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NICE hereby grants bpacnz a licence:

 for its internal purposes to reproduce, store and circulate  the 
NICE Guidelines

 to put out for consultation within New Zealand draft versions of 
adaptations of the NICE Guidelines to working groups and 
committees organised by bpacnz

 to create Adapted Versions, which will include the NZ Adapted 
Guidelines

 to reproduce and make them available in electronic or hard 
copy form free to NZ Clinicians in English or in the Maori 
language



First two Guidelines to be Contextualised 

 Urinary incontinence in women: the 
management of urinary incontinence in 
women. Chaired by Prof Don Wilson 

 Prescribing of antibiotics for self-limiting 
respiratory tract infections in adults and 
children in primary care. Chaired by Assoc Prof  
Mark Thomas 



Clinical information needs of New 
Zealand general practitioners and the 
resources they use to meet them 
2006 

Susan M Dovey MPH PhD, Tony J Fraser BSc PG Dip Com, 
Murray W Tilyard BSc MBChB FRNZCGP MD, Sonia J Ross 
BSc, Kaye E Baldwin and David Kane B Pharm



Types of clinical information needs by frequency of  need

 Medicine Information

 Diagnostic testing information   

 Evidence based guidelines 

 New research common problems 

 Peer comparison 



Clinical information source Frequent use
(%)

Trust (%)

Contact with peers outside your own workplace 89.9 85.3

Continuing professional education 87.1 92.3

Contact with others in your own workplace 85.5 83.6

Hard copy BPAC material 81.2 93.0

Contact with hospital colleagues 79.6 94.6

Hard copy Pharmac material 60.8 69.1

Hard copy - New Zealand Guidelines Group 54.2 89.9

Hard copy Medsafe material 46.3 89.0

Libraries 9.2 74.8



Reliance on information to inform clinical practice

Publication Mean Score
(the lower the score the more it 

is relied upon)

Best Practice Journal– hard copy

bpacnz website

Conference attendance

International Journals, e.g. BMJ

Peer advice

New Zealand Formulary

MIMS

PHO CME sessions

New Zealand Medical Journal

Magazines, e.g. NZ Doctor, Pharmacy Today, Kaitiaki

Material provided by pharmaceutical companies

2.51

2.89

3.24

3.45

3.62

3.93

4.03

4.24

4.43

4.70

5.80

bpacnz Survey 2013



BEST PRACTICE FOR SORE 
THROAT MANAGEMENT IN 
PRIMARY CARE: 
DECEMBER 2014
14 Guidelines + Provider 
Interviews 



Clinical Assessment

 The health professionals interviewed made it clear that clinical assessment is 
an important tool used when deciding if a patient’s sore throat was caused by GAS 
bacteria or a virus, despite many reporting using guidelines which do not 
recommend using clinical assessment when managing patients with sore throat.  

 The NZ Primary Care Handbook, the original 2008 Heart Foundation 
guidelines, bpacnz’s antibiotic guideline and local protocols in Tairawhiti, Waikato, 
Nelson-Marlborough and South Island DHBs all recommend clinical assessment
based on either the Centor criteria or the McIsaac criteria.

 In contrast, the 2014 Heart Foundation guidelines and guidelines from the 
Northland DHB, the Northern regions clinical pathway and standing order, the 
Midland Map of Medicine pathway and the Wairarapa, Hutt Valley and Capital & 
Coast HealthPathway do not recommend clinical assessment  be used when 
determining a  diagnosis.



How bpacnz battled oxycodone

Between 2007 and 2011, the number of patients dispensed oxycodone in New 
Zealand increased by 249%; we needed to do something about this.



Who is prescribing oxycodone?

The majority of oxycodone is now initiated outside of general practice



Guidelines, Pathways and the role of NICE 
in the NHS

Professor David Haslam, Chairman, NICE
February 2015



The background: why NICE was set up

• Established in 1999

• Aim: to reduce variation in the 
availability and quality of 
treatments and care (the so 
called ‘postcode lottery’)

• To resolve uncertainty about 
which medicines and 
treatments work best and 
which represent best value for 
money for the NHS 



A Brief History
1999:  Technology appraisals

Clinical guidelines

2002:  Interventional procedures

Implementation

2005:  Public health guidelines

2008 : NICE International

2009:  Cost saving MedTec programme (new technologies)

Diagnostics

NHS Evidence

2011:  National Prescribing Centre (now Medicines Prescribing               

Centre)

2013:  Social care guidelines

Highly specialised technologies

2014: Safe staffing guidelines
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NICE: Improving outcomes for people

Evidence-based 
guidance and advice for 
health, public health and 

social care

Quality standards 
and performance 
metrics for those 

providing and 
commissioning 

health, public health 
and social care

Information services 
for commissioners, 
practitioners and 

managers



Core principles of NICE’s work

• Based on the best available evidence of what 
works and what it costs 

• Independent and unbiased expert committees

• Patient, service user and carer involvement

• Independent advisory committees

• Genuine consultation

• Regular review

• Open and transparent process

• Social values and equity considerations



Is NICE guidance mandatory?

NHS organisations are legally required to 
provide access to drugs we have 
approved through our technology 
appraisal programme.

All other NICE guidance (clinical 
guidelines, public health, social care etc) 
is advisory, not mandatory. It is a summary 
of the evidence of what works, but it is not 

intended to replace clinical judgement.

YES

NO



The finished product



The stages of guidance development

Publication

Validation

Consultation

Development

Scoping

Topic referral

Approx 
2 years



Committee decision making

Recommendations

Equality 

legislation

Equality 

legislation

InnovationInnovation

Social Value JudgementsSocial Value Judgements

Extent of 
uncertainty
Extent of 
uncertainty

Other health 
benefits
Other health 
benefits

Cost-
effectiveness
Cost-
effectiveness

Clinical
effectiveness
Clinical
effectiveness



Patient preferences

Example: kidney dialysis
Committee assumed 
patients would prefer 
dialysis at home.

Some patients told us they 
disliked home machines as 
it meant their illness 
dominated their lives. 



Economic evaluation of new 
drugs/treatments

• How well does the drug/treatment work in relation 
to how much it costs compared to standard 
practice in the NHS ?

• Recognises the reality of fixed NHS resources

• Exposes the opportunity cost of new interventions, 
that is if you spend money on a new healthcare 
intervention, you have to take away the health 
care from someone else 

• Enables consistency and fairness across all 
decisions 



Cost per QALY (£’000)



80%

20%

Breakdown of recommendations 

328 drug appraisals published from 1 Mar 2000 – 31 December 2014

Containing 564 individual recommendations

‘Yes’ recommended for routine use 
or under specific circumstances

‘no’ or 
‘only in research’



Ageing…a medical success story 
Life expectancy at birth

life 
Life expectancy at birth



– The majority of over-65s have 2 or more conditions, and the 
majority of over-75s have 3 or more conditions 

– More people have 2 or more conditions than only have 1

Multimorbidity is common in Scotland



NICE and social care
• Now working on guidelines 

and quality standards for 
social care

• A more integrated approach to 
supporting people, crossing 
health, public health and 
adults and children’s services

• Developed in partnership with 
service users, carers and 
social care professionals 



Service delivery and safe staffing

• A new area of work for NICE

• How should services work, 
rather than what treatments 
work

• For example: out-of-hours 
services. Safe staffing in 
maternity units. 



NICE Pathways- guidance at your 
fingertips

Pathways brings 
together all 
NICE guidance, 
quality standards 
and support in 
easy-to-navigate 
flowcharts

A different way of seeing everything NICE has said about a topic or 
condition that interests you



Detailed advice appears on the right



NICE guidance app for iPhone and Android smartphone

 Search over 750 
pieces of NICE 
guidance.

 Download it today free 
from Apple’s iStore and 
the Android Market.

 Bookmark key 
recommendations

 Email them to a 
colleague



Roles and Responsibilities of the Ministry of 
Health for Guidelines and Sector Performance

Dr Peter Jones

Chief Advisor, Ministry of Health



Outline

Roles & Responsibilities of the Ministry of Health

Guidelines – for whom? –for what?

Guidelines, the Ministry and central agencies

Sector Performance and Quality Improvement



Roles and Responsibilities of the Ministry of Health

Government agency for health and disability

• Responsible for delivering on Government priorities

• Responsible for managing and developing the health system

Providing leadership to ensure New Zealanders live longer, healthier and more productive lives



NZ Triple Aim



Guidelines – What For? Who For?

Certainty in an uncertain world Clinicians

Bringing evidence to bear on clinical decisions Planners

Evaluating and collating evidence Funders

Keeping abreast of advances in knowledge Auditors



Guidelines

At Best

Apply evidence to inform clinical 
decision making

Improve health outcomes for 
individuals and populations

Provide a standard of care for best use 
of resources

Reduce variation

Support service delivery by generalists

At Worst

Set unattainable goals given resource 
constraints

Open to bias and error

Multiple guidelines create confusion

Work against person centred care

A stick to beat health professionals



Potential Roles for a Government Agency in Guidance

Investment approach

• developing and maintaining guidelines

• commissioning

• endorsement

Incentive approach

• planning requirements

• performance management and quality assurance

• incentivising quality care and integration



Why the Ministry Should Not be Involved

Guidelines vulnerable to agendas, by selection of topics and content

• narrow focus on a single disease or organ

• do not answer the difficult questions or account for co-morbidity

Lack of evidence that guidelines change practice 

• lack buy-in from practising clinicians in the real world

• top-down approach ‘from the centre’ is ineffective for quality improvement

Poor return on investment

• costly to produce in time and money

• costly to maintain in human and fiscal resource



Why the Ministry Should Take a Lead Role 

Whole-of-system view to ensure

• government health priorities are evidence-informed

• coverage of conditions and linking of initiatives

• proliferation of guidelines in each district or organisation is minimised

• health professionals, managers and planners provide consistent care

Command and Control

• performance management

• concern for quality of health care and best use of resources



New Zealand Guidelines Group 1999-2012

Inception

• Arose from the evidence based medicine movement

• promoted use of evidence in practice

• aimed to produce guidance, tools and implementation approaches

Wind up

• concern over implementation

• concern over the value proposition

• changes in knowledge management

Legacy issues remain



Ministry of Health Guidelines

• Currently, commissioning of 
guidelines is done within 
specific work streams

• Involves expert groups, 
NGOs, government agencies

• Aligns with government 
health priorities



Current Activity by Government Agencies

Health Quality and Safety 
Commission

PHARMAC

Health Improvement and Innovation 
Resource Centre

Ministry of Health

ACC



Decision Support 

Proliferation of sources 

• UpToDate

• Map of Medicine

• Canterbury Pathways

• BPAC

• NICE

The Answer is on the Web

• Web2 tools – blogs, wikis

• Apps for everything

Patient centred care and shared decision 
making



Guidelines and Performance Assessment

Top-Down

• DHB Accountability Framework

• PHO Performance Programme

• Health Targets

Shared 

• Integrated Performance and Incentives Framework



IPIF Aims

DHBs, PHOs, primary care and patients develop a 
mechanism to 
- lift performance
- improve clinical integration
- support and improve system sustainability
- improve quality

Encourage DHBs and PHOs to drive system integration

IPIF will provide a way to assess PHOs' readiness to 
undertake an increasing role in the design, delivery, and 
funding of services in their district.  





Measures Framework

System performance measures

• Nationally set

• Support high level goals of the health system

• Reflect performance of the system as a whole

• Organised according to life stages

Contributory measures

• Selected at a local level for quality improvement

• Supported by effective clinical governance

• Support achievement on system performance measures

• Measures library and guidance



IPIF Implementation

Local District Alliances (PHO, DHB)

• Selection of district level contributory measures for quality improvement

• Periodic review of district level contributory measures (relevance, efficacy etc.)

• Local level performance monitoring and allocation of incentives

• Recommendations on change of performance status

• Depends on strong clinical governance

Ministry Role

• Aligning measures of system performance with health priorities

• Providing the framework and incentives

• Supporting the sector to find solutions to difficult problems  



Summary

Guidelines and guidance are helpful for decision support and quality improvement

• Guidelines are not so useful for performance assessment and QA

Guidelines can form a part of a framework to improve health and equity of outcomes, ensure sustainability 
of the healthcare system and improve  patient safety and experience of care



Professor Cindy Farquhar
Co-director of Cochrane New Zealand

National Women’s Health 
University of Auckland

Is there a place for guidelines  

in New Zealand?



Definition

 Guidelines are “statements that include 
recommendations intended to optimize patient care that 
are informed by a systematic review of evidence and an 
assessment of the benefits and harms of alternative care 
options”

Institute of Medicine 



Evidence based recommendations

 Evidence-based guidelines 

 Evidence summaries and resources 

 Care pathways 

 Consumer resources and decision-aids

Institute of Medicine 



The case for guidelines….

 Health care decisions are made by both policy 
makers and clinicians

 How do we know that what we do as health care 
providers is good for our patients ?

 How do we know what we do results in more good 
than harm ?

 Traditional teaching 

 Expert based  “in my experience”

 A newer approach

 Use evidence from research for clinical decisions



 30-40% patients do not get treatments of 
proven effectiveness

 20-25% patients get care that is not needed 
or potentially harmful

Schuster et al 1998 Milbank Memorial Quarterly

R Grol (2001) Med Care

Failure to translate research finding 
into clinical practice means



New Zealand examples of our need for evidence...

 Screening decisions
 PSA – confusion persists

 Prevention
 30% of patients with cardiovascular risk do not get 

effective treatments (Selak et al, 2009)

 Cancer treatments
 Wide variation between DHBs in protocols being used

 Primary care 
 20% of all acute and arranged admissions were 

“potentially reducible through prophylactic or 
therapeutic interventions deliverable in a primary care 
setting” Source: HQSC 2011-2012



When should we develop guidance?

 Variation in practice

 Uncertainty and debate about aspects of care

 When there is a gap between best practice and current practice 

 When the gains are considered to be sufficient to justify the 
effort of developing a guideline



Best practice in guideline developmentBest practice in guideline development

1. Topic selection based on priority setting
2. Guidelines focus on patient outcomes
3. Link best evidence and strength of recommendations
4. Synthesis of evidence strongest available
5. Team of multidisciplinary professionals and consumers – buy in for 

implementation
6. Guidelines flexible and adaptable for local conditions

7. Guidelines consider resource constraints

8. Guideline includes dissemination and implemetation plans

9. The usefulness & impact of guidelines should be evaluated



Guidelines and pathways

 Guidelines – usually a lengthy process, and covers a 
large topic

 Pathways

 Simpler but still should be based on evidence (?guideline)

 Usually for a clinic or a hospital or a region

 Often a check list to enhance the referral and speed up 
care

 Usually process driven, not outcome drive



NZ Guidelines on Heavy Menstrual Bleeding  1998

 Took a year to 
develop

 Multidisciplinary

 31 recommendations



WOMEN REPORTING WITH HEAVY MENSTRUAL BLEEDING
50% of women have menstrual blood loss >80ml/cycle

Full menstrual history      Examination      Full blood count

Refer specialist

Abnormal exam    
uterine size >12 wks

treat anaemia

Yes

No

No

Refer 
specialist

Prolonged 
irregular cycles

anaemic

No

Yes

note 2

note 1

severe

<80g/l

mild or                       
moderate

(80 - 115g/l)



Unexplained                             
heavy menstrual                  

bleeding

Offer medical therapy

bodyweight 90kg               
age 45 years                        
other risk factors 

Assess risk of endometrial 
hyperplasia

Assess endometrium

transvaginal ultrasound (TVS) 
or                              
endometrial biopsy if 
endometrium 12mm or if TVS 
not available

normal                       
endometrium

Hyperplastic endometrium or 
carcinoma

Refer specialist

No

No
Treatment success?

levonorgestrel interuterine  
system                              
tranexamic acid             
nonsteroidal 
antiinflammatory agents                         
norethisterone long course          
oc pill                 danazol

if one medical therapy fails others 
can be used

Continue 
medical 
therapy

Refer to specialist for 
evaluation and consideration 

for surgery

Yes

* Referral to specialist could be considered

low 
risk

<2%     
have

endometrial 
hyperplasia>6% haveincreased risk *

note 3

note 4

note 5 note 6

note 7

note 8 note 9

90% of women



CLINICAL 
PROBLEM

ACTIONS
NTS

LOCAL 
REQUIREME

NTS



From the guideline to the local clinical pathway 
Auckland region 2010…



The New Zealand Guidelines Group

 Established in 1996 by the National Health 
Committee of the Ministry of Health to produce 
national guidelines

 Incorporated society from 2000

 Funded by the Ministry of Health but independent

 Handbook developed in 2001 and updated in 2009

 Unfortunately the NZGG was not funded after 2012 
so …..



The New Zealand Guidelines Group

Vision

Reduce inequalities and improve health 
outcomes for all New Zealanders

Mission

Lead the health and disability sectors in driving 
the effective use of reliable evidence 



NZGG Structure

 Elected Board 
 Health care practitioners
 Health care researchers
 Stakeholders – consumers

 Annual budget was $3-5M – from MOH ($500K for infrastructure) and ACC 
for specific projects



Strengthening consumer voices SCV

 Promoted stronger 
consumer voices

 Consumers on the 
board and all guideline 
groups

 National umbrella 
organisation was under 
consideration

Judi Strid



NZGG record in evidence …..

 Guidelines – 30 reports 

 Evidence and technical reports – 30+

 Consumer work – 1 major report on development of 
strengthening consumer voice

 Complementary and alternative medicine reports – 16

 Rapid reviews 

 Implementation projects - 3



Cancer topics

 Breast cancer (2009)

 Melanoma (2009)

 Suspected cancer in 
primary care (2009)

 Prostate cancer (2010)

 Bowel cancer (2011)

 National Cancer Network 
(for protocols for chemotherapy)



Cardiovascular guidelines: all in one place

 Cardiovascular Risk assessment and 
diabetes screening

 Cardiac risk factor management

 Smoking cessation

 Atrial fibrillation and flutter

 Coronary heart disease

 Stroke and transient ischaemic heart 
disease

 Rheumatic heart disease

 Prevention of infective endocarditis

 Heart failure



Mental Health Topics

 Suicide and self 
harm prevention 
guidelines (2004)

 Depression 
guidelines (2008)

 Autism Spectrum 
Disorders (2008)







NZGG’s Implementation Approach

 Identify key themes to promote 

 Identify the range of audiences – and find out 
how they want to learn about the messages

 Primary care, Specialists, Allied health practitioners

 Consumers and the media

 Policy makers and funders

 Software vendors



Then considered…

 Barriers to implementation

 Workforce requirements

 Cost implications

 Identify incentives that could 
encourage uptake of the guideline



NZGG implementation examples

 Whakawhanuatanga –
implementing the suicide and 
self harm guidelines in 
emergency departments

 Autistic spectrum guidelines 

 Cardiovascular guidelines with 
collaboration with National 
Heart Foundation and 
University of Auckland

 BPAC and Goodfellow Unit 
have used NZGG guidelines



What did stakeholders say?

www.nzgg.org.nz
Your Trusted Evidence 
Site ! 

"it is a real gap. 
The GPs hate that it’s gone. ” 
Dovey 2015



What NZGG was good at….

 Comprehensive guidelines in different packages

 Strong collaborative approach

 Governance structure

 Depth of experience and expertise

 Value for money

 Strong credibility nationally and internationally

 Sector relationships – Colleges, DHBs, NGOs, 
Healthcare Practitioners, Māori, Pacific, 
Consumers



The challenges

 Our guidelines were big 

 Tension between quality, affordability and usefulness

 Lack of knowledge about where the true evidence-
practice gaps are

 Lack of national data 

 Lack of insight into the bigger/national practice issues

 Electronic platforms for guidelines 

 Many available

 But costly….



What happened?

Ministry of Health reduced its staff by 30% in 2009-2010
• No new guidelines commissioned for 12 months in 2011
• Planned to stop base funding in 2012

What’s happening now?
 Fragmented

 Expert guidance is back! 

 GOBSAT

 Lack of independence

 Lack of skilled workforce in evidence processes



An example NZGG Prostate Screening



Draft current guidance for prostate screening



Where do you go to find evidence 
now?







The opportunities

 New Zealand has a well developed primary 
care sector

 2009 “better, sooner, more convenient health 
care” – connecting primary and secondary 
health care

 2011 Health Quality and Safety Commission

 2011 National Health Committee started to 
evaluate new technologies

 Local initiatives can develop into national 
projects



A national evidence programme?

 We are too small for local guideline initiatives

 Duplication, waste of resources

 Colleges are generally not broad in their focus

 Not well funded, don’t have all the stake holders

 We need a whole of system approach

 Primary care and secondary care is intertwined and care should be 
seamless 



Adapting guidelines

 Adapting international guidelines is one approach 

 NZGG had relationships with SIGN, NICE and NHMRC to use 
evidence tables

 Followed the ADAPT metholodology

 NZGG held 2008 National ADAPT Workshop



ADAPT collaboration



Adapting international guidelines

 Pros
 Save time

 Save resources

 Simple

 Cons
 Still need to understand the 

evidence

 Difficult to get local engagement

 Needs consumer input 

 Needs Maori and Pacific 
perspective

 Needs to consider national/local 
issues

 Often takes as long as a national 
guideline



Who is developing national guidelines/evidence 
resources in New Zealand now?

 Universities 

 Colleges

 DHBs/PHOs

 Foundations/charities eg
BPACNZ, NHF

 Government sector 
 NHC, MOH, ACC

 Is this the best 
approach?
 Lack of independence

 High cost

 Fragmentation

 Quality concerns

 Implementation

 Conflicts

 Capacity

 Ownership



Diabetes in Pregnancy Guidelines

 RPF April 2012, awarded in Oct 2012

 4 GDT meetings, 20 experts, supported by research 
team

 34 recommendations

 Implementations for DHBs, education, powerpoints
etc

 Delivered on time October 2013

 In ministry processes until released December 2014

 Implementation – DHBs responsibility



What could a national evidence 
platform/programme look like?

 Not just guidelines
 summaries, tools, algorithms, topic reviews, pathways etc. 

 Topic prioritisation process

 Using best evidence

 Multidisciplinary

 Engaged with stakeholders eg. Consumers, Maori 
and Pacific representation

 Independent 

 Integrated implementation

 Links to international to evidence sources

 National standards



Weighing the benefits and harms of guidelines 
and pathways as we move towards a more 

integrated health system

Les Toop March 2015

Department of General Practice,
University of Otago, Christchurch 

& Pegasus Health 



Interest statement

Today’s clinicians need an understanding of and access to 
independent evidence and advice. Armed with this knowledge 
they need the critical and cognitive  skills, attitudes and time to 
translate and individualise that evidence for their patients 
(including discussing the inevitable uncertainties). Armed with 
this shared understanding,  they can  together make informed 
decisions about important lifelong lifestyle and treatment 
choices  



The Menu for the Next 20 Minutes 

• Integration, Evidence and our reality

• Multimorbidity & complexity is the new norm 

• When is guidance necessary?

• Guidelines, benefits and harms 

• Health pathways benefits and harms

• Some examples 

• Where to from here?





An increasingly joined up system



What (If Any) Are The Constant Truths About 
Evidence

• There is an awful lot of it about

• Experts rarely agree about its meaning 

• Meta analyses aren’t always helpful 

• Absolute truth does not exist

• The half life or relative truth (today’s evidence) is shorter than 
we would like

• Evidence evangelism is dangerous  

• One size rarely if ever fits all 



We will continue to get it wrong 

• Anti arrhythmics & lipid lowering agents that killed more than they 
saved

• HRT for CV protection
• COX 2s are safer
• Aspirin great for primary prevention
• Steroids good for  acute spinal injury 
• High flow oxygen for ACS
• Need to bypass and paralyse heart for CABG
• Steroid injections for tennis elbow 
• Etc.



Evidence-based medicine is the 
integration of best research 
evidence with clinical expertise and 
patient values 

- Sackett & Straus BMJ 1996;312:71-2.

Dave Sackett



Jump ahead to 2015 (BJGP April)



National Guidelines

Potential Benefits 

• Standardise guidance

• Thorough evidence review

• Evidence graded

• Comprehensive

• Reassuring for those with single 
disease or system focus 

• Manna from heaven for accountability 
industry

Potential Harms

• Expensive

• Generally single disease

• Poor applicability in patients with 
multimorbidity

• Overly inclusive and indigestible

• Often long gestation, and out of date 
when published

• End users often under represented in 
design 

• Subject to hijack and misuse as 
performance measures



Guidelines cont.

Potential Benefits 

• Guideline fans add you own here

Potential Harms

• Contain too many acronyms

• COI of KOLs who sit around table

• Taken as gospel by junior clinicians  -
stifle critical thought 

• Rarely involve meaningful patient 
choice. Paternalistic

• May lead to litigation 

• Very hard to change quickly





Pathways

Potential Benefits 

• Consensus driven

• Evidence informed

• Local and “owned”

• Relevant

• Immediate (through PMS)

• Concise

• Consistent 

• Incorporate agreed  referral criteria

• Opportunity for feedback 

• Nimble, easily updated

Potential Harms

• Can be captured by one or two “experts”

• Can be too rigid when used as rationing 
tool

• Don’t always reflect the importance of 
clinical experience can stifle critical 
thought 

• Relies on the collective wisdom which may 
or may not be current

• May stray too far beyond original intent of 
referral pathways



Two Recent Guideline  Examples

• Atrial fibrillation 

• CV risk assessment and treatment



Nice latest AF guideline

• 1.6.4 If monotherapy does not control symptoms, and if 
continuing symptoms are thought to be due to poor ventricular 
rate control, consider combination therapy with any 2 of the 
following:

• a beta-blocker

• diltiazem

• digoxin. [new 2014]

• 1.6.5Do not offer amiodarone for long-term rate control. [new 
2014]



And 

• Assess the need for drug treatment for long-term rhythm 
control, taking into account the person's preferences, 
associated comorbidities, risks of treatment and likelihood of 
recurrence of atrial fibrillation. [new 2014]

• 1.6.11If drug treatment for long-term rhythm control is 
needed, consider a standard beta-blocker (that is, a 
beta-blocker other than sotalol) as first-line treatment unless 
there are contraindications. [new 2014]



Accessed 3/3/2015







Cardiovascular Risk 
Assessment and 

Management Guideline

December 2003

EVIDENCE-BASED 
BEST PRACTICE 
GUIDELINE



CV Risk Guideline 2003
What was new ---

• Integrated previous advice on smoking, BP, lipids 
and diabetes into one assessment

• Required bloods (lipids and fasting glucose) 

• Recommended assessment of specific age groups 

• Recommended all treatment decisions be based on 
absolute cardiovascular risk - CHD and stroke risk 
combined 

• Recommended intervention for individuals with 
CV risk above 15% 5 year level as practical and 
cost effective



The beginnings of the CVRA Health Target     

• In 2007 PHO Performance Programme (PPP) introduced 

• PHOs would be incentivised to meet certain targets

• Including  CV risk assessment (5 year risk)  and diabetes checks 
on most of the adult population with a view to incentivising
the 2003 National Guideline



PHO Performance Programme

DHB and PHO Presentation

September 2007



Intermediate Phase 
(continued)

• % of patients coded CVRA>15%  (x) and on a statin (y) (High 
Need and Total Population) 

• % of patients coded CVRA>15%  (x) and on anti-thrombotic (y) 
(High Need and Total Population) 

• % of patients coded CVRA>15%  (x) and on a blood pressure 
lowering agent (y) (High Need and Total Population) 



plus ça change, plus c'est la même chose



JAMA February 5, 2014 Volume 311, Number 5

For policy makers, the target 
for performance measures is 
not the percentage of 
patients with at least 7.5% 
CVD risk who are prescribed 
statins, but the proportion 
of eligible patients who 
participate in shared 
decision making about 
statin use.

From

MAYO 
clinic



HealthPathways is for Clinicians



Today’s Clinicians

Need an understanding of and access to independent evidence 
and advice. Armed with this knowledge they need the critical 
and cognitive  skills, attitudes and time to translate and 
individualise that evidence for their patients (including 
discussing the inevitable uncertainties). Armed with this 
shared understanding,  they can  together make informed 
decisions about important lifelong lifestyle and treatment 
choices  



INDUSTRY 20 CARE GUIDELINES TARGETS DHB

EDUCATIONAL INTERVENTIONS TO PROMOTE 
EVIDENCE INFORMED CARE AND REDUCE 

VARIATION BY:

MONITORING UTILISATION TRENDS
CRITICAL APPRAISAL  OF EMERGING EVIDENCE 

MONITORING LITERATURE, NAT & INT 
GUIDELINES, INDEPENDENT EVIDENCE SITES

PCP PCP

PCP PCP

Literature

MOH

vestigial

EVIDENCE SUMMARIES

COMPARATIVE FEEDBACK

CONTEXT RELATED PEER DISCUSSION

$

COLLEGESSelf directed 
learning

Current  Canterbury Model

BPAC 
(PHARMAC)

HEALTHPATHWAYS



Overview of guideline development and 
updating process
Christine Carson, Programme Director, Centre for Clinical Practice, NICE

February 2015



NICE’s clinical guidelines

The NICE Centre for Clinical Practice 
develops clinical guidelines on the treatment

and care of 
people with 
specific diseases 
and conditions 
within the NHS,

and service 
delivery



NICE clinical guideline programme

• The largest  publicly-funded national 
guidelines programme in the world

• 196 guidelines published since 2002, 65-70 in 
development and 28 waiting to be 
commissioned

• Involving over 1000 people (most on a 
voluntary basis)

• Includes areas of public health, social care 
and service delivery..



What are clinical guidelines?

• Broad guidance covering all or 
specific aspects of the management 
of a particular condition

• Take account of clinical and cost 
effectiveness, and patient/carer 
perspective

• Incorporates other NICE guidance 
for example, technology appraisal, 
where relevant

• Recommendations are advisory 
only but can be used to develop 
quality standards to assess clinical 
practice and inform commissioning



Why have guidelines?
• Ensure efficient investment of limited 

public resources towards interventions 
that produce the greatest return

• Improve health and patient 
satisfaction; reduce variation and 
inequities of access across the country

• Support healthcare professionals’

• Identify research gaps and drive high-
priority research

• Inform performance metrics that 
underlie regulation, accreditation and 
incentive schemes



Clinical guidelines do:

• Describe the treatment and 
care of individuals by 
health and social care 
professionals

• Consider service delivery 

• Take account of patients’ 
perspectives

Clinical guidelines do 
not:

• Replace clinical judgement

• Take the place of a ‘wish list’

• Provide a textbook – cannot 
cover everything



What makes NICE Clinical 
Guidelines special?

Robust methodology and 
evidence-base

• Scientific approach to 
evaluating evidence

• Multidisciplinary topic 
experts consider 
applicability

• Cost-effectiveness is a 
central consideration

Deliberative, inclusive, 
transparent process

• Multidisciplinary 
participation, including 
patients and carers

• Independent from vested 
interests..

• Actively engage stakeholders 
through public consultation

• All proceedings and outputs 
freely published



What are the key principles?

• The guideline needs to be useful to the NHS

• improve clinical decisions and hence patients’ 
outcomes 

• promote the cost-effective use of NHS 
resources

• focuses on key areas of known variation or 
uncertainty

• based on best available evidence & GDG 
consensus

• systematic and transparent process



Guideline development process

Scoping

Stakeholder comments

Referral & 
Commission

GDG Develops 
Recommendations 

Final scope

Consultation 

Respond to stakeholder 
comments

Revise draft guideline

Publication

Stakeholder comments
Scoping 
meetings  

Guideline 
Progress
Meetings

Consultation 
Stakeholder workshop

Identify and Assess the 
Evidence 

Quality 
Assurance



Who develops 
NICE 
guidelines?

NCC Women 
& Children’s

GDG
GDG

GDG
GDG

GDG

NCC Mental
Health

GDG

GDG

GDG

GDG

GDG

National Clinical 
Guidelines 

Centre  
GDG

NCC Cancer

GDG

GDG GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

GDG

Internal Clinical 
Guidelines

GDG

GDG

GDG

GDG

GDG GDG

GDG

GDGGDG

Updates 
team

SC



Each Guideline Committee comprises 
experts in the field

 Patients/carers

 Clinicians

 Researchers

 Commissioner

 Health 
economist

 Social care 



Updating our guidelines
Keeping up to date with new evidence

Maintaining a 
catalogue of 196 
published guidelines:

• Surveillance 
reviews

• Ability to update 
discrete areas of 
guideline   



Surveillance reviews process

2 year review 4/8 year review
6/10 year 

review

Evidence search
Intelligence 
gathering

Topic experts
No to 

update
Yes to 

update

Consultation 
No 4/8 years

Triage Panel

To GE



Demand for guidelines increasing

• Being asked to do 
more ‘rapid reaction’ 
guidelines to address 
specific clinical 
problems



A major challenge for NICE’s 
guidelines team

• Multimorbidities

• Providing the 
NHS with 
Integrated 
guidance that 
includes, 
clinical, public 
health and 
social care

• The balance of 
time, quality and 
resource

• Keeping the 
published portfolio 
of guidelines 
current

• The scope – what 
to include/exclude



Plus: Supporting the NHS in providing 
efficient services

Increased emphasis on service design

• Who delivers 
services, when and 
how?

• New Methods

• Paucity of evidence 

• New experts 



Quality improvement

Quality 
measures

Quality 
standards

Clinical 
guidelines

Guidelines are a key part of evolutionary 
process to drive improvementEvidence

NICE copyright © 2013

The starting point is the 
evidence base (clinical 
trials, health economics)

Evidence is distilled to 
produce clinical guidelines

Quality standards are 
derived from evidence-
based clinical guidelines

QS indicators and measures 
can inform quality initiatives 
and financial incentives.



Implementation support available from 
NICE includes…

• Regional field team for 

personal support 

• Audit tools

• Costing templates

• Patient Decision Aids



NICE guidance into 
action:

Getting guidelines 
embedded in health 

systems
Tim Stokes

Elaine Gurr Professor of General 
Practice, Dunedin School of Medicine

GP Mornington Health Centre, Dunedin



Overview

• The two ages of guidelines

• The problems with clinical guidelines

• The third age of clinical guidelines?

– Getting guidelines embedded in health systems

– The UK NICE experience

• Concluding reflections 



The “first age” of clinical guidelines 

• 1970s & 80s: 
• Consensus statements on care

• Key features:

– Evidence:

• Not systematic

– Evidence translation into 
recommendations:

• GOBSAT (Good old boys sitting around the 
table)

• Secondary care dominated



The “second age” of clinical guidelines

• Late 1980s:
• The 

Evidence 
Based 
Medicines 
Movement 
(EBM)

• The “second 
age” of 
clinical 
guidelines



The “second age” of clinical guidelines

• Key features

– Definition

– “systematially developed statements to assist practitioner and patient decisions about 
appropriate health care for specific circumstances”

– Field & Lohr US IOM 1990 

– Evidence:

• Clinical question focus 

• systematic reviews of the evidence

• Assessment / quantification of benefits and harms

– Evidence translation into recommendations

• Multidisciplinary groups

– GPs; non medical health professionals; lay members

• Small group processes



The “second age” of clinical guidelines



The emergence of the guidelines industry

• Late 1990s onwards: 
• National guidelines ‘take off’

– Scottish intercollegiate guidelines group 
(SIGN) (1995-)

– New Zealand Guidelines Group (1999-
2012)

– National Institute for Health and Clinical 
Excellence (2002 - )

» Early guidelines published by medical 
royal colleges

» Collegiate



Clinical 
Guidelines



The guidelines industry 2014



The guidelines industry 2014

• National Guideline Clearinghouse (US)

– 337 organisations producing clinical guidelines

• Professional societies

– 2635 guidelines

– Significant cost to health system

• NICE 2013/14 annual report
– £18.4 (NZD 36.8) million spent on clinical guidelines

– 27% of total NICE expenditure (£68.5 million)

• What is the cost internationally per year??  

www.guideline.gov/



The problems with clinical guidelines

• 1. Problems with the EBM model
– The evidence based “quality mark” has been misappropriated by vested 

interests
• Everything needs to be “evidence based” ….



Vested interests and clinical guidelines

• Conflicts of interest
• Pecuniary

• Nonpecuniary

– Big pharma

– Specialist Medical Societies

– Other health care organisations

Farquhar C, Stokes T, Grey A, Jeffery M, Griffin P. Let the Sunshine in – making industry payments to New Zealand 
doctors transparent NZMJ 2015 in press

Graham T, Alderson P, Stokes T. Managing conflicts of interest in the UK National Institute for Health and Care 
Excellence (NICE) Clinical Guidelines Programme: qualitative study PLOS ONE 2015 in press



The problems with clinical guidelines

• 1. Problems with the EBM model
– The evidence based “quality mark” has been misappropriated by vested 

interests

– The volume of evidence, especially clinical guidelines, has become 
unmanageable



Hibble A, Kanka D, Pencheon, 
Pooles F. Guidelines in general 
practice: the new Tower of Babel?
BMJ 1998;317:862 

1998:
All guidelines in 7 years
Number = 855
Height = 68 cm
Weight = 28 kg



2012:
NICE primary care 
guidelines in 2 years
Number = 31
Height = 236 cm
Weight = 111 kg

Abdelhamid, A., Howe A., Stokes T., Qureshi 
N., Steel N. Primary care evidence in clinical 
guidelines: a mixed method study of 
practioners’ views British Journal of General 
Practice 2014 64:e719-e727

Steel N., Abdelhamid A., Stokes T., Edwards 
H., Fleetcroft R., Howe A., Qureshi N. 
A review of clinical practice guidelines found 
that they were often based on evidence of 
uncertain relevance to primary care patients. 
Journal of Clinical Epidemiology 2014 67: 
1251-1257



The problems with clinical guidelines

• 1. Problems with the EBM model
– The evidence based “quality mark” has been misappropriated by vested interests

– The volume of evidence, especially clinical guidelines, has become unmanageable

– Statistically significant benefits may be marginal in clinical practice

– Inflexible rules and technology driven prompts may produce care that is 
management driven rather than patient centred

– Evidence based guidelines often map poorly to complex multimorbidity

Greenhalgh T, Howick J, Maskrey N BMJ 2014;348:g3725 doi: 10.1136/bmj.g3725



The problems with clinical guidelines

• 2. A means to an end or an end in themselves?

– The challenge of changing clinical practice

• Grimshaw and Russell 1993/4
– Achieving health gain through clinical guidelines. I: Developing scientifically valid 

guidelines

• Constant evolution …. GRADE movement

– Achieving health gain through clinical guidelines II: Ensuring guidelines change 
medical practice

• The implementation research agenda

Grimshaw J, Russell I. Quality in Health Care 1993; 2: 243–248 and 1994;3:45-52. 



The problems with clinical guidelines

• 1. Problems with the EBM model

• 2. A means to an end or an end in themselves?

– The challenge of changing clinical practice

• 3. Limited focus on implementation approaches used

– Collegiate approaches

• Education / Audit

– Implementation at the level of:
• Individual doctors

• Practice team



Individual health professional – changing 
behaviour



The problems with clinical guidelines

• 3. Limited focus on implementation approaches

– Collegiate approaches

– Implementation at the level of:
• Individual doctors

• Practice team

– Does change practice
• Size of change 

• Sustainability 



Effectiveness of guideline dissemination and implementation 
strategies

Grimshaw et al 2006

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

14.00%

16.00%

Types of interventions (median
absolute improvement in

performance)

Reminders

Dissemination of
educational materials

Audit and Feedback

Multifaceted
interventions including
educational materials

Grimshaw, J., Eccles, M., Thomas, R., MacLennan, G., Ramsay, C., Fraser, C. and Vale, L. (2006), 
Toward Evidence-Based Quality Improvement. Journal of General Internal Medicine, 21: S14–S20



Clinical guidelines need to ….

• 1. Refocus on being a means to an end, not an end in 
themselves

– We have valid guidelines … the challenge remains changing 
practice .... So:



Clinical guidelines need to ….

• 1. Refocus on being a means to an end, 
not an end in themselves

– We have valid guidelines … the challenge 
remains changing practice … so:

– Aim for efficiencies in guideline production

– Development needs to be sustainable

• Sharing of evidence reviews
– Evidence is international

• Tailor recommendations to one own health care 
system

– Guidance is national



Clinical guidelines need to ….

• 2. Become fully integrated into GP computer systems

– Full use of recommendations in the consultation

– Use within and shape the practitioner – patient encounter

• 3. Become embedded in all levels of the health system

– Not just focus on changing practice in the consultation and 
within one’s own GP practice 



Levels of implementation

Individual 
Health 

Professionals 
and patients

Individual 
Health 

Professionals 
and patients

Healthcare groups 
or teams

- Audit and feedback

Healthcare groups 
or teams

- Audit and feedback

organisations providing 
healthcare

- commissioning of services

organisations providing 
healthcare

- commissioning of services

Wider healthcare system

- Financial incentives; Pay for Performance

Wider healthcare system

- Financial incentives; Pay for Performance

Ferlie EB, Shortell SM. Improving the quality of  health care in the United Kingdom and the 
United States: a framework for change. Milbank Q. 2001;79(2):281-315



The independent  
UK organisation 
responsible for 
providing national 
evidence-based 
guidance advice and 
standards on the 
most effective ways 
to prevent, diagnose 
and treat disease



Levels of implementation

Individual 
Health 

Professionals 
and patients

Individual 
Health 

Professionals 
and patients

Healthcare groups 
or teams

- Audit and feedback

Healthcare groups 
or teams

- Audit and feedback

organisations providing 
healthcare

- commissioning of services

organisations providing 
healthcare

- commissioning of services

Wider healthcare system

- Financial incentives; Pay for Performance

Wider healthcare system

- Financial incentives; Pay for Performance

Ferlie EB, Shortell SM. Improving the quality of  health care in the United Kingdom and the 
United States: a framework for change. Milbank Q. 2001;79(2):281-315

Clinical 
Guidelines

Quality 
Standards

QOF for 
general 
practice

Audit 
tools

NICE 
PathwaysStaffing 

guidance



The rise of metrics

• “we can only be sure to improve what we can actually 
measure” (Ara Darzi)

– Measurement for judgement / accountability

– Measurement for quality improvement

Department of Health (2008). High Quality Care for All



The NICE approach: 
guideline derived performance 

measures

Clinical Guideline 
Recommendations
Clinical Guideline 

Recommendations

Prioritisation

- Which need 
implementation

Transformation

- Turn into performance 
measures

Prioritisation

- Which need 
implementation

Transformation

- Turn into performance 
measures

Performance measures 
for:

- Accountability

Quality standards

Pay for performance

QOF for GP

Performance measures 
for:

- Accountability

Quality standards

Pay for performance

QOF for GP



The third age of implementation

• Evaluation of Quality improvement initiatives should:

– Consider effects at all levels in the system (Ferlie and Shortell)

– Use a variety of methods and approaches

• Not just quantitative paradigms

– Do rapid reviews of “what works”

• Formal evaluations of UK Health Foundation’s QI programmes

Dixon-Woods M, McNicol S, Martin G. healthcare: Ten challenges in improving quality in 
healthcare: lessons from the Health Foundation's programme evaluations and relevant literature 
BMJ Qual Safdoi: 10.1136/bmjqs-2011-000760



What are the challenges?
DESIGN AND PLANNING OF 
IMPROVEMENT INTERVENTIONS

Challenge 6: Tribalism and lack of staff 
engagement

Challenge 1: Convince people that 
there’s a problem

Challenge 7: Leadership

Challenge 2: If you do it, will it work? 
Convince people of the solution.

Challenge 8: Incentivising participation 
and ‘hard edges’

Challenge 3: Data collection and 
monitoring systems

BEYOND THE INTERVENTION: 
SUSTAINABILITY, SPREAD AND 
UNINTENDED CONSEQUENCES

Challenge 4: ‘Projectness’ and 
ambitions

Challenge 9: Securing sustainability

ORGANISATIONAL AND 
INSTITUTIONAL CONTEXTS, 
PROFESSIONS AND LEADERSHIP

Challenge 10: Side effects of change

Challenge 5: Organisational context, 
culture and capacities

Dixon-Woods, McNicol, Martin, 2012



Concluding thoughts

• Clinical guidelines are here to stay

– Clinical guideline recommendations remain an important 
component of knowledge translation

• Getting evidence into practice

• They need embedding at all levels of the health system

• Quality initiatives need evaluation

– Need to know what works

– AND why



Guidelines vs Pathways

Contextualizing the NICE respiratory tract

infection pathway for New Zealand

Associate Professor Mark Thomas
Dept Molecular Medicine and Pathology 

University of Auckland 

NICE/bpacnz symposium
Te Papa, Wellington

4 March 2015



Key messages

1. Antibiotic prescribing in NZ is excessive

2. Much of this excessive prescribing is for 
patients with respiratory tract infections

3. There is an absence of evidence of a 
sustained improvement in prescribing for 
respiratory tract infections in NZ in recent 
years

4. The NICE guidelines are in most respects 
applicable for the NZ context

5. Guidelines/pathways are not enough



National per capita consumption of antibiotic “units” 
(IMS data 2010)

Van Boeckel et al. Lancet Infectious Diseases 2014; 



Rate of change in national per capita antibiotic “unit” 
consumption 2000 - 2010

Van Boeckel et al. Lancet Infectious Diseases 2014; 



Community antibiotic consumption in NZ  2010
(DDDs/1000 population/day)

Thomas,  Smith, Tilyard. NZMJ 2014;127:1394:1-13.



Community antibiotic consumption in NZ increased 
by approx 6% per year 2005-2012

Thomas, Smith,  Tilyard. NZMJ 2014;127:1394:1-13.



Modest variation between DHBs
in community AB consumption  (2012)

Thomas, Smith, Tilyard. NZMJ 2014;127:1394:1-13.



High rates of dispensing across age groups (2012)

Thomas, Smith, Tilyard. NZMJ 2014;127:1394:1-13.



High rates of dispensing across age groups (2012)

Thomas, Smith, Tilyard. NZMJ 2014;127:1394:1-13.

Swedish goal for 2014
<25 prescriptions/100 pop/year!

US average 88 prescriptions/100 pop/year



How much of this excessive 
prescribing is for patients with 

respiratory tract infections?

Sparse NZ data

But probably a large proportion.



What conditions are treated with an antibiotic?

percentage of total AB prescribing

otitis media

URTI

bronchitis

pharyngitis

sinusitis

other

21%

16%

15%

12%

12%

24%

34,606 consultations with 3,000 community-based US physicians

during 1992 (similar results during  ‘80,’85,’89).

McCaig & Hughes. JAMA 1995;273:214-9. 



Antibiotic prescribing for URTI 
is common in NZ

Computerised records for 100,222 patients in 17 general practices in NZ (12mths 1991-
1992). 

28,286 consultations (8.9%) for URTI.

Treatment                   Proportion

No antibiotic                 22.5%
Amoxycillin 21.7%
Amox/clav 18.7%
Cotrimox 9.7%
Cefaclor 9.1%

Rates of prescribing per general practice = 61 – 89%    (mean = 76%)

McGregor, Dovey, Tilyard.  Antibiotic use in upper respiratory tract infections in New Zealand.
Family Practice1995;12:166-70.



What features would encourage you to 
prescribe antibiotics?

(Telephone interviews of 65 Auckland GPs)

1998    2002-3      p

Symptoms of sinusitis             68%       98% 0.00001

Purulent nasal discharge        52%       71% 0.029

Green coloured sputum         63%       75% 0.86

Patient requests antibiotics   38%       62% 0.1

Sung et al. NZMJ 2006;119: 1233: 1-7. 



NICE Guidelines (July 2008)





condition NICE * bpac

Acute otitis media Antibiotic Rx if:
1. bilat OM in child <2 yrs
2. acute OM + otorrhoea

Antibiotic Rx is usually
unnecessary

Acute sore throat Antibiotic Rx if:
≥ 3 Centor criteria present

Recommended for those at 
increased risk of rheumatic 
fever

Common cold No advice

Acute rhinosinusitis Consider antibiotics for those 
with severe symptoms

Acute 
cough/bronchitis

Antibiotic Rx if:
age > 65 yrs plus 2 criteria 
age >80yrs plus 1 criterion

(a) Hospitalisation in last year
(b) Diabetes
(c) CHF
(d) Steroid Rx

Acute COPD – Antibiotic 
treatment is most helpful in 
patients with severe symptoms 
and those with more severe 
airflow obstruction at baseline

* Not applicable if:
(a) Patient very unwell
(b) Patient at high risk of serious 
complications



Centor criteria

Temperature >38                                                          1
Absence of cough                                                          1
Swollen, tender anterior cervical lymph nodes       1
Tonsillar exudate                                                           1

Age:   3 – 14                                                                   1
15 - 44                                                                   0

≥ 45                                                                   -1

Centor score : Probability of S. pyogenes infection

0 : 2.5% 1: 6.5% 2: 15% 3: 32% 4: 56%

McIsaac et al. JAMA 2004;291:1587-95.





NZ Heart Foundation Group A streptococcal sore throat management guideline 2014





NZHF Sore Throat Guidelines

In people at “High Risk for Rheumatic Fever”

1. No use of clinical criteria to diagnose bacterial illness

2. Throat swab “if follow-up possible”

3. Start 10 days of antibiotics

Amoxycillin, Penicillin V, Benzathine penicillin

4. “Recurrent GAS or chronic GAS”

Cephalexin, Augmentin, Benzathine penicillin



Conclusions

1. NICE guidelines for acute OM, common cold, acute 
rhinosinusitis, acute cough/bronchitis are very similar to bpac
guidelines

1. Important differences between NICE guidelines and NZ 
guidelines for sore throat

2. NICE guidelines are even more concise  than the bpac
guidelines



Problems

1. Introduction of guidelines/pathways has relatively 

small effect on prescriber behaviour (approx 5-10%)

(Butler et al. BMJ 2012;344:d8173) 

2.      Effects of other interventions are less well studied. 

but auditing prescriber behaviour has been effective

with other problems. (vaccine uptake, smoking 

cessation advice, etc.)

3. Sore throat management guidelines in NZ are not 

consistent with NICE (or Australian or US) guidelines.



Department of Primary Health Care and General Practice   
University of Otago – Wellington – New Zealand
Tony Dowell  

 

                  
                  

 

“ Create your own pathway, create your own 
new vision “ : perspectives from a multiple 
consumer.



This afternoon

• Consumer perceptions of guidelines

• Guidelines and pathways – the most exciting thing since the 
last exciting thing

– An 8 point plan 

– Complexity 

– Hard to reach topics



A multiple 
consumer ? 

Guideline Producer 
– 1992 Leeds Dyspepsia Guideline 
– 2008 Common mental disorder 

Guideline Evaluator 
– Review of NZGG
– Evaluation of mental health 

guidelines

And
• Recidivist enthusiast 

practitioner 
• Pathway novice and advisor  
• Patient   



History of Guidelines and Pathways 
• The Ebers papyrus – Egypt 1500 

BCE

• 1850’s – public health 
programmes – ‘Do the same 
thing’

• 1950’s – growth of medical 
research and RCTs 

• EBM – 1980’s

• 1998 – AGREE Collaboration, 
NICE, NZGG

• 2012 onwards  – Guidelines to 
Pathways  



Pathways 



Pathways: Are we sure what they are? 

• Web-based information portal supporting primary care 
clinicians to plan patient care through primary, community and 
secondary health care systems

• A 'care map', so that all members of a health care team can be 
on the same page when it comes to looking after a particular 
person. 

• Primarily for General Practitioners but is also available to 
Hospital Specialists, Nurses, Allied Health and other Health 
Professionals 



What do consumers think of them 

• Question (to GP colleagues) – What do you think of clinical 
pathways ? 

“Are they the ones on ‘healthpoint’ ? - GP (Feb 2015)

“Well – they’re a bit.....well they’re a bit , well actually they’re a 
bit boring                                          - GP ( March 2015) 



Are pathways different to guidelines

With guidelines, it was a bunch of people, usually hospital 
specialists sitting round a table, eating rubbery chicken 

sandwiches deciding what was good for us …

With clinical pathways you have people from both the hospital 
and general practice, all eating the same chicken sandwiches



Why don’t clinicians follow guidelines

• Focus groups, interviews , surveys 
• 1999 onwards ( Cabana) 
e.g. Lutenberg 2009 – Dutch. 
• Lack of agreement with the recommendations

– lack of applicability 
– lack of evidence

• Environmental factors 
– Organisational constraints 
– Time , resources 

• Lack of knowledge about guideline  recommendations 
• Unclear or ambiguous guideline recommendations



Ways forward 

1. Clarity of purpose 

2. Acknowledging complexity

3. Mismatch with clinical 
reality? 

4. Style and substance 

5. Celebrate success

6. The look of the thing

7. Teamwork and behaviour

8. Humanity in activity The future is already here - it's just 
unevenly distributed." - William 
Gibson. 



1. Clarity of purpose and meaning

• What is it for? 

• Who is it for? 

• What are the 
priorities?

• How to signpost 
them ?



Doing the right thing and doing it right

• Doing it right is relatively straightforward

– We can get clinicians to do the same things

– Doing “ wrong things “ very well 

• Doing the right thing – much more complicated

– What is the right thing?

– What is the best thing?

• Guidelines and pathways should be about 
doing the right thing. 



Pathways across the 
life course



Cultural 
responsiveness



Should Bethany go 
to hospital ?

• 14 months old  - Onset of difficulty breathing and wheeze
• Smoking household .  Damp house, poor nutrition 
• Anxious solo mum 
• Seen at GP – “ Wheezy infant “ , Feeding less than usual
• Apyrexial , Resp rate 35, HR 120, Wheezing.
• Intercostal indrawing

2. Acknowedging Complexity 
Simple or not ? 



A bit of complexity  ? 

• 2 – 3  fold variation



Clinical Pathway 

Mild / Moderate 

• At home 

• Parent 
information 
sheet

• Advice for after 
hours



Should Bethany go to hospital 

• Discussed with Paediatric Reg. “ I think she can probably stay at 
home , there’s a four hour wait in ED”

• Observe / stay at Aunties

• “ Wheezing worse “ 

• Unable to afford After Hours    => ED – admitted 

• Discharge code – “Bronchiolitis “



Challenges to a clinical pathway 
• No clear agreement of an end point e.g. admission rate
• Complexity around the ‘grey ‘ areas

How effective can clinical pathways be ? 
• Personal pre-primary care attribution 

– Health literacy, health promotion
– Patient and family behaviour
– Social determinants – poverty 

• Access to and activity by Primary Care 
– After Hours Activity and management by Primary Care

• Access to Emergency Departments et al
– Waiting time  rules 

• Hospital Policy 



3. Do pathways align to 
clinical reality ? 

Mental health 

• Depression

• Anxiety

• Grief and Loss

• FSUCLS 

• Feeling screwed up ‘cos life sucks

• Bodily stress 



Depression or what 

There is no such thing as Depression

• OMG !!  
• Or Anxiety

BUT 

• There is a spectrum of Anxious Depression



Is this important ?  

• Most common mental disorder in primary care

• Not currently addressed well in guidelines and pathways
• Hegarty K, Gunn J, Blashki G, Griffiths F, Dowell A C, Kendrick T. How could depression guidelines be made more relevant and applicable 

to primary care? A quantitative and qualitative review of national guidelines. Br J Gen Pract 2009;    DOI: 10.3399/bjgp09X42058/

• Anxiety symptoms currently under diagnosed and receive less 
‘sympathy’ 

I’ve had depression and I’ve anxiety ; depression is easy , anxiety is f***ing
awful

• Patients missing out on treatment options



A typical patient
- Bodily Stress 

• Malaise , vertigo, dizziness, muscle 
spasms, vomiting, cramps, bloating and 
nocturnal intestinal gas, headaches, 
alterations of vision, severe tiredness, 
nervous exhaustion, breathless, 
eczema, tachycardia, tinnitus. 

• “ Severely debilitated for long periods 
of time, incapable of normal life and 
intellectual production. Constant 
attacks…. stops all work.”



Bodily Stress Syndromes 
– Medically Unexplained Symptoms  

• Gastroenterology – IBS, Non ulcer dyspepsia
• Rheumatology – Fibromyalgia 
• Cardiology – Non cardiac chest pain
• Respiratory – hyperventilation 
• Dental  - TMJ syndrome
• Neurology – ‘ headache’ 
• Gynaecology – chronic pelvic pain
• Psychiatry – somatiform disorders 
• Chronic fatigue Syndrome

• Often the ‘non diagnosis’ exclusion of a clinical pathway  



Aligning with clinical reality

• Guidelines and Pathways 
need to address hard to 
reach topics
– Mental health 
– Child and Youth 

• Some topics don’t fit 
standard boxes 
– Or classifications

• May push us into excluding 
a more ‘holistic ‘ approach 
to patient problems 



Where should we put red flags ? 
The curious case of back pain



Sequencing and priorities ? 



But - Prevalence of pathology

Henschke et al 2009

1172 consecutive patients receiving primary care for acute LBP in Sydney

• 11 cases serious pathology (0.09%)

– 8 cases of fracture; 2 inflammatory arthritides; 1 cauda equina

– 5 diagnosed at initial consult

– Conclusion – previously undiagnosed serious pathology rarely presents as acute 
low back pain

Ben Darlow - University of Otago 225



Side effects of red flags 
• Anxiety

I now (long pause) try to see that in perspective of the harm that 
you cause by  trying to exclude serious pathology all the time
GP01 (28 years experience)

, it becomes difficult to reassure the patient .. where you’re saying ‘now 
if any of these things happen, you must come back,’ and they of course 
pick up on your anxiety about the whole situation as well.  
GP06 (2 years experience)

• Increased perception of vulnerability
• Incidental findings
• Radiation exposure
• Unnecessary subsequent investigation



5. Celebrate success 

• Amazing hard 
work commitment 

• Lots and lots of  
pathways and 
guidelines 

• Local adaptation 

• Relationship 
building



• Format , Layout 

• Avoid perverse messaging

• Accessibility

• 3 clicks 

6. The look of the thing



Tools and formats 

• Using data to support 
guidelines

• Local information 

• Directories and contacts   



Number of types vs local adaptation ? 
How many websites ? 
How much updating ? 

Lord Ronald said 
nothing; he flung 
himself from the 
room, flung 
himself upon his 
horse and rode 
madly off in all 
directions. 



Consistent advice 



• Communication

• Time

7.Time and teamwork 



8. Humanity in activity 



Getting the patient voice into 
a pathway ? 

• Appreciation of narrative and 
patient stories

• Recognition of the social 
context 

– The difficulties in adhering to 
guidelines and pathways 

• Consumer participation in 
pathway development  



The patient experience 
Following a pathway and guideline. –

PT: um me I’ve got an older sister to look after that’s had a 
stroke
GP:so you take her for a walk twice a week?
PT: so you know 
PT: I work with preschoolers I’m walking around all day

GP:it’s not good enough
PT: it’s not good enough? oh cripes
GP: you need to be working up a sweat 
PT: oh oh
GP:every day
PT: oh crikeys



Acknowledgement of the patient’s life  

I was in hospital for three days. I was asked 
whether I smoked six times, once at half past 
one in the morning. In all that time not one 

person asked me how I was feeling 


