilience engineering’’
comes from a general sense of unease about
the incompleteness of earlier approaches to
safety such as chain-of-events models of
accident causation, probabilistic risk ana-
lyses, reliability approaches. The authors do
not dismiss these efforts as valueless but find
them insufficient as explanatory or prescrip-
tive guides for complex systems. The search
for a new direction ultimately led to a
symposium held in Söderköping, Sweden in
October 2004 sponsored by Sweden’s Nuclear
Power Inspectorate and its Civil Aviation
Administration. The outcome of that con-
ference—characterised as long discussions
interrupted by short (both prepared and ad
hoc) presentations—is this book.

Resilience here is distinguished from older
conceptions of safety by being more dynamic
and more situated in the relationships among
components than in the components them-
selves. Thus, in this view, if safety is a system
property it is not something a system has but
rather something a system does. It is concerned
not so much with the reliability of individual
components (a view which characterizes much
so-called ‘‘systems thinking’’ in health care)
but rather with understanding and facilitating
a system’s ability to actively ensure that things
do not get out of control; to anticipate or detect
disturbed functioning accurately and in suffi-
cient time; to repair and recover; or to halt
operations and avert further damage before
resuming. Importantly, it is firmly grounded at
the ‘‘sharp end’’; it is concerned with ‘‘work as
performed’’ by those on the front lines, not
‘‘work as imagined’’ by managers, adminis-
trators, guideline developers, technophiles, and
the like.

Because the book is written for scientists
and engineers knowledgeable about safety in
complex systems, it makes some assumptions
about readers’ knowledge that will challenge
many in a health care audience. For example,
concepts such as the abstraction hierarchy
are occasionally referred to without a great
deal of explanation because they are as basic
to engineers as the germ theory of infection is
to clinicians. However, I do not view this as a
weakness for two reasons. Firstly, the basic
precepts of resilience engineering are com-
prehensible to thoughtful readers despite the
occasional unfamiliar idea. Secondly, these
challenges can serve as stimuli to further
learning. It would be a good thing if more
safety researchers in health care understood

Improving Patient Care: The
Implementation of Change in Clinical
Practice

Edited by R Grol, M Wensing, M Eccles.
Oxford: Elsevier, 2005, pp 290.

Imagine you received a large grant to create a
new guideline on diabetes, and the grant
included money to facilitate the use of the
guideline in your city. After 3 years, you find
that , 20% of doctors who participated in the
study actually used the new guideline. What
happened? Chances are, you have run into a
problem of implementing change in clinical
practice. Grol, Wensing and Eccles have
written a book to help readers reflect on
clinical practice, evidence and behaviour
change. Research evidence begs for many
behaviour changes in clinical practice to
improve patient care, but habits are hard to
break even when the evidence is within easy
reach. The first few chapters of this book
provide an intriguing summary of the litera-
ture on behaviour change from many dis-
ciplines. Their overviews of these theories are
excellent, and the colour sidebars with
historical examples of problems with imple-
mentation and summaries of theories make
for easy reading. A full outline of several
existing models is provided, borrowing ele-
ments from each for the creation of the new
model introduced in this book. In their
model, we start with a guideline or the
identification of a good experience or prac-
tice. The initiation of an implementation
process can come from either research find-
ings (top-down) or experiences in the prac-
tice (bottom-up). Then we develop a targeted
proposal, analyse the performance of the
target group, and develop strategies to
measure change, test the execution of the
implementation plan and evaluate the plan.

What readers will really like about this
model is the fact that the authors know what
they are talking about. How do I know this?
Because of the 13 boxes in their flow chart, 5
boxes deal with contingencies when the
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the abstraction hierarchy, for example. To
this end, the reference list is a wonderful
resource for further exploration since it
consists largely of materials not indexed in
the usual healthcare sources (such as
Medline) but retrievable from a general
university library.

The principles developed in this book will
seem foreign to many in the patient safety
world. For them, reading it will be a process
of gradually dismantling many comfortable,
taken-for-granted ideas about sources of
failure, the nature of complex systems, and
paths towards improvement. But, similar to

the experience of living for an extended time
in a foreign country, that temporarily uncom-
fortable deconstruction will be rewarded by
greater understanding and growth.

R L Wears
wears@ufl.edu

Clinical Evidence—Call for contributors

Clinical Evidence is a regularly updated evidence-based journal available worldwide both as
a paper version and on the internet. Clinical Evidence needs to recruit a number of new
contributors. Contributors are healthcare professionals or epidemiologists with experience in
evidence-based medicine and the ability to write in a concise and structured way.
Areas for which we are currently seeking contributors:

N Pregnancy and childbirth

N Endocrine disorders

N Palliative care

N Tropical diseases

We are also looking for contributors for existing topics. For full details on what these topics
are please visit www.clinicalevidence.com/ceweb/contribute/index.jsp
However, we are always looking for others, so do not let this list discourage you.
Being a contributor involves:

N Selecting from a validated, screened search (performed by in-house Information
Specialists) epidemiologically sound studies for inclusion.

N Documenting your decisions about which studies to include on an inclusion and exclusion
form, which we keep on file.

N Writing the text to a highly structured template (about 1500-3000 words), using evidence
from the final studies chosen, within 8-10 weeks of receiving the literature search.

N Working with Clinical Evidence editors to ensure that the final text meets epidemiological
and style standards.

N Updating the text every 12 months using any new, sound evidence that becomes available.
The Clinical Evidence in-house team will conduct the searches for contributors; your task is
simply to filter out high quality studies and incorporate them in the existing text.

If you would like to become a contributor for Clinical Evidence or require more information
about what this involves please send your contact details and a copy of your CV, clearly
stating the clinical area you are interested in, to CECommissioning@bmjgroup.com.

Call for peer reviewers

Clinical Evidence also needs to recruit a number of new peer reviewers specifically with an
interest in the clinical areas stated above, and also others related to general practice. Peer
reviewers are healthcare professionals or epidemiologists with experience in evidence-based
medicine. As a peer reviewer you would be asked for your views on the clinical relevance,
validity, and accessibility of specific topics within the journal, and their usefulness to the
intended audience (international generalists and healthcare professionals, possibly with
limited statistical knowledge). Topics are usually 1500-3000 words in length and we would
ask you to review between 2-5 topics per year. The peer review process takes place
throughout the year, and out turnaround time for each review is ideally 10-14 days.
If you are interested in becoming a peer reviewer for Clinical Evidence, please complete the
peer review questionnaire at www.clinicalevidence.com/ceweb/contribute/peerreviewer.jsp
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