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The problem: the ‘know-do’

‘All breakthrough, no follow-through’
Stephen Woolf, Washington Post, 2006

‘“There is a gap between today’s scientific
advances and their application: between what we
know and what is actually being done. Health work
teaches us with great rigour that action without
knowledge is wasted effort, just as knowledge
without action is wasted resource’
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Implementation is

complicated....

e Decisions are influenced by the clinicians
personal and professional experience as
well as by their knowledge of and
relationship with the patient

e The clinicians are a major influence on

patient’s decisions about treatment
Freeman and Sweeney 2001
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Levels of Implementation

e Policy changes
- Funding requirements
- Access to care

e System changes
- Streamlining services

e Practitioner changes
- Changing attitudes, knowledge base, decision

support
e Patients
- Media campaigns g
- Patient resources "GUI%ULDIHLS




Implementation starts with the

suideline...

e Problems to avoid
- unrealistic or impractical recommendations
- a guideline that is too lengthy

- a guideline that is not user friendly eg. no
algorithm or short version
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Guideline development and

implementation process

Literature search  ggjaction criteria

Search strategy

Selection of literature
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Guideline structure

. Critical appraisal
Questions
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Evidence tables
Practice
Gaps ecommendations

and draft guideline

Implementation o

GDT sign-off draft

Endorsement o
Audit indicators

Supporting documents Consultation
Consultation feedback

Guideline sign-off ~ Refine draft guideline '1 HCW ZCALAND
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Guideline features that

encourage use

e Strong supporting evidence

e Flexible recommendations
- Feasible in local context
- consider patient needs and preferences

e Concise recommendations

e Supporting documents

- Short summaries, leaflets for patients, checklists,
pocket cards

o Explicit about resources
o Clinical.vignettes }}GUIWD”EI:INHLS
(Gagliardi et al 2011)
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Policy and Funding Issues

e Get policy agencies involved early
e Provide opportunities to comment

o Actively discuss the implications of the
recommendations

e Assess the costs of the recommendations
(eg screening issues, recommendations
for new drugs)
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Clinicians: What are the barriers and

enablers for changing practice?

e Barriers - stopping change to practice

- Examples:
e Cost of recommendations
 Involves major change to services
e Clinician resistance to change

e Enablers - making it easy to change practice

- Examples:
e Regulations or incentives to change
e Patients want the change gp—
» Implementation is interactive }}GUlDﬁﬁulme




What works for clinicians?

e Printed educational materials

e Educational meetings - should be
interactive and multidisciplinary

e Educational outreach

e Local opinion leaders
e Audit and feedback
e Reminders
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Dissemination & Awareness

Campaigns

e Create awareness of the guideline release date

e Provide information about w

nat the guideline

involves and what is new anc

surprising

e Explain the guideline development process -
independent, trusted evidence-based advice

e Use at least three different media to the same

target audience
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Some examples...different

products for different audiences

: Testing for.
e For pOllcy Testmg for prostate cancer ,)_( ostate Canc

makers
e For cliniciansll | ="

e For patients

ing progae cancer.
men are more ikely
@ for tha cancer o

b dia of other couses.

* What is prostate |
cancer and what tests
are there? Vou debarens —

+ What is your risk? ghnd ~

+ What are the possible
benefits and harms Uredra
of being tested for Peria—L
prostate cancer? Taskcha—

* What is most
important to you?

or if a cloze relative
5 years) or more than

\ J

A ndiond screening programme for prosiate cancer has not besn catablished b
good-quality ressarch studies are requiredto confirm whether the benehits cutwe
Althcugh a national sareening programme for prostate cancer iz not appropricta i
infermation, evary man has the right to dedda for himsal Fwhethaer or not to bet
prestake cancer. Information about prostate cancer and progtale cancer teaing
by the Ministry of Health and interested groups. Dectors and ather hedith proctif
undsr tha Code of Health and Dizabilly Services Corsumers’ Rights Regulations
good, balancad information on prostake cancer and the possible benefits and he FOU 055055 your

and treatment.
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Several Different Approaches

‘800

ASD Referrers - Home

om/home

[« ]» J[+]®hiip:s

¢ Q- Google

Autism
Specirum
Disorder

NZ ASD Guideline Website

A recogniser is anybody who might come
ao0ross a child or adult with a possible ASD.

Areferrer s a professional who makes an
initial clinical assessmentfor ASD, and refers.
for specialist hospital assessment, if required.

oo ) | | | )

‘Watch  video called ‘Doss this persan have ASD?

N

[ ] » [ +8 nup//asdguideline.com/e_bookiets

ASD Referrers - Booklets

Home

Kiaora

This website contains guidance on recognition and referral of autism spectrum disorder (ASD) for people
working In health, disability, education and community settings.

ASD resources are drawn from the New Zealand Autism Spectrum Disorder Guideline' (NZASD
Guideline). They cover:

» basic signs and symptoms of ASD
= how to refer people for formal diagnosis when you suspect ASD
= the formal process of diagnosis.

“My son struggles to communicate.”

3 parent o others might

Select from the menu below.

g| e-Booklet

Read the booklet ‘Does this person have ASD?"

©
©

&3 Tutorials
‘Watch a video called ‘Does this person have ASD?"
Slide. ot
0 ASD Referrers - Tutorials
se or cof

< | » || + @ nup://asdguideline.com/tutorials

CME

Accredite}

Com

‘Guideline|

FAQ

Frequent

Orde

Order frey

At Sgactrum

Oisordr
NZ ASD Guideie

What if | suspect ASD?

For an adult

4 Pagegof3s

Obtain history of the onset of signs during childhood

Gather information (with the patient's consent) from others
who know them well

Assess their overall mental health and mental state

Where referral is appropriate, give them information about
local pathways and process

Piaiszon
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Self-harm and suicide prevention

collaborative

IIIIIIIIIIIII

> 4 E NTS
° ° ° oy
KEY MESSAGES
‘ B + Anyons who talks cbout suicide should be taken seriausly.
« Poople wh ing a suicid i
skate of exireme disiress.
17 - hai ol isk in paopla who do not
N N Ivi . L:‘;:'i:g ovas staff parformanco,
. = Case Notes should be augmented wihh sructured assessments
‘ such as the Rapid Assassment tool).
]S r] C e a O a r S DR - e i it e gt e
I

thers is helpful when assessing a

- mental health, emergency departments, Maori
health, consumers

e What we did?

- Bi-cultural model

- Set targets

- Map consumer experiences to blockages
- Plan-Do-Study-Act Cycle (PDSA)




What was NZGG’s role?

e Training in skills in quality improvement
methods, change management techniques and
collaborative management

e Site visits to DHBs to support training

e Scheduled teleconferences and workshops
e Web-based reporting system

e Ongoing advice for participating teams
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Using our electronic

connections...

e NZ Primary Care Doctors use electronic patient
medical records

100 -
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50 -
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0 -
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Doctor Routinely Receives Reminders for

Guideline-Based Interventions or Screening Tests

O Yes, using a manual system
75 73 72 B Yes, using a computerized system
24
9 47
50 - ] 39
25 1 45 16
31 " 17 5 10
0 - 9 9 7

AUS UK FR NZ ITA US CAN GER NET % SWE,
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Percentages may not sum to totals because of rounding.



From CVD Risk Charts ....

Risk level women Risk level men
MO DIABETES CABETES M DIABETES DIABETES
MNaon-smoksr Srcker Maon-smoksr Smaker MNon-smoksr Sraker Maon-smaker
4 5 & 7 B 4 5 &4 F 8 4 5 & 7 B 4 5 4 F 8 4 5 &4 7 8 4 5 & F 8 4 5 & 7 8
1s0,105 180 105 Rl 180,105
RLTRE 160,95 T80 M5 160,95
140,85 140 /&85 140 /85 14085
120775 130 /75 120,75 120,75
1&s0/105 180 105 T80 10E 180105
[0 ) = = (=]
jm i P 180,05 T i 0 L 18005 T
=
E 140785 140 /&5 E = 140 /85 140,85 E
2 2007 10,75 = L 1mas 1zo7s 2
& = =] &
b4 S
& > & 24
Pm | T [H 180 105 o o 1808 1805105 o
=] = ]
_g a0,/ 160 M5 E _S 60 /%5 160,/95 _8
B gnses 140 85 = == 140 /85 14085 O
120,75 120 /75 130,75 120475
&0/ 105 180 7105 T80 106 180,105
TH0S 95 160 /95 T80 /%5 MGE 160,95
140,85 140 85 140 785 40 14085
120,75 13075 1,75 120,75
4 5 & 7 B 4 5 & F 8 4 5 & 7 B 4 5 & F 8 4 5 & 7 8 4 5 & F 8 4 5 & F 8 4 5 & F 8
Tatal CTholesterel:HDL ratic Tatal Thalesteral:HDL ratic Tetal Chaolesteral:HDOL ratio Tatal Cholesterel:HOL ratio
Risk Level
S5 yaar CWD risk (non-fatal and fatal) Banefits: HNT for 5 years le prevent smne event
:‘::a':’:‘{f,'r'iik [CVD) evarts prewanted per 100 people treated for 5 y=ams)
=30% High D 15-20% 5-10% (Fatal and non-fatal) 1 interventicn 2 inferventions 3 interventions
Vary High . 25 3004 Modermle . 10—15% mid . 2.5 50q [25% risk reduction] [45% risk reduction] [55% risk reduction]
Pp— 2.5 300 13 (7.5 per 100) 7 (14 par 100} & (15 per 100}
20% 20 (5 por 100) 11 (9 por 100) 2 {11 per 100}
How 1o use the Tables
= |dentify the table ralating to the person’s sex, diak=tic status, smoking history and age. DS 27 (4 per 100) 15 (7 per 100) 12 (8 per 100)
= Within the table choose the c2ll nearest to the person’s age, blocd pressure and TE:HDL ratics. 103 40 (2.5 p=r 100 22 (4.5 par 1050 18 (5.5 p=r 1050
‘When the systelic and diastalic values fall in different nsk levels, the higher categorny appliss. )
. . c 5% &0 (1.25 100 44 (225 100 346 (3 100
* For exam ple, the lowsr left call contains all nen-smokers without diabstes who are less than 45 years ¢ i ! t i ! (3 per ’
and haye a TC:HDL ratio less than 4.5 and a Bood pressure less than 130/80 mm Hg. Pecpls wha Baszssd on the conssrvabive sstimate that sach imtsresrbon: aspirn, bleod preassoms tesateect lowesrieg systalic
fall exadly on a threshold bstween cells are placed in the cell indicating high=r risk blood pressurs by 10 mm Hg) o lipid medificatizn (lowsrireg LDL-C by 20%) recbuce s carlisvascular nizsk by about

. . . . . 25% cwer 5 yoars.
Dizcuss your risk with your GP. Rsfer o the Phaormacautioo! Scheduie and www. nogg.omnz for details.




To this.....PREDICT

e Electronic decision support for cardiovascular
risk assessment in primary care

e Joint project with software company, NZGG
and the University of Auckland

e Part of the patient management system
e Data from patient record is collected
e Risk calculation performed automatically
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CVD Risk Assessment

DEMOGRAPHICS}[CUD RISK ASSESSMENT}[CVD RISE MANAGEMENT”DIABETES MANAGEMENT]

(mcTions J( RECOMMENDATIONS ] PATIENT INFORMATION | RISK ASSESSMENT INFO |

' '
Risk Assessment: Send | & Print
This page was made specifically for FRED BLOGGS (ABCEZ34). 20-Jun-2006 15:32 hrs

Estimated risk of having a C¥D event in the next 5 years: 25%9

Estimated risk level:
S-vear CW risk
(fatal and non-fatal)

Estimated Benefits: NNT for 5 years to prevent one event
[CWD events prevented per 100 people treated for 5 years)

3 interventions

1intervention
(25%: risk reduction)

2 interventions
(45%: risk reduction)

(55% Hisk reduction)

25%

16
(6.3 per 100)

k]
[11.3 per 100)

7
[13.8 per 100)

Based on the conservative estimate that each intervention: aspirin, blood pressure treatment (lowering systalic
blood prezsure by 10 mm Ha) or lipid modification (lowering LDOL-C by 209%) reduces CV risk by about 259%
over S years,

CWD risk has been roved up one rizk category (59, as cardiovascular vizk may be underestimated in the Framingham risk
equation: bazed ant

® family history of premature coronary heart disease orizchaemic stroke in a first-degree male relative before the age of 55 years
ot a first-degree female relative before the age of 65 years

® Maori or Pacific ethnicity or people from the Indian subcontinent

Cardiovascular Disease: Baseline Risk and Treatment Benefit

DIABETES
[With a 5% upward risk adjustrment applied)

Ratio of Total ChalesteraliHDL

1807105 ]
160/95 [ |
140785 O
120475 ]
Risk Level
S year CVD risk (non-fatal and fatal)
W =z0% High[_|15-20% W50
Yery High[]25-20% Moderate [l] 10-15% wild [l 2.5-5%

[Jzo-z5% O<z.5%
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Predict-Prompt

-
[ -
§ [ non-Maori
a B Maori
Pre-Prompt Post-Prompt
Risk Assessment by GPs before and after introduction of Prompt 'g, I"Wfﬁ"ii I
4-5 fold increase in using predict after introduction of electronic approach/‘GU Dmu,




A final word on implementation....

e Often
- we know what to do.....but we just don’t do it
e Why?

- The path of least resistance is likely to be the
one taken

e Solution

- Make it easy to do the right thing, not the
wrong thing
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