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An introduction to NICE and NICS

Both organisations were established in 2000. NICE is the independent organisation responsible for providing national guidance on the promotion of good health and the prevention and treatment of ill health, and has recently taken on a remit to support implementation.
NICS is part of the Australia Government National Health and Medical Research Institute (NHMRI), and aims through working in partnership, to improve healthcare by closing the gaps between best available evidence and current clinical practice.
Staff from NICS visited NICE during 2007. A commitment was made to encourage continued exchange and learning between staff during 2008/9.

The Fellowship has enabled us to proceed with the return leg of an exchange visit to a national agency with a remit with clear similarities to that of NICE.

The learning involved was valuable to the ongoing review and development of the NICE Implementation Strategy, where I had recently begun the role of interim Implementation Director at NICE for a twelve month period from September 2008. 

Aims of the Visit 
The visit was concerned with understanding ways of improving the implementation of guidelines and what can be done at a national level to assist uptake and change practice.  I was interested in learning about the different national processes used to provide practical implementation support and how to measure success. The visit was planned to include an exchange of information about: 
 
-  methodology to choose priorities for guidance support programmes, and the nature of the implementation support 
-  the business planning and operational strategies to make it happen at the national level
-  examples of implementation programmes, and their evaluation. 
 
Visit itinerary/ programme

	Mon 27 Oct
	NICS- Level 5, 499 St Kilda Road, Melbourne VIC 3001.  
	 

	 
	Val to join Guidelines team and visiting Professor Richard Grol – seminar & meetings with NICS guidelines research staff.  

	 
	9:00-9:30
	Welcome to NICS- Sue Phillips

	 
	9.30-10:30
	Richard Grol: Presentation & Discussion with Staff

	 
	10:30-11:00
	Morning Tea

	 
	11.00-12.30
	Richard Grol: Q & A session with NICS staff and invited guests.

	 
	12.30-1:30
	Lunch

	 
	1.30 - 3.30
	Meet with NICS Guidelines Research Program (ppt & discussion)

	 
	4:00-5:00
	Meeting with Heather Buchan
NHMRC Executive Knowledge and Development Officer

	 
	 
	 

	Tues 28 Oct
	NICS- Level 5, 499 St Kilda Road, Melbourne VIC 3001.  

	 
	10:00-12:00
	Meeting with staff from Effective Practice Program

	 
	 
	Director: Sue Huckson, Assistant Director: Scott Bennetts

	 
	Afternoon
	Free time

	 
	 
	 

	Wed 29 Oct
	NHMRC Canberra- Level 5, 20 Allara Street Canberra 

	 
	Meetings with NHMRC Executive and Health Evidence and Advice staff. 
Presentation on the work of NICE 

	 
	7:20-8:25
	Flight QF804 from Melbourne, to Canberra, arrives 08:25

	 
	8:30-9:00
	Taxi to 20 Allara Street. Proceed to reception foyer, level 5.
Phone ext 9033- Jenny Chin will come down

	 
	09:15
	Welcome- Cathy Clutton
Executive Director Health Evidence and Advice Branch

	 
	09:50
	Introduced to Clive Morris, Chief Knowledge and Development Officer

	 
	10:00-11:45
	Staff seminar hosted by Clive Morris. Clive introduces Val.
Presentation by Val to Canberra staff on the work of NICE.40 minute presentation, 40 minutes question time

	 
	11:45
	15 minutes free time

	 
	12:00
	Lunch with Clive Morris and other senior staff- informal talks

	 
	01:30
	Val meets CEO (if not done over lunch)

	 
	02:00
	Meetings with Cathy Clutton and Health Evidence and Advice Branch

	 
	17:00
	Airport transfer for trip back to Melbourne

	 
	18:35
	Flight QF833 from Canberra to Melbourne, arrives 19:45

	 
	 
	 

	Thurs 30 Oct
	NICS- Level 5, 499 St Kilda Road, Melbourne VIC 3001.  

	 
	Morning
	Free time.
NICS staff have All Staff meeting with Canberra 9:30-11:30

	 
	1:30-2:30
	Val Moore presentation to NICS staff on the work of NICE

	 
	3:00-4:00
	Meeting with staff from Research Implementation Program

	 
	 
	Director: Sonja Hood, Assistant Director: Agnes Wilson

	 
	4:00-6:30 
	Free time

	 
	6:30-8:30
	Dinner at Provincia, with Sue Phillips and Sonja Hood
95 Victoria Ave, Albert Park. Ph: 9645 5260

	Fri 31 Oct
	NICS- Level 5, 499 St Kilda Road, Melbourne VIC 3001.  

	 
	9:30-11:30
	Meeting with Guidelines Research Program

	 
	 
	Director: Kay Currie, Assistant Director: Geraint Duggan

	 
	12:30-1:30
	NICS Melbourne Cup Lunch

	 
	1:30-4:30 
	Free time

	 
	4:30-5:00
	Debrief with Sue Phillips


Key learning
The following three sections will reflect the initial aims of the visit with a final comment on additional learning.
1. Methodology to choose priorities for guidance support programmes, and the nature of the implementation support 
Professor Richard Grol, from the Netherlands Scientific Institute for Quality of Healthcare, led a staff seminar on Evidence into action: the path to sustainable change in patient care. Key points were as follows. 

	Context. 30-40% of patients don’t get evidence based healthcare, and 20-25% of tests and medication not necessary possibly having adverse effects. It is difficult to explain differences in quality and safety between sites and providers. Implementation of evidence based practice is often slow and not sustained.

Background. In the 1980-early 90s self regulation dominated: professional education; peers review; guidelines; audit and feedback. In the 1990s system change, and lead by managers prevailed. There was a focus on disease management. From 2000 there was more external control and transparency, with financial incentives for quality initiated by authorities and purchasers. Two ‘breakthrough’ aspects were the effects from more widespread systematic review, and dramatic results from self-report.

Importance of creating the conditions for change at various levels. 
1. Information on behaviour, data feedback – facts

2. Public exposure: loss of reputation/ shaming

3. Social pressure from patients, clinicians and managers

4. Organisational measures: facilities and standardisation of processes

Example: the UK QOF (Quality Outcomes Framework for primary care) had these elements.

Introduction requires approx 2.5% to take part to test feasibility, 25% to test the best conditions required for change, and 100% for full implementation. Professional change plus organisational change is necessary - ‘People don’t change for long when they see the light, but when they feel the heat’.

Why is change difficult? People are unaware of the problem or that its their problem. There can be a negative attitude to external pressure. People can be addicted to fixed, familiar routes, not seeing alternatives or incentives for new. There is a lack of quality improvement knowledge and skill, and no culture of continuous learning. The impact of partnerships with patients is under-researched.

Cultures in healthcare. Group culture involves teamwork and cohesiveness. Developmental culture involves innovation, risk and growth. Hierarchical culture reflects regulation and stability. Rational culture involves targets, and actions are required. These cultures present in differing proportions, e.g. group culture is most prevalent in primary care, and hierarchies in hospitals. Development cultures are low profile across the board.




There was a discussion on guidance development issues, with comparisons between approaches at NICS and NICE. 
Groups, under the right conditions are better decision makers than individuals. The right conditions include a diversity of view through population of the group, independence, decentralised ‘place’ for guideline development to occur, and a method to translate opinion to decision. Patient outcomes should be the driver but can be lost. Evaluation of the process, indicators of success, and improvement strategies need to accompany the guidance. The AGREE quality criteria for guidelines was discussed. The importance of topic selection, and feasibility of implementation was raised. The involvement of commissioners in guidance development can support this.
There are a host of innovative and practical ways to improve the effectiveness of guidance such as:

· Web based dialogue

· Problem and barrier analysis

· Quality indicators

· Cost analysis

· Care pathways

· Decision algorithms

· Summary cards

· Patient education materials

· Implementation plans

If these are all produced the guidance itself can take back stage - People don’t want a guideline, they want something to change!

The NICE Implementation support programme aims to achieve much of this, with a wider portfolio of support materials being devised. The catalyst for this is the Implementation Planning meeting held with a range of stakeholders as the guidance recommendations are being finalised. A key medium promoting resulting implementation support products is via the NICE website, see   http://www.nice.org.uk/usingguidance/ where costing tools, commissioning guides, audit support, planning advice, patient materials, and shared learning examples are located. Developing engagement with national agencies, seen to be credible deliverers of the message is important, and especially so when NICE has guidance and resources relevant to particular specialty audiences, in medicine, but also in schools, workplaces and joint services commissioning by local authority and  NHS providers.
The NICS implementation programme features the recruitment of a small number of NICS Fellows who are supported to facilitate change in their own organisation and then more widespread. A relatively few guideline priorities, such as pain management and stroke management, are followed through by NICS staff, working intensively to test feasibility, and then the conditions for change. In contrast NICE provides a certain minimum support for all its guidance, focussing on some in more detail for a period following launch and dependent on the resources and activities of other partner agencies. Where NICE does have a more local dimension is in its group of 6 Implementation Consultants, who are employed by NICE and have a brief to develop face to face relationships and support the promotion of principles of systematic change with organisational leaders, identify shared learning examples and clinical or managerial/ commissioning champions to propose topics, or for involvement in NICE initiatives.
Many of the meetings I had with staff at NICS involved comparing the ideas and methods for supporting implementation described briefly above.

2. Business planning and operational strategies to make it happen at the national level

In this section I will report on the changed context for NICS, recently being brought under the control of another government agency, our exchanges about team business planning methods, the costing of programmes and developing the NICS and NICE respective business plans. 

The National Health and Medical Research Institute (NHMRI) has a broad national remit including scientific advice Infection control, climate change, genetic registers, zeno transplantation, and evidence translation. See www.nmhri.gov.au .It produces public health guidelines directly, and clinical guideline production and implementation support through the inherited NICS. Guideline production is a new remit for NICS who previously supported implementation for selected guidelines from a variety of producers. 
I provided NMHRI with a presentation about the work of NICE (see accompanying document). There was particular interest in the breadth of guidance that NICE produces and the kinds of implementation levers there are in the UK, which differs from the federal/ state Australian model and the organisation of health care. For instance the 3 month funding directive from the UK government relating to implementation of NICE technology appraisals was seen as a powerful means of achieving adoption. The NMHRI team were also interested in the relatively new programme of NICE public health guidance, relating it to their priorities such as health literacy, and dietary advice. However my observation of their focus was that it was on scientific clarification of advice for example on food matters, and not yet at a point where evidence of how to create change was being considered.
Service planning. NICS were particularly interested in information relating to the resources required and costs of producing clinical guidelines and I was able to facilitate the exchange of further information between the two establishments. NICS priorities include VTE prevention, heart failure services and indigenous population health issues such as diabetic retinopathy screening. The decision on pursuing a guidance topic for their Research Implementation programme depended on whether there is a empirically a gap in service provision, whether there is a partner to work with such as a national association, and the potential for there to be a solution, e.g. evidence of effectiveness.
Team business planning methods. Whilst I was spending time at NICS several business planning meetings were going on. I was able to share the methods used at NICE to firstly project the ‘steady state’ deliverables from Centres and Directorates before applying specified growth money to key areas. The process for business planning for the NICE Implementation Directorate was shared with NICS colleagues. As the planning cycle unfolded I was able to email across draft business plans and background documents, in confidence, as illustration. 
3. Implementation programme products and their evaluation
NICS produce a series of Gaps Reports outlining the need to bring research into practice, see www.nhmri.gov.au/nics  . Specific topic related evidence into practice brochures on subjects such as pain control and atrial fibrillation, aim to raise awareness of the need for change, encourage evidence based practice and provide a practical resource for change. The brochures attempt to unify the information on need, current practice, guidance and implementation support in fairly high level style. More comprehensive information is available on the website.
NICE leads with its guidance publication but significantly produced in several versions for clinical and public health topics: the full guideline published by the Collaborating Centre (in the case of clinical guidelines), the NICE guideline summarising the guidance, a colourful Quick Reference Version aimed at professionals and a version for the patient or public.  Implementation support materials are published at or closely following the launch of guidance and published on the website.

Uptake of NICE guidance is monitored by a team based within Implementation work with a range of sources of routinely available data to assess whether following release of NICE guidance there are any change in prescribing or other types of activity data. It is difficult to assess whether these changes are significant or attributable to the guidance, and the focus remains on nationally available data rather than variation between localities. Sometimes feedback from the Implementation consultants working out in the field can give a useful indication of variation in practice, but usually more on the level of views about difficulties or success in implementation rather than a systematic collection of quantitative data. A database on the NICE website captures the internally produced studies as well as a range of literature about uptake of NICE guidance including national reviews and academic papers, see http://www.nice.org.uk/usingguidance/evaluationandreviewofniceimplementationevidenceernie/evaluation_and_review_of_nice_implementation_evidence_ernie.jsp  
Feedback from the Field team is gathered on a continual programme of visits to local NHS and local authority government organisations by the 6 Implementation Consultants. This is fed back to the NICE Centres and Directorates to facilitate in improvements to the effectiveness of the products. Te similarities and differences between the NICE field team and the NICS fellows was of great interest to us. The leader of the NICS Fellow programme visited NICE  in March 2009 specifically to hear more about the Field team organisation, strategy and evaluation. The annual report for the Field team is on the website, see http://www.nice.org.uk/aboutnice/whoweare/board/boardmeetings/2008/23July2008.jsp   
4. Additional learning
I was able to talk with the Communications team at NICS to compare how best to provide the right information to users of NICE guidance and its implementations support products. We discussed the Australia www.evidencemap.org and the proposed NHS Evidence service – now a reality provided by NICE, see www.nhsevidence.nhs.uk . NICE will be leading the development of a NICE Fellows programme, albeit I discovered with different aims to the NICS programme.
As mentioned above there was a further NICS visit to the UK in March 2009 and consequent exchange of information.
Funding information  
Cost estimates
Costs are in accordance with NHS travel and subsistence policy.

Flights: economy, Heathrow to Melbourne  

  1131.30
Accommodation: 8 nights@ £100 

  
    800

Australia travel/ subsistence 


 
    400

Grant Total     £2331.30
Actual costs

Flights: economy, Heathrow to Melbourne

 1244
Visa







     20

Accommodation: 8 nights@ 92.5



   740

Australia travel/ subsistence



   360





          Expenditure Total    £2364
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I found the professionalism, collaboration, interest and hospitality of the NICS and NHMRC staff most impressive. One of the intangibles of such a visit was the inspirational and energising effect of sharing information and views with colleagues from very different policy and delivery contexts but drawing on a common theoretical basis. There is a strong sense of community amongst those involved with guideline development and implementation activities, and I came away with a deep respect for those who are exploring, challenging and setting new principles and ways of working, a challenge we have as well with the expansion of NICE planned for the next 5 years. I am confirmed in the belief that NICE holds significant relevance further afield than for the UK population it serves and that there is a great interest in what we do as an international leader in public health and healthcare guidance production and implementation. 
Val Moore

Implementation Director

April 2009

Val.moore@nice.org.uk 
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