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Weicome Message

Dear participants,

On behalf of the scientific committee and the Board of Trustees of the Guidelines International Network
(G-I-N), we are very pleased to welcome you fo the fourth G--N Conference in Toronfo.

This is the first G--N conference in North-America, an event which celebrates the pioneering role of
Canada and USA in evidence-based guideline development. The Canadian Task Force on Preventive
Health Care designed the first system of evidence grading in 1979. The Agency for Health Care Policy
and Research [AHCPR, now Agency for Healthcare Research and Quality, AHRQ} adapted the system
and formulated quality criteria for guidelines in 1991. These criteria formed the basis for the development
of the AGREE Instrument {2001}, which is used in many countries around the world nowadays. G--N has
adopted the principles of evidence-based guideline development and aims o promote the systemcdic
development of guidelines and their application info practice wordwide.

G--N is grateful to our Canadian colleagues for hosting its fourth annual conference and for encouraging
widespread communication of innovation in guidelines to the inferational community.

The theme of the conference is Collaboration in Cinical Practice Guidelines. This follows the theme in
2005 - ‘Guidelines in Context' - which raised awareness of the influence of country and region specific
factors in guidefine development and implementation, Bearing this in mind, we believe that the next step
in the guidelines movement is to collaboratel

This conference will offer many opportunities fo meet and devetop collaborations with people and
organisations, through workshops, discussion, networking and informal sessions.

The annua! conferences of G-HN have proven to be essential for the success of G-I-N. Previous
conferences in Edinburgh (2003}, Weliington (2004} and Lyon {2005) have been much appreciated
and atiracted new organisations to become members of G--N. We attempted to design a program
appealing to both organisations with well-established guidelineg programs and organisations that are in
the beginning of evidence-based guideline development. The program should optimize the sharing of
research findings, best practices and innovative ideas.

We would like to thank the members of the organising committee and the Office of Continuing Education
and Professional Development for pulling together the program and the exciting social events. We also
thank the generous support from our sponsors and are proud to have so many Canadian and US
agencies supporting our work.

Get inspiration and enjoy your fime at the fourth G--N conference in Toronto!
We are looking forward to welcoming you.

Jako Burgers Dave Davis
Chdair of the Scientific Commiliee Ceonference Host
Vice-chair of G--N Chair of G-I-N

www.g-i-n.net www.gin2007 .org
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University of Toronto Conference Centre
89 Chestnut Street

SECOND FLOOR
MEETING ROOMS

 COLONY GRANDE

COLONY GRANDE
BALLRCGOM WEST

THIRD FLOOR
MEETING ROOMS

LAKEVIEW ROOM -

All G-I-N 2007 Program Functiions will be held at the University of Toronto
Conference Centre:

Registration .................. Foyer, 2nd Hoor

Welcome Reception .......... Lakeview Room, 27th Floor

Continental Breakfasis. . ....... Colony Grande {West} & Giovanni Room
Refreshment Breaks . ......._.. Colony Grande {West) & Giovanni Room
lunch . ..., .. Colony Grande Ballroom (Cenire & East)
Plenary Sessions. . ............. Colony Grande Baliroom {Centre & East)
Networking Sessions ... ........ Lakeview Room, 27th Foor

Thematic Discussion Sessions. . . . Various Rooms [please see program)
Workshops ... ... vveeaot Various Rooms (please see programj
Posters ... ... ... .ol Colony Grande Ballroom {West)

Exhibifs .. ... .. o it Giovanni Room

Intermet Café. ... ... ... .. 5f. Lawrence Room
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4:00 pm
500 pm

7:30 am
7:30 am
830 am

92:00 am

9:40 am

10:00 am
10:15 am
10:45 am

12:15 pm
1:30 pm

3:00 pm
3:30 pm

4:45 pm
500 pm

8:00 am
8.00 am
9:00 am

Program at a Glance

Each day will comprise plenary sessions with outstanding keynote speakers and concumrent sessions
including oral presentations, workshops, discussion/ networking sessions and posters.

Wednesday, August 22, 2007

Registration and Poster Set-up

Welcome Reception {until 8:00 pm}
University of Toronto Conference Centre

Thursday, August 23, 2007

Regisiration, Continental Breakfast & Poster Set-up
Internet Café {until 6:00 prn)

Opening Ceremony:

Welcome ic G-I-N 2007, Welcome to Torontol ... ... .o Jako Burgers, MD, The Netherlands
Chair, G--N 2007
Brief Opening Remarks and a special Canadian welcometoToronto ... i iiiitn Dave Davis, MD

Conference Host

Adalsteinn Brown, PhD, Canada

Assistant Deputy Minister for Health Strategy
Ministry of Health and Long-Term Care, Oniario

Plenary 1 - Transferring Knowledge to Professionals
Chair: Melissa Brouwers, PhD, Canada

From Best Evidence to Best Practice ... . it Carolyn Clancy, MD
US Agency for Hedalthcare Research and Qualify

Discussant: What Can be Globadlised or Shared
MNationally and Internationally by Collaboration? ... .o ot lIkkax Kunnamo, PhD, Finland

Open Discussion
Pause Café, Exhibits and Poster Viewing
Parallel Session 1:

¢ Case Studies in Guideline Adaptation e Case Studies of Guideline Programs:

e Quality Appraisal of Guidelines and Indicators Some Naticnal Examples

s Case Studies in Developing Guidelines {1) s  Workshops, Thematic Discussion and Network Sessions
¢ Making and Updaiing Recommendations e Finding fhe Evidence - Process & Interpretation

Lunch

Paralfe] Session 2:

& Case Studies in Collaboration (1) e [ssues in Risk Assessment and Preparedness

Plans of Action: Supporting Knowledge Transfer
Workshops, Thematic Discussion and Network Sessions

s New Methods in Guideline Development
s Diagnostic and Qualitative Evidence in Guidelines

Pause Café, Exhibits and Poster Viewing

Plenary 2 - Achieving Collaboration Through an International Guidelines Network: The G-I-N Story

Chairs: Frangoise Cluzeau, PhD, United Kingdom and Minna Kaila, MD, Finland
Coordinator: Angela Maienbormn, MD, Germany

QOpen Discussion
Annual General Meeting, G-I-N (until 6:30 pm)

Friday, August 24, 2007

Registration & Continental Breakfast

Internet Café {until 6:00 pm)

Plenary 3 - Guidelines to Help Policy-Makers
Chair: Heather Buchan, MD, Australia

The Need for TransparenCy N GUIAEINES ... ... i iin i et et ie e Peter Lililejohns, MBBS, BSc, MD
National Institute for Health and Clinical Excellence, UK

o —
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730 am

10:00 am
10:15 am
10:45 am

12:15 pm
1:30 pm

3:00 pm
3:30 pm

3:55 pm
4:05 pm
4:15 pm
4:25 pm
4:45 pm
5:30 pm
6:30 pm
10:00 pm

8:00 am
8:00 am

9:00 am
9:30 am
10:00 am
10:15 am
10:45 am

12:15 pm

1:00 pm

biscussanis: What Can the World Learn from NICE?

A Perspective rom USA ... e e e Paul Shekelle, MD, PhD, USA
A Perspective rom Canada ., . ... . i it Andreas Laupacis, MD, Canada
Open Discussion

Pause Caté, Exhibits & Poster Viewing

Farallel Sesston 3;

s Guidelines from the Perspeciive of the Policy Maker e Considering the Health Profaessionat and the

» Case Studies In Evaluating Guidelines Setting in Guideline Implementation

& Process and Frameworks for Implementation e Workshops, Thematic Discussion and

¢ The Patient’s Role in Guidelines Nefwork Sessions

Lunch

Pargllel Session 4;

¢ Barriers to Implementing Guidelines e Imbedding Information Technology into the
¢ Case Studies in Developing Guidelines (2) Guideline Process

» Educational Methods 1o Implement Guidelines »  Workshops, Thematic Discussion and

e Evaluating Guidelines - Some National Perspectives Network Sessions

Pause Café, Exhibits & Poster Viewing

Plenary 4 - Implementation Programs: Some Success $tories

Chairs: Jeremy Grimshaw, PhD, Canada
and Catherine Marshall, New Zealand

Infroduction and Overview ... ... . . i i i i e e s Richard Grol, PhD, The Netherlands
A Successful Implementation PrograminFrance ... ... ... ... il Jean Michel Chabot, France
Successful Reglonal Programs N Germany . ..o oee e cii e eiia e e Guenter Ollenschigger, MD, Germany
The Successful Use of Tools for Finnish Professionals ... .. oo Minna Kaila, MD, Finland

Open Discussion

Transportation from the Delta Chelsea Hotel and 89 Chestnut street to The Liberty Grand (unti 6:15 pmy}
The G-1-N 2007 Gala Reception, Dinner & Enterfainment (undil 10:30 pm}

Transportation from the Liberty Grand to the Delta Chelsea Hotel and 82 Chestnut Street (until 11:00 pm)

Saturday, August 25, 2007

Registration & Continental Breakfast

Internet Café {unfil 2:00 pm}

Plenary § - Filling Guidelines into the Real World

Chair: Jean Slutsky, PA, USA

Transforming CPGS Info ElecironiC TOOk .. .. vt i e e e i iia e Rick Shiffman, MD, USA
Addressing Complexity iIn GUIdBIMES . ... ottt i e i st i Paul Wallace, MD, USA
Open Discussion

Pause Café, Exhibits & Poster Viewing

Parallel Session 5:

e Case Studies in Collaboration (2} ¢ Guideline Implementation:
* Implementing Guidelines: Tools and Strategies Multiple Methods, Muliiple Queastions
e Evaluating Guidelines Strategies: & Achieving Sustainabiiity in Guideline
Tools and Methods Development and Implementation
e Assessing the Impact of Guidelines: & Workshops, Thematic Discussion and
The North American Experience Network Sessions
Plenary é - Overview and Discussion . ...................... Jako Burgers, MD, The Netherlands, Chair G-I-N 2007

...................................................... Dave Davis, MD, USA, Conference Host
Evaluation and Adjournment
Post-Conference Meetings for G-I-N Board {until 5:00 pmj




Keynote Speakers

Carolyn Clancy, MD

Director

US Agency for Healthcare Research and Quality
Rockville, Maryland, USA

Peter Liltlejohns, MBBS, BSc, MD, FRCP
Clinical Director

National Institute for Health

and Clinical Excellence

London, United Kingdom

Speakers have been requested to disclose to the
audience and real or apparent conflict(s} of interest
that may have a direct bearing on the subject matter
of this program. At fime of print, no one had anything
to declare.

Accreditation

This event is an Accredited Group Leaming Activity
{Section 1} as defined by the Maintenance of
Certification program of the Royal College of
Physicians and Surgeons of Canada, approved

by the University of Toronto {15 credits}. '

This program meets the accreditation criteria of the
College of Family Physicians of Canada and has been
accredited for 15 Mainpro-M1 credits.

Members of the American Academy of Fomily
Physicians are eligible to receive up to 15 Prescribed
credits for attendance at this meeting due to a
reciprocal agreement with the College of Family
Physicians of Canada.

The Office of Continuing Education and Professional
Development, Faculty of Medicine, University of Toronto
designates this educational activity for a maximum of
15 category 1 credits toward the AMA Physician's
Recognition Award. Each physician should claim only
those credits that he/she actually spent in the activity,

European Accreditation Council for Continving Medical
Education (EACCME). As a result of a reciprocal
agreement between the EACCME and the AMA,
European regisirants may ciaim AMA Category |
credits as equivalent.

Lefters of Accreditafion or Aftendance

Letters of accreditation/attendance are distributed at the end
of the program. if you are leaving earlier, you rmay request
your lefier from us at that time. We do not routinely mail out
accreditation letters. Should you forget to pick up your letter
at the conference, please contact the Office of Continuing
Education and Professional Development.

Plenary Sneakers
& Discussants

Jean Michel Chabot
Paris, France

Richard Grol, PhD, FRCGP
Director, Centre for Quality of Care Research {WOK)
Nijmegen, The Netherlands

Minna Kaila, MD, PhD

Senior Medical Officer

Programme Manager/MUMM-programme

Finnish Office for Health Care Technology Assessment
Tampere, Finland

llkka Kunnamo, MD, PhD
Editor-in-Chief

The Finnish Medical Society Duodecim
Helsinki, Finland

Andreas Laupacis, MD

Director

Li Ka Shing Knowledge Institute, St Michael's Hospital
Toronto, Ontario, Conada

Ginter Ollenschidger, MD

Director

German Agency for Qudility in Medicine
Berlin, Germany

Paul Shekelle, MD, PhD

Director

Southern Cdlifornia Evidence-Based Practice Center,
RAND Corporation

Los Angeles, California, USA

Rick Shiffman, MD, MCIS

Associafe Director

The Center for Medical Informatics
at Yale University School of Medicine
New Haven, Connecticut, USA

Pavul Wallace, MD

Medical Director for Health and

Reproductivity Management Programs

The Permanente Foundation, Kaiser Permanente
Cakland, California, USA
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Social Fvents

Opening Receptlion

Wednesday, Augusf 22, 2007

5:30 pm to 8:00 pm

University of Toronto Conference Centre,

8% Chestnut Street, Lakeview Room, 27th Floor

Join us for a refaxed and informal orientation to Toronto
and the 4ih Annual G-I-N Conference.

Gala Banquet

Friday, August 24, 2007

6:30 pm to 2:45 pm

Toronto's Liberty Grand

This delfightful evening will include a four-course meal, wine and
transportation to and from this beautiful Toronto landmark.
Entertainment and food will reflect Canadda’s past and its exciting,
mulficultural future.

Famlily Attractions In Toronto

Family Fun Zone at The Delta Chelsea Hotel

The conference hotel, the Delta Chelseaq, is known for its "Family Fun Zong”
which features the "Corkscrew" waterslide. The 130-foot waterslide is encased
in a four-storey glass fower and is suspended above Walton Street, just off
downtown Toronto's famous Yonge Street. Swimmers slide through two loops
inside the tower, exit the building over Walton Street and re-enter with a splash
into the family pool. The "Corkscrew” is heated and operates year-round. A
fhrilling ride in any season!

The Family Fun Zone also features a separate family pool, Chitdren's Creative
Centre and Starcade Games Room.

The Canadian National Exhibition (CNE)

One of Canadd's oldest, and its largest exhibition, calls Toronto home. During
your visit to Toronto for G--N 2007, consider visiting the annual fair that we
Torontonians fondly call the "Ex". A trip to the "Ex" is a wonderful opportunity for
family fun.

Conveniently located in Downtown Toronto, the CNE feaiures outdoor amusement
park rides, indoor cultural shows, educational agricultural displays, camival-themed
"snacking” and mulii-ethnic cuisines, shopping, fireworks and a wondexful sense

of history.

Cther family altractions:

Canada's Wonderland

Centre lsland

Ontaric Place - Downtown Toronto's water park
The Royal Ontario Museum

Toronto 700
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Prnram G-I-N 2007

FORMAT CODES:

B - Brief Presentation N - Networking Session

L - Lecture T - Thematic Discussion Session
W - Workshop

Wednesday, Augusi 22, 2007
4.00 pm Registration and Poster Set-up ... .. .o it Fover, 2nd Floor & Colony Grande (Wesi)

5:00 pm Welcome Reception {until 8:00 pm)
University of Toronto Conference Centre . ... ... o it Lakeview Room, 27th Floor

Thursday, August 23, 2007

7:30 am Registration, Continental Breakfast & Poster Set-up

0T 1) o1 o '« T Foyer, 2nd Floor
Continental Breakfast .. ... o Colony Grande Ballroom [West)

Poster Set-Up . e e Colony Grande Ballroom [West)

7:30 am Internet Café (Until 600 P L. i e e St. Lawrence Room
8:30 am Opening Ceremony: Colony Grande Ballroom
Welcome o G--N 2007, Welcome to Torontoll ... ... oot Jako Burgers, MD, The Netherlands

Chair, G-I-N 2007

Brief opening remarks and a special Canadian welcome toToronto ................ Dave Davis, MD

Conference Host

Adalsteinn Brown, PhD, Canada
Assistant Deputy Minister for Health Strategy
Ministry of Health and Long-Term Care, Ontario

$:00 am Plenary 1 - Transferring Knowledge to Professionals Colony Grande Ballroom
Chair: Melissa Brouwers, PhD, Canada

From Best Evidence foBest Practice .. ... . i i Carolyn Clancy, MD
US Agency for Healthcare Research and Quality

2:40 am Discussant:
What Can be Globalised or Shared Nationally
and internctionally by Collaborationg .. ... ... oo il lkka Kunnamo, MD, PhD, Finland

10:00 am  Open Discussion
i0:15am  Pause Café, Exhibits and Poster Viewing .......... Giovanni Room & Colony Grande Ballroom {West)

10:45 am  Parallel Session 1 {session rooms subject to change)

L0T GUIDELINES IN AN ABORGINAL COMMUNITY

Margaret B. Harrison, Fairleigh Seaton, Jennifer Medves, Susan Mcleod, Susan Laschinger, Cheryl Pulling, fan
D. Graham {Queen's University School of Nursing, Community Health & Epidemiology, Queen’s University .. ..
School of Nursing, Weeneebayko Hospital, Moose Factory, Canadian Institutes of Health Research)




BO1

BO2

BO3

BO4

BOS

BOé

BO7

BO8

BO?

HAS' EXPERIENCE IN ADAPTING INTERNATIONAL CLINICAL PRACTICE GUIDELINES FOR LOCAL USE
Najoua Mlika-Cabanne, Michel Laurence, Patrice Dosquet (Haute Autorité de Santé (HAS). Saint-Denis La
Plaine, France)

THE ADAPTE PROCESS: APPLICATION ON THE PERIOPERATIVE TREATMENT FOR RESECABLE NON

SMALL CELL LUNG CANCER (NSCLC)

Clotilde $éblain El Guerche, Sylvie Guillo, Guillaume Gory Delabaere, Anne Bataillard, Béatrice Fervers
(Fédérafion Nationale des Centres de Lutte Contre le Cancer (FNCLCC)-Lyon- France, FNCLCC- Paris-
France, FNCLCC- Paris - France, FNCLCC-Lyon- France, FNCLCC and Centre Léon Bérard-Lyon- France}

ADAPTATION OF CLINICAL PRACTICE GUIDELINES FOR THE LOCAL CONTEXT IN BELGIUM:

AN EXPERIMENT WITH TWO TOPICS

Paul Yan Royen, Lieve Peremans, Jan Michels, Kristien Dirven, Nathalie Van de Vyver, Hilde Philips, Frans
Govaerts, Martine Goossens, An De Sutter {University of Antwerp, Antwerp, Belgium, Domus Medica,
Antwerp, Belgium, University of Gent, Geni, Belgiumj

NICE AND SHORT? DEVELOPING BRIEF CLINICAL GUIDELINES FOR THE NATIONAL HEALTH SERVICE
IN ENGLAND AND WALES

Tim Stokes, Toni Tan, Francis Ruiz, Janette Boynton, Michael Heath, Nicole Elliott (National Institute for Health
and Clinical Excellence {NICE), Manchester and London)

ASSESSMENT OF THE SCOPE AND QUALITY OF CLINICAL PRACTICE GUIDELINES IN BURN INJURY

E. Kis MD, 1. Szegesdi MD, E. Dobos MD, Kemény MD, DSc {Burn and Plastic Surgery Unit of the Department of
Dermatotogy and Allergology, Departmentt of Anaesthesiology and Intensive Therapy of the University of
Szeged, TUDOR Hungarian EBM Network)

AN INTERDISCIPLINARY GUIDELINE DEVELOPMENT PROCESS: THE CLIP LOW-BACK PAIN GUIDELINES
Stéphane Poitras PT PhD , Michel Rossignol MD MSc , Clermont Dionne OT PhD , Michel Tousignant PT PhD ,
Manon Truchon PhD |, Berirand Arsenault PT PhD , Pierre Aliard PT MBA , Manon Coté MD , Alain Neveu MD

-{Monireal Department of Public Health, McGill University, Montreat {Canada}, Department of Rehabifitation,

Laval University, Quebec City (Canada}, Depariment of Rehabilitation, Sherbrooke University, Sherbrooke
{Canada), Department of industrial Relations, Laval University, Quebec City (Canada), School of
Rehabsilitalion, University of Monfreal, Menireal {Canaday), Sir Mortimer B Davis Jewish General Hospital,
Montreal (Canaday), Jewish Rehabilitation Hospital, Montreal (Canada), Constance Lethbridge
Rehabilitation Centre, Montreal {Canadal

MAKING THE AGREE TOOL MORE USER FRIENDLY

Ann Scott, Carmen Moga, Christa Harstall, Paul Taenzer {Institute of Health Economics, Calgary Health
Region Chronic Pain Cenire)

AGREE NEXT STEPS: CONTINUOUS QUALITY IMPROVEMENT IN THE EVALUATION OF CLINICAL
PRACTICE GUIDELINES

Melissa Brouwers, Jako Burgers, Francoise Cluzeau, Dave Davis, Gene Feder, Beatrice Fervers, Jeremy
Grimshaw, Steven Hanna, Michelle Kho, Peter Littlejohns, Julie Makarski, Guenter Ollenschiaeger, and the
AGREE Il Mext Steps Group (Department of Clinical Epidemiclogy and Biostatistics, McMaster University,
Hamilton, ON, Dutch Institute for Healthcare Improvement CBO, Utrecht, the Netherlands, 5t. George’s
Hospital Medical School, London, UK, University of Torento, Toronto, ON, Bart's and the London Queen Mary's
School of Medicine, London, UK, Federation Nationale des Centres de Lutte Contre le Cancer, Lyon, France,
Clinical Epidemiclogy Program, Ottawa Health Research Unit, Ctiawa, ON, Naiional Institute for Clinical
Excellence, London, UK, Agency for Quality in Medicine (AQuMed), Berlin, Germany)

DEVELOPMENT AND VALIDATION OF A MEASUREMENT INSTRUMENT FOR APPRAISING INDICATOR
QUALITY: APPRAISAL OF INDICATORS THROUGH RESEARCH AND EVALUATION (AIRE) INSTRUMENT
Johan de Koning, Anneke Smulders, Niek Klazinga (Department of Social Medicine, Academic Medical
Centre, University of Amsterdam, the Netherlands / Centre for Public Health Forecasting, National institute for
Public Heolth and the Environment, Bilthoven, the Netherlands, Department of Social Medicine, Academic
Medical Cenire, University of Amsterdam, the Netherlands)

o
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B10

B11

B12

B13

Bi4

B15

Bl1é

B17

B1?

B20

ELICITING PRICRITIES FOR GUIDELINE TOPICS FROM PATIENTS WHO HAVE CHRONIC KIDNEY DISEASE

Allison Tong, Peter Sainsbury, Bronwyn Hall, Stacy Carter, Jonathan Craig (NHMRC Centre for Clinical
Research Excellence in Renal Medicine, Cenire for Kidney Research, Children's Hospital at Wesimead,
Westmead, NSW 2145, School of Public Health, University of Sydney, Sydney, NSW 2006 , School of Public
Health, University of Sydney, Sydney, NSW 2006, Cenfre for Values, Ethics and the Law in Medicine, University
of Sydney, Sydney NSW 2004, NHMRC Cenire for Clinical Research Excellence in Renal Medicing, Centre for
Kidney Research, Children's Hospifal at Westmead, Westmead, NSW 2145, School of Public Healih, University
of Sydney, Sydney, NSW 2004)

WAVING- NOT DROWNING- IN THE GUIDELINES SEA
Andrew Boyden (National Heart Foundation of Australia, Canberra, Australian Capital Territory }

FIELD TESTING NATIONAL PUBLIC HEALTH GUIDANCE ON SUBSTANCE MISUSE

Simon Ellis, Harry Sumnall, Lisa Jones, Kairl Witty, Michelle Wareing, Kerry Woolfall, Jim McVeigh, Mark Bellis
(National Institute for Health and Clinical Excellence (NICE}, England, National Collaberating Centre for Drug
Prevention {NCCDF}, Liverpool John Moores University, Englandy

CANADIAN BEST PRACTICE RECOMMENDATIONS FOR STROKE CARE (2006)— GUIDELINE
DEVELOPMENT PROCESS

Patrice Lindsay, Alison McDonald, Stephen Phillips {Canadian Stroke Network, Queen Elizabeth il Healih
Sciences Centre }

DEVELOPMENT AND VALIDATION OF AN EVIDENCE-BASED VENOUS ULCER GUIDELINE

Laura Bolton, Lisa Corbett, Laurie Bernato, Peggy Dotson, Scott Laraus, Diane Merkle, AAWC
Gov./Regulatory Task Force [Department of Surgery (Bioengineering), UMDNJ, New Brunswick, NJ, Hartford
Hospital, Hartford, CT, National Institute of Health, Bethesda, MD, Healthcare & Reimbursement Strategies.
Yardiey, PA, Medical Center af Princeion, Princeton, NJ, Griffin Healthcare, Milferd, CT)

TESTING AND VALIDATING SEARCH FILTERS IN THE CONTEXT OF EVIDENCE-BASED GUIDELINE
DEVELOPMENT
Rikie Deurenberg, Kitty Rosenbrand, Jako Burgers {Dutch Insiitute for Healthcare Improvement CBO, Utrecht

The Neiherlands, Duich Institute for Healthcare iImprovement CBC Utrecht The Netherlands)

'SERVICE GUIDANCE'": DEVELOPING RECOMMENDATIONS IN AN EVIDENCE-POOR ZONE

Andrew Cleves, $tephanie Amold, Nathan Bromham, Karen Francis, Angela Melder, Fergus Macbeth
(National Collaborating Centre for Cancer, Park House, Greyfriars Road, Cardiff, CF10 3AF, Wales)

CLINICAL PRACTICE GUIDELINES AND MULTIMORBIDITY — IMPORTANT FOR DEVELOPERS AND

PRACTITIONERS
Peter Rutherford, Mercia Page {National Institute for Health and Clinical Excellence, London, UK}

THE NATURE OF EVIDENCE: HOW DOES EVIDENCE INFORM GUIDELINE RECOMMENDATIONS?
Sheila McNair, Melissa Brouwers, Manya Charette {Cancer Care Ontario & McMaster University)

EVIDENCE BASED GUIDELINES REQUIRE A GOOD UNDERSTANDING OF THE UNDERLYING
EVIDENCE — AN “INTEGRATED” CURRICULUM IN EBM FOR EUROPE

Susanne Weinbrenner, Regina Kunz, Ginter Ollenschltiger , Berlt Meyerose, Antie Vega-Perez, Euebm
Project group (German Agency for Guality in Medicine, Berlin, Germany [AQuMed), Basel Institute for
Clinical Epidemiclogy, University Hospital Basel, Switzerland, AZQ, Charité Universitéiismedizin Betlin)




102

Lo3

B21

B22

B13

INCORPORATING GRADE WHILE UPDATING GUIDELINES: A BELGIAN EXAMPLE

Kristien Dirven, Paul Van Royen, Ann Van den Bruel, An De Sutter, Lieve Peremans, Nathalie Van de Vyver,
Hilde Philips, Frans Govaerts, Jan Michels, Martine Goossens {University of Antwerp, Anfwerp, Belgium,
Belgian Health Care Knowledge Centre, Brussels, Belgium, University of Gent, Gent, Belgium, Domus Medica,
Antwerp, Belgium}

EVIDENCE INTO RECOMMENDATIONS: AN OBSERVATIONAL STUDY OF NICE GUIDELINE
DEVELOPMENT GROUPS

Susan Michie, Stephen Filing, Gene Feder, Paul Dieppe, Rosalind Raine, Francoise Cluzeau, Phil Alderson,
Simon Ellis (University College London, Queen Mary's School of Medicine, MRC Health Services Research
Coltaboration, National Institute of Health and Clinical Excellence)

UPDATING GUIDELINES: HAS' EXPERIENCE IN FRANCE
Michel Laurence, Patrice Dosquet (Haute Autorité de Sanié, Saint-Denis La FPlaine, France)

KEEPING CLINICAL PRACTICE GUIDELINES UP TODATE USING A SYSTEMATIC MONITORING PROCESS
Sylvie Guillo, Lise Bosguet, Sophie Rousmans, Guillaume Gory-Delabaere, Anne-Gaélle Gueganic, Anne
Bataillard , SOR steering committee {National French Federation of Comprehensive Cancer Cenires, Paris,
France)

NOT BY EVIDENCE ALONE
Eloise Clark, Edward Donovan (Cincinnati Childrens Hospital Medical Center)

Lo4

LO5

LOé

woz2

Wo3

wo4

THE GUIDELINES ADVISORY COMMITTEE: ONTARIO'S APPROACH TO GUIDELINE APPRAISAL
AND ADOPTICN

Valerie Palda, Jess M. Rogers, Atul K. Kapur, Kelly Lang, Yale Drazin, Dave A. Davis {Guidelines Advisory
Committee, Toronto, ON)

AMERICAN COILLEGE OF CHEST PHYSICIANS EVIDENCE-BASED GUIDELINE METHODOLOGY

Carla Herrerias, Sandra Zelman Lewis, Doreen Addrizze Harris, lan Nathanson, Edwin Dellert, Julia Heitzer,
David Gutterman (American College of Chest Physicans, American College of Chest Physicians, New York
University School of Medicine, Nemours Clinical Management Program, Medical Coliege of Wisconsin)

10 YEARS OF EVIDENCE BASED HEALTHCARE IMPLEMENTATION IN GERMANY;
THE RELEVANCE OF GUIDELINES

Guenter Ollenschlaeger (German Agency for Quality in Medicine {AQuMed))

PROMISES AND CHALLENGES OF INTERNATIONAL GUIDELINE COORDINATION
Kafrin Uhlig, Gorden Guyatt , Regina Kunz (Tufts-New England Medical Center, Boston, MA, McMaster
University, Hamilion, ON, Institute for Clinical Epidemiclogy. University Hospital, Basel)

WORKSHOP SEX-SPECIFIC ISSUES IN GUIDELINE DEVELOPMENT

Hans de Beer, Debby Keuken (Dutch Institute for Healthcare improvement CRBQ, Utrecht, The Netherlands,
Academic Medical Center / University of Amsterdam, Department of General Practice, The Netherlands )

TURNING EVIDENCE INTO ACTION
Sue Scobie, Niccle Coupe {NZ Guidelines Group)

THE EVOLVING NATURE OF CLINICAL PRACTICE GUIDELINE UPDATING AND
ATTRIBUTE-REFORTING: PERSPECTIVES FROM THE NATIONAL GUIDELINE CLEARINGHOUSE

Michelle fregear, Mark Monteforte, Lisa Haskell, Vivian Coates, Mary Nix (ECRL, Plymouth Meeting, PA, U.S.
Agency for Healthcare Research and Quality, Rockville, MD
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TO1 THE CCS HEART FAILURE CONSENSUS CONFERENCE PROGRAM: SHAPING
THE FUTURE OF HEART FAILURE MANAGEMENT IN CANADA
John H. Parker, J. Malcolm O. Armncld, lonathan Howleit, Heather Ross (Canadian Surgical Technologies and
Advanced Robotics, London, Ontario, University of Westem Onfario, Londen, Ontario, RDalhcusie University,
Halifax, Nova Scotia, University Health Network, Toronto, Ontario)

NOT SHARING AND EVALUATING BEST PRACTICE GUIDELINES: CROSSING
CONTINENTS AND DISCIPLINES
Tazim Virani, Doris Grinspun, Irmajean Bajnok, Barbara Davies, Heather McConnell, Debra Bick (Registered
Nurses' Association of Ontario, Toronio, Ontario, University of Ottawa, Ottawa, Ontario, Debra Bick, Thames
Valley University, London, England}

L2 S PIM  LUNCI L i e e e e e Colony Grande Ballroom

1:30 pm Parallel $ession 2 {session rooms subject to change)

B23 COCANCPG: THE COORDINATION OF CANCER CLINICAL PRACTICE GUIDELINES IN EUROPE

Magali Remy-Stockinger , Béatrice Fervers, Valérie Mazeau, Christine Bara, for CoCanCPG (French
Federation of Comprehensive Cancer Centres - Lyon - France, French Federation of Comprehensive
Cancer Centres and Centre Léon Bérard - Lyen - France, National Cancer Institute - Boulogne Billancourt -
France, Natlional Cancer Institute - Boulogne Billancourt - France )

B24 COLLABORATIVE DEVELOPMENT AND IMPLEMENTATION OF EVIDENCE-BASED GUIDELINES,
PROTOCOLS AND ORDER SETS TO ACCELERATIVE IMPROVEMENT IN HEALTH CARE DELIVERY
Sheni Huber, MT (ASCP), Cally Vinz, RN (Insfitute for Clinical Systems Improvement {ICSl}, Bloomington, MN)

B26 NO ONE WANTS ADVICE, ONLY COLLABORATION: THE EXPERIENCE OF AN AUSTRALIAN/NEW
ZEALAND COLLABORATICON TO IMPLEMENT GUIDELINES

Sue Scobie, Nicole Coupe, Sue Huckson, Jan Davies {New Zealand Guideline Group, New Zedlond
Guideline Group , National Institute of Clinical Studies, Australia }

B27 CONSENSUS BUILDING IN THE DEVELOPMENT OF THE PURPOSE AND SCOPE FOR A NEW
SELF-MANAGEMENT SUPPORT GUIDELINE

Janet Chee, Patrick McGowan, Suzanne Fredricks [Registered Nurses Association of Ontario,
University of Victoria- Centre on Aging, Ryerson University)

B28 FORMAL CONSENSUS METHODS AND THE PRODUCTION OF CLINICAL PRACTICE GUIDELINES
Frédéric De Bels, Pairice Dosquet {Haute Autorité de sanié)

B29 USING DELPHI CONSENSUS IN A NICE CHILDREN'S GUIDELINE
Monica Lakhanpaul, Martin Richardson, Richard Bowker, Frangoise Cluzeau, Chia-Wen Lee {1, National
Collaborating Centre for Women & Children’s Hedlth/Leicester University, 2. Peterborough and Stamford
Hospitals NHS Foundation Trust, 3. Nottingham University Hospitals NHS Trust, 4. National Institute for Health &
Ciinical Excellence, 1. National Collaborating Centre for Women & Children's Health)

B30 FPRAGMATIC EVIDENCE-BASED GUIDELINE DEVELOPMENT: A RESEARCH PROTOCOL IN AUSTRALIA
AND SOUTH EAST ASIA

Tari Tumer, Claire Harris, Sally Green {Monash Institute of Health Services Research, Centre for Clinical
Effectiveneass, Monash Institute of Health Services Research, Australasion Cochrane Centre, Monash Institute
of Heaqlth Services Research) :

B31 AUDIT, FEEDBACK AND CONSENSUS: AN ALTERNATIVE WHEN THERE IS NC EVIDENCE
Stephen Hall (Queen's Cancer Research Insfilute, Kingston, ONj

11



B33

B34

B35

B3é

B37

B38

B39

B40

107

L08

Lo?

FEASIBILITY OF THE QUADAS TOOL FOR QUALITY ASSESSMENT OF DIAGNOSTIC STUDIES IN
GUIDELINE DEVELOPMENT

Fhiippa Davies, Anta Fitzgeraid, Phil Alderson (National Institute for Healih and Clinical Excellence {NICE),
London, National Collaberating Cenire for Women's and Children's Health, Londonj

TOWARDS SYNTHESIZING AND INTEGRATING QUALITATIVE EVIDENCE IN THE CONTEXT OF
GUIDELINE DEVELOPMENT

Hans de Beer, Ton Kuijpers, Rikie Deurenberg, Annemarie Hagemeijer (Dutch Institute for Healthcare
Improvement CBO, Utrecht, The Netherfands)

INTRODUCING QUALITATIVE EVI.DENCE INTO CLINICAL PRACTICE GUIDELINES: A PILOT PROJECT
[N CANCER PAIN

Harbour, R T, Gillespie, A, Gordon, Rev T, Graham, K, Jones, D, Wilson, G {SIGN, Edinburgh, UK, Patient
representative, Glagow, UK, Fairmile Marie Curie Cendre, Edinburgh, UK, Queen Margaret University,
Edinburgh, UK, Patient representative, Edinburgh, UK)

USING QUALITATIVE STUDIES IN GUIDELINE DEVELOPMENT: AN EXAMPLE
Vanessa Nunes, Norma O'Flynn, Elizabeth Shaw, Gary Britton {National Collaborating Centre for Primary

Care, London)
EVIDENCE PROFILES FOR TRANSPARENT GUIDELINE RECOMMENDATIONS

Richard Rosenfeld, Richard Shiffman {SUNY Downstate Medical Center, Brooklyn, NY, Yale Center for
Medical Informatics, New Haven, CT)

HOW CAN WE DETERMINE RISK THRESHOLDS FOR PREVENTIVE TREATMENTS? A CASE STUDY FROM
A NICE GUIDELINE

David Wonderling, Enrico de Nigris, Jennifer Hill, Tom Treasure (Royal College of Surgeons, London, UK, Guys
Hospital, London, UK}

INSTRUMENT FOR THE DEVELOPMENT AND APPRAISAL OF SCIENTIFIC ADVICE ON QUTBREAK
CONTROL MEASURES

Aura Timen, Marlies Hulscher, Jim van Steenbergen, Jos van der Meer, Richard Grol (National Institute for
Public Health and the Environment (RIVM), Centre for Infectious Disease Conirol, The Netherlands, Radboud
University Niimegen Medical Centre, Centre for Quality of Care Research, The Netherlands, Radboud
University Nijmegen Medical Centre, Department of General Internal Medicine, The Netheriands) I

CHALLENGE IN DEVELOPING PUBLIC HEALTH PREPAREDNESS GUIDELINES - A JAPANESE EXAMPLE ( .

Keika HOSHL, Rintaro MORL, Kenji HAYASHIL, Toru DOI (National Institute of Public Health, Japan, National .
Collaboraling Centre for Women's and Children's Health, UK) L.

A PLAN FOR ACTION: DEVELOPING A NATIONAL GUIDELINE IMPLEMENTATION PLAN FOR DIABETES L
Kay Curmie, Janice Davies (National Institute of Clinical Studies) K
THE NICE IMPLEMENTATION PROGRAMME - ADDRESSING BARRIERS AND ENCOURAGING CHANGE l\
Gillion Leng, Nicola Bent, Annie Coppet, Jennifer Field, Julie Royce (National Institute for Health and Clinical

Excellence, London) A
SUPPORTING KNOWLEDGE TRANSFER IN GUIDELINE IMPLEMENTATION (L

Cindy Hoerger, Paui Taenzer, Monique Assi {Calgary Health Region ,Calgary, Alberta) {

12



3:00 pm

330 pm

4:45 pm
5:00 pm

W05 FREQUENT CHALLENGES FOR GUIDELINE DEVELOPERS AND FACILITATORS
~ SPOTIING AND OVERCOMING OBSTACLES IN GUIDELINE GROUPS
Kunz Regina , Lelgemann Monika, Ollenschidiger Giinter (Basel Institute for Clinical Epidemiology; Basel,
Switzertand, HTA-Center University Bremen; Instilute for Health Law and Medical Law, Bremen, Germany,
Agency for Qualify in Medicine, Berlin, Germany)

WO0é6 GUIDELINE ADAPTATION: A METHODOLOGY TO ENHANCE EFFICIENCY IN
GUIDELINE DEVELOPMENT AND IMPROVE UTILIZATION
Béatrice Fervers {1), Jako S Burgers {2), Melissa Brouwers (3), Magali Remy-Stockinger (4). Anita Simon {5),
Najoua Miika-Cabonne (6}, Bernard Burnand (7}, for The ADAPTE Collaboration (1 SOR, Fédération des cen
fres de lutte contre le cancer; Cendre Léon Bérard - Lyon - France, 2 Dutch Institute for Healthcare
Improvement, CBO - Utrecht - The Netherlands, 3 Program in evidence-based Care, Cancer Care Oniario,
McMaster University - Hamilton - Canada; Cancer Control Guidelines Action Group, 4 SOR, Fedération des
centres de lutie contre ke cancer - Lyon - France, 5 Alperta Cancer Bocrd - Calgary - Alberta, 6 Haute
autorité de santé, Service des recommandations Professionnelles - Paris - France, 7 Health Care Evaluation
Unit and Clinical Epidemiclogy Centre, IUMSP - Lausanne - Switzerland)

W07 ASKING FOR LESS AND GETTING MORE: SIMPLIFYING CLINICAL PRACTICE
GUIDELINES AS A COMPONENT OF IMPLEMENTATION STRATEGIES
Onil Bhattacharyya, Merick Zwarenstein {Li Ka Shing Knowledge Institute, University of Toronto, Toronto,
Ontario}

W08 INTEGRATING EVIDENCE INTO ELECTRONIC HEALTH RECORDS 5% :

Minna Kaila, llkka Kunnamo, Jorma Kemulainen (Finnish Office for Health Technology Assessment, Finnish
Medical Society Duodecim )

T02 DEVELOPING INTEGRATED PUBLIC HEALTH AND CLINICAL GUIDANCE:
THE NICE GUIDELINE ON OBESITY
Adrienne Cullum, Tim Stokes, Elizabeth Shaw, Vanessa Nunes, Mike Kelly, Jim McEwen, Simon Ellis, Francoise
Cluzeau {Cenftre for Public Heclth Excellence, Nationat Institute of Health and Clinical Excellence, UK,
National Collaborating Centre for Primary Care, University of Leicester and Royal College of General
Practitioners, UK, Chair, National institute for Health and Clinical Excellence Obesity Guidance Development
Group, UK)

TO3 AN INTEGRATED APPROACH TO IMPLEMENTING CLINICAL GUIDELINES FOR
PRIMARY CARE AT AN ACADEMIC HEALTH CENTER: AN INSTITUTIONAL
. CASE STUDY
R. Van Harrison, PhD, Steven J. Bernstein, MD, MPH, William E. Chavey, MD, MS, Connig J. Siandiford, MD
{(University of Michigan, Ann Arbor, Michigan}

NO2 TOWARDS EFFICIENT LITERATURE SEARCHING FOR GUIDELINES: CASE STUDY
ON COLON CANCER GUIDELINE
Rikie Deurenberg, Jako Burgers, Kilty Rosenbrand, Margriet Moret, Ton Kuljpers (Dutch Institute for Healthcare
Improvement CBO, Utrecht, the Netherlands)

Pause Café, Exhibits and Poster Viewing .......... Giovanni Room & Colony Grande Ballroom [West)

Plenary 2 - Achieving Collaboration Through an
International Guidelines Network: The G-1-N Story Colony Grande Ballrcom

Chairs: Frangoise Cluzeau, PhD, United Kingdom
and Minna Kaila, MD, Finland

Coordinator: Angela Maienbormn, MD, Gemrmany

Open Discussion

Annual General Meeting, G-1-N {until 6:30 pm)
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8:00 am

8:00 am

.00 am

2:30 am

13:00 am
1¢:15 am
10:45 am

Friday, August 24, 2007

Registration and Continental Breakfast

0= T 1 (o 3 Fover, 2nd Floor
Continental Breakfast .. .. ...... ... .. ... .. ... Giovanni Room & Colony Grande Baliroom {West)
Intermnet Café (Untll 400 D) L. .. i i i e e i e St. Lawerence Room
Plenary 3 - Guidelines to Help Policy-Makers Colony Grande Ballroom

Chairs: Heather Buchan, M, Australia and Sue Phillips, PhD, Australia

The Need for Transparency in Guidelines . ... ... .. . . oot Peter Litllejohns, MBBS, BSc, MD
Nationadl Instfitute for Health and Clinical Excellence, UK

Discussants: What Can the World Leam from NICE?
A Perspective from USA ... i e Paul Shekelle, MD, PhD, USA
A Perspectivefrom Canada ... .o i e e e, Andreas Laupacis, MD, Canada

Open Discussion
Pause Café, Exhibits and Poster Viewing ........... ... ... ... Giovanni Room & Foyer, 2nd Floor

Paraliel Session 3 {session rooms subject to change)

L10 NICE COMMISSIONING GUIDES ~SUPPORTING THE COMMISSIONING OF EVIDENCE-BASED CARE
Annie Coppel (National Instifute for Health and Clincal Excellence, Manchester, UK}

B41 HEALTH CARE MANAGERS' OPINIONS ABOUT THE USABILITY OF CLINICAL GUIDELINES IN FINLAND
Tiina Kortteisto, Minna Kaita, Marjukka Mdakeld, Jorma Komulainen, Pekka Rissanen {University of Tampere,
Finland, University of Tampere and The Finnish Office for Health Technology Assessment ot the National
Research and Development Centre for Welfare and Hedlth, Finland, The Finnish Office for Health Technology
Assessment at the National Research and bevelopment Centre for Welfare and Health, Finland, The Finnish
Medical Society Duodecim, Finland)

B32 THE EVIDENCE BASE TO MAKE RECOMMENDATIONS ON DIAGNOSTIC PRACTICES IS LIMITED:
AN ANALYSIS OF 73 CLINICAL PRACTICE GUIDELINES
Eeva Ketola, Minna Kaila, Mari Honkanen (Cumrent Care, Finnish Medical Society Duodecim, , FINOHTA,
Current Care, Finnish Medical Society Duodecim, , Curent Care, Finnish Medical Society Duodecim)

B43 ECONOMIC BENEFITS FROM ADHERENCE TO SUBFERTILITY GUIDELINES
Willianne L.D.M. Nelen, Esther C. Haagen, Rosella P.M.G. Hermens, Eddy M. Adang. Jon A.M. Kremer, Richard
P.T.M. Grol {{1} Centre for Quality of Care Research (WOK) and (2) Department of Obstetrics and
Gynecology at the Radboud University Nimegen Medical Centre, Niimegen, The Netherlands, (1) Cenire for
Quality of Care Research (WOK) at the Radboud University Nijmegen Medical Centre, Nijmegen, The
Netherlands, (3) Department of Medical Technology Assessment at the Radboud University Niimegen
Medical Cenire, Nijimegen, The Netherlands, {2} Department of Obstefrics and Gynecology at the Radboud
Universily Nijmegen Medical Centre, Nijmegen, The Netherlands)

B44 A 'LEVELS OF CARE' APPROACH TO GUIDELINE DEVELOPMENT
Stephen Colagiuri, Philip Home (University of Sydney, Australia, University of Newcastle, UK)
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B45

B4é

B47

B48

BA9

L1t

B50

B51

THE IMPLEMENTATION OF GUIDELINES ON DELIRIUM AND ASSESSMENT OF THEIR IMPACT

ON CLINICAL PRACTICE IN AN ACUTE CARE GENERAL HOSPITAL

Rachel Voellinger, Alexandre Berney, Pairik Michel, Yves Dorogi, Laurent Michaud, Christiane Ruffieux, Patrick
Taffé, Friedrich Stiefel, Bernard Burnand {Institute of Social and Preventive Medicine (IUMSP}, University of Lausanne,
Consultation-Licison Psychiatry Service, CHUV, University of Lausanne, Switzerland, Service of Neurology, CHUY,
University of Lausanne, Switzerland )

ADHERENCE TO SURVEIELANCE GUIDELINES FOLLOWING CURATIVE RESECTION FOR

STAGE Il OR Il COLORECTAL CANCER

winson Cheung, Gregory Pond, Mark Rother, Monika Krzyzanowska, James Briertey, Carot Swallow, Leonard
Koizer, Jefirey Myers, Sandy Philfips, Lillian Siu (University of Toronto, Toronto, Ontaric, Princess Margaret
Hospital, Toronto, Ontario, Credit Valley Hospital, Mississauga, Ontario)

OSTECARTHRITIS OF THE KNEE CLINICAL PRACTICE GUIDELINES ~ HOW ARE WE DOING?

Melanie N. DeHaan, Jaime Guzman, Mark Theodore Bayley, Mary J. Bell {Division of Physical Medicine and
Rehabilitation, Department of Medicine, University of Toronio, Toronto, Ontario, Canada, Depariment of
Medicine, University of British Columbia, Vancouver, Brifish Columbia, Canada, Toronto Rehabilitation
institute, Division of Physical Medicihe and Rehabilitation, Department of Medicine, University of Toranto,
Toronto, Ontario, Canada, Sunnybrook Heclth Sciences Centre, Division of Rheunatology, Department of
Medicine, University of Toronto, Toronto, Ontario, Canaday)

A MULTIFACETED INTERVENTION FOR THE IMPLEMENTATION OF A CPG IN OSTEOPOROQSIS
IMPROVES PRIMARY CARE MANAGEMENT

Eunate Arana-Arr, Iioki Gutiérez-barluzea, M? Luisa Gutiérez-lbarzabal, Anabel Giménez-Robredo, Pedro
Ortueta Chamorro, José Asua Batarmiia, Angel Sdnchez Mata, Elena Ferndndez Diaz {Cruces Hospital,
Osakidetza, Basque Health Service, Barakaldo/Basque Country , Osteba, Basque Office for Health
Technology Assessment, Vitoria-Gasteiz, Basque Country, Health Plan, Department of Health, Vitoria-Gastetz,
Basque Country, Uribe Primary Setting. Osakidetza, Basque Health Service, Leioa. Basque Country, Basurto
Hospital, Osakidetza, Basque Health Service, Barakaldo/Basque Couniry |

SYSTEMATIC MONITORING PROCESS FOR UPDATING CLINICAL PRACTICE GUIDELINES:

EXAMPLE WITH THE USE OF ERYTHROPOIETIC PROTEINS {(RHUEPQ) IN ANEMIC CANCER PATIENTS
Diana Kassab-Chahmi, lsabelle Ray-Coquard, Nicole Casadevall, Christian Marchal, Pertine Marec-Bérard,
Jean-Louis Misset , The SOR steering commitiee [FNCLCC-Paris, Cenfre Léon Bérard-Lyon, Hopital Hotel Digu-
Paris, CHU de Fort de France-Martinique, Hopital Saint-Louis-Paris}

CHANGING PROFESSIONAL BEHAVIOUR: AN UPDATED OVERVIEW OF SYSTEMATIC REVIEWS

Jeremy Grimshaw, Alain Mayhew, Adrienne Stevens, Stephen Graham (Clinical Epidemiology Program,
Oftawa Health Research Instifute, Ottawa, Ontario, Cochrane Effective Practice and Crganisation of Care,
Ottawa, Ontario, Canadion Cochrane Network and Cenire, Ottawa, Ontario, Canadian Agency for Drugs
and Technologies in Health, Ottawa, Ondario)

IMPLEMENTATION OF EVIDENCE BASED PRACTICES IN THE ALBERTA CANCER BOARD
Anita Simon, Lubna Baig. Dianne Bray {Alberta Cancer Board}

UNDERSTANDING ADHERENCE TO CLINICAL PRACTICE GUIDELINES IN THE INTENSIVE

CARE UNIT: A COMPREHENSIVE AND INTEGRATED FRAMEWORK

Naomi Jones, Jeanette Suurdt, Helene Ouellette-Kuniz, Daren Heyland (Department of Community Health
and Epidemiology and Clinical Evaluation Research Unit, Queen's University, Kingston, ON Canada. School
of Nursing and Clinical Evaluation Research Unit, Queen's University, Kingston, ON Canada, Depariment of
Community Healih and Epidemiology, Queen's University, Kingsten, ON Canada, Department of Community
Health and Epidemiology, Department of Medicine, and Ciinical Evaluation Research Unit, Queen's
University, Kingston, ON Canadal
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B52 ADHERENCE TO PHYSIOTHERAPY CLINICAL GUIDELINE ACUTE ANKLE INJURY AND

B53

B55

B54

BS54

B57

B58

B59

DETERMINANTS OF ADHERENCE: A COHORT STUDY

Philip Van der Wees, Erlk Hendriks, Mariette Jansen, Hans van Beers, Rob de Bie, Joost Dekker (Maastricht
University, Maastricht, Netherlands, Dutch Institute for Allied Health Care {NPi), Amersfoort, Netherlands, VU
University Medical Center, Amsterdam, Netherlands)

INFLUENCING IMPLEMENTATION

Jayne Chidgey. Chris Connell, Gillian Leng., Jenny Lewis, Val Moore, Steve Sparks (National Institute for
Health and Clinical Excellence, London, UK)

EFFICIENT USE OF RESOURCES AND INCLUSION OF PATIENT PREFERENCES IN THE

REFERRAL DECISION - A PARADOX IN POLICY?

Nyokabi Musika, Jan van der Meulen, Mariin Underwood, Andrew McCaskie (Health Services Research Unit,
Department of Public Heaith and Policy, London School of Hygiene and Tropical Medicine, London, UK and
Clinicat Effectiveness Unit, Royal College of Surgeons of England, London, UK, Queen Mary University of
London, University of Newcastle)

FROM CLINICAL PRACTICE GUIDELINES TO PATIENT INFORMATION: THE FRENCH
APPROACH FOR PATIENT INVOLVEMENT

Julien Carretier, Anne Bataillard, Béatrice Fervers, Thienry Philip (French Federation of Comprehensive Cancer
Centire, Paris, Centre Leon Berard, Lyon)

DECISION AIDS DERIVED FROM EVIDENCE-BASED GUIDELINES - A FRAMEWORK FOR
DEVELOPMENT AND MAINTENANCE

Ilse Raats, Haske van Veenendaal, Marion Grol, Jako Burgers {Dutch institute for Healthcare Improvement
CBOQ, Urecht, The Netherlands)

INCREASING PUBLIC ACCESS TO CLINICAL PRACTICE GUIDELINES FOR RHEUMATOID

ARTHRITIS AND OSTEOARTHRITIS (PHASE I}

Lucie Brosseau, Sydney Lineker, Mary Bell, George Wells, Mary Egan, Lynn Casimiro, Peter Tugwell, Apbn
Cranney, Keith Wilson {School of Rehabilitation Sciences, University of Ottawa, Oftawa, Ontaria, The Arthritis
Society - Ontario Division, Arthritis Rehabilitation Education Program, Toronte, Ontario, Canadian
Rheumatology Association & Sunnybrook Health Sciences Cenfre, Toronto, Oniario, Depariment of
Epidemiology and Community Medicine, University of Ottawa, Ottawa, Ontario, Centre for Global Health,
Institute of Population Health, University of Ottawa, Cttawa, Ontario, Clinical Epidemiclogy Program, Ottawa
Health Research Unit, Ottawa Hospital, Civic Campus, Ottawa, Cntaric, The Rehabilitation Centre, Oftawa,
Ontario)

PARTICIPATION OF PATIENT REPRESENTATIVES IN THE DEVELOPMENT OF GUIDELINES

= ARE PATIENT ORGANIZATIONS READY FOR THIS TASK?

Sylvia Saenger, Gerhard Englert, Frank Brunsmann, Bernd Quadder, GUnter Ollenschlaeger {German Agency
for Qudlity in Medicine, German Patient Forum {$tanding Commitiee of the National Boards of Disabled
People Associations, Health Care Consumers Associations, Self-Help Groups Associations, the German
Medlical Associafion and the National Association of Statutory Health Insurance Physicians)

ARE CLINICAL PRACTICE GUIDELINES COMPATIBLE WITH RESPECTING PATIENT PREFERENCES?

A CONCEPTUAL FRAMEWORK AND RESEARCH AGENDA

Anfoine Boivin, France Légaré, Trudy van der Weljden, Victoria Thomas, Nyokabi Musila, Jan van der Meulen,
Aileen Clarke (London School of Hygiene and Tropical Medicine, UK, Canada Research Chair in
Implemeniation of Shared Decision Making in Primary Care, Université Laval, Canada, Maastricht University,
Netherlands, Programme Manager. Patient and Public Involvement Programme, National Institute for Health
and Clinical Excellence, UK}

16



L12

B&0

B&1

B&2

B&63

wo?9

W10

W11

DEVELOPING CLINICAL GUIDELINES IN LUNG CANCER FOR LIMITED RESOURCE SETTINGS:

A NOVEL METHODOLOGY, SUPPORTED BY THE INTERNATIONAL ATOMIC ENERGY AGENCY (IAEA)
Fergus Macbeth, Raymond Abratt, Kwan Cho, Branislav Jeremic, Richard Stephens (Velindre Hospital, Cardiff
UK, University of Cape Town, South Afica, National Cancer Cenler, Goyang, Korea, IAEA, Vienna, Auslria,
MRC Cancer Trials Unit, London, UK)

ADAPTATION OF TOBACCO GUIDELINES TO HOSPITALS IN NW ONTARIO AND NORTHERN
CALIFORNIA

Patricia M. Smith, C. Bar Taylor, Scott M. Sellick, Smita Das {Northern Ontario School of Medicine, Thunder
Bay, ON, Stanford University School of Medicine, Palo Alto, CA, Thunder Bay Regional Academic Health
Sciences Centre, Thunder Bay, ON, Stanford University School of Medicine)

UNDERSTANDING GROUP PRACTICES IN CANADA: HOW DOES THE EVOLUTION OF PRIMARY

CARE PRACTICES INFLUENCE THE DEVELOPMENT AND IMPLEMENTATION OF CLINICAL PRACTICE
GUIDELINES?

Suzanne Murray, Dave Davis, Dilip Patel, Martin Dupuis, Ivon Silver {AXDEV Group, Brossard, Quebec,
University of Toronto, Toronto, Ontario, Merck Frosst Canada, Kirkland, Quebec, University of Toronto, Toronto,
Cniario )

IDENTIFYING GENERAL PRACTITIONER BELIEFS, INTENTIONS AND BEHAVIOUR TOWARD A
GUIDELINE FOR ACUTE LOW-BACK PAIN USING THE THECRY OF PLANNED BEHAVIOUR

Denise O'Conner, Sdlly Green, Simon French, Sharon King, Jill Francis, Jeremy Grimshaw, Susan Michie,
Joanne McKenzie, Neil Spike, Peter Schatiner, and the IMPLEMENT Study Group (Australasian Cochrane
Cenire, Institute of Health Services Research, Monash University, Australia, University of Aberdeen, Scotland,
UK, Clinical Epidemiclogy Program, Ottawa Health Research Institute, Canada, University College, London,
UK, Depariment of Preventive and Social Medicine, University of Qtago, Dunedin, New Zealand, Depariment
of General Practice, School of Primary Health Care, Monash University, Australia)

ACCEPTANCE AND IMPLEMENTATION OF GENERAL PRACTITIONER GUIDELINES IN QUALITY
CIRCLES FOR GP-CENTRED CARE

Ingrid Schubert, Veronika Lappe, Joachim Fessler, Guenter Ollenschiaeger (PMV Research Group, University
of Cologne, Cologne, Germany, GP, Floersheim, Gemany, Agency for Quality in Medicine, Berlin. Germany]

IMPROVING GUIDELINE IMPLEMENTABILITY USING 'GLIA’

Richard Shiffman, Caiherine Marshall (Yale Center for Medical Informatics, Independent Guideline Adviser &
Health Sector Consuliant]

GUIDELINE ADAPTATION: A METHODOLOGY TO ENHANCE EFFICIENCY IN
GUIDELINE DEVELOPMENT AND IMPROVE UTILIZATION

Béatrice Fervers (1}, Jako $ Burgers {2), Melissa Brouwers {3), Magali Remy-Stockinger {4), Anita Simon (5],
Najoua Milka-Cabanne {6). Bernard Burnand (7}, for The ADAPTE Collaboration (1 SOR, Fédération des cen
fres de lulte confre le cancer; Centre Léon Bérard - Lyon - France, 2 Dutch Institute for Healthcare
Improvement, CBC - Utrecht - The Netherlands, 3 Program in evidence-based Care, Cancer Care Ontario,
McMaster University - Hamilton - Canada; Cancer Control Guidefines Action Group, 4 SOR, Fédération des
centres de lutte contre le cancer - Lyon - France, 5 Alberta Cancer Board - Calgary - Alberia, 6 Haute
autorité de santé, Service des recommandations Professionnelles - Paris - France, 7 Health Care Evaluation
Unit and Clinical Epidemiofogy Centre, IUMSP - Lausanne - Switzerlandy}

SUCCESSFUL IMPLEMENTATION AND EVALUATION OF GUIDELINES THROUGH
PERFORMANCE INDICATORS AND CARE PATHWAYS

Mona van de Steeg, Teus van Barnveld, Ruben van Zelm {Dulch Institute for Healthcare Improvement,
Uilrecht, the Netherlands)
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W12 E-BASED SOLUTIONS TO PROMOTE THE USE OF CLINICAL PRACTICE GUIDELINES

Tazim Virani, Heather McConnell, Janet Nevala, Lisa Valentine, Cindy Bolion {Registered Nurses' Association
of Ontario, Toronto, Ontario, The Program Training and Consultation Centre, Ottawa, Ontario, Sunnybrook
Hedith Sciences Centre, Toronte, Ontario, Kingston General Hospital, Kingsten, Ontario)

T04 THE DEVELOPMENT OF A CONSENUS-BASED GUIDE MAP FOR KNOWLEDGE
TRANSLATION IN EMERGENCY MEDICINE
Eddy Lang, Peter Wyer, Susan Huckson, Michelle Biros, James Adams, Christos Tselios, Marc Afilalo, Richard
Sinert, Gary Gaddis (McGlll University, Columbia University, National Institute for Clinical Studies, University of
Minnesota, Northwestern University, State University of New York, University of Missouri-Kansas City)

B114 A RESEARCH AGENDA DEVELOPED BY A THEMATIC GROUP FOR IMPROVING
THE IMPLEMENTATION OF CPGS, CLINICAL PATHWAYS AND DECISION RULES IN
EMERGENCY MEDICINE
Gary M. Gaddis MD PhD, Peter Greenwald MD {Si. Luke's Hospital of Kansas City and University of Missouri-

Kansas City School of Medicine, NewYork-Presbyterian Emergency Medicine Weill Medical College of
Cornell University}

T0O5 KNOWLEDGE TRANSFER USING A PEER-SELECTED OPINION LEADER NETWORK

Rhoda Reardon, Jane Gibson, Daniel Way, Jess Rogers, Dave Davis {College of Physicians and Surgeons o
Oniario, Toronto, ON, Institute for Work & Healih, Toronto, ON, Guidetines Advisory Commiitee, Toronto, ON)

NO3 GUIDELINE IMPLEMENTATION IN GERMAN-SPEAKING COUNTRIES:
RESULTS, BARRIERS, OPPORTUNITIES FOR DEVELOPMENT

Guenter Ollenschlaeger, Ina Kopp. Monika Lelgemann {German Agency for Quailty in Medicine (AQuMed),
Ass. of the Scientific Medicat Societies In Germany (AWMF), HTA Unit, University of Bremen}

{0 B3 T T I o T T Colony Grande Bdllroom

1:30 pm Parallel Session 4 (session rooms subject to change)

B&4 WHY ARE CLINICAL PRACTICE GUIDELINES NOT SO EFFECTIVE IN ONTARIO ACUTE CARE HOSPITALS?
Moriah Eflen, Ross Baker, Adalsteinn Brown {University of Toronto, Toronto, Oniario)

B465 IMPLEMENTATION OF CLINICAL PRACTICE GUIDELINES: OVERCOMING BARRIERS TO
IMPLEMENTATION OF IRON MANAGEMENT GUIDELINES IN CHRONIC KIDNEY DISEASE PATIENTS
Michelte Irving, Martin Gallagher, Rowan Walker, Michael Frommer, Jonathan Craig {Cenire for Kidney
Research, The Childrery’s Hospital at Westmead, Australia, School of Public Hedalth, University of Sydney,
Australia, Senior Research Fellow, The George Institule for International Health, Renal Unit, Royal Melbourne
Hospital, Melbourne Ausiralia, School of Public Health, University of Sydney. Australia)

B446 STRATEGIES TO OVERCOME BARRIERS TO ABDOMINAL ACRTIC ANEURYSM SCREENING
Douglas Wooster, Andrew Dueck, Eizobeth Wooster (University of Torento and University Health Network-
Torontoe General Hospital, Toronto, ON, University of Toronto and University Health Network--Toronfo General
Hospital, Toronto ON)

B47 BARRIERS TO AND FACILITATOR OF THE CLIP GUIDELINE

Anne-Marie Cofe, Michel Tousignant, Marie-José Durand, Stéphane Poitras {Rehabilitation depariment,
Medicine and Health Science Facully, Université de Sherbrooke, Sherbrooke, Québec, Research center on
aging. Sherbrooke Geriatric University Institute, Sherbrooke, Québec, Centre for Action in Work Disability
Prevention and Rehabilifation, Moniréal, Quebec, Epideniology and biostatistics depariment, McGill
University, Montréal, Quebec)

B8 COMPETING NORMS: EXPLORING RURAL FAMILY PHYSICIANS' PERCEPTION OF CLINICAL PRACTICE
GUIDELINES AND SHARED DECISION-MAKING
Antoine Boivin, France Légaré, Marie-Pierre Gagnon {CSSS Rouyn-Noranda, Canada Research Chair in

Implementation of Shared Decision Making in Primary Care, Université Laval, Canada, Université Laval,
Québec, Canada)
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B70

B71

B72

B73

B74

SYSTEMATIC GUIDELINE REVIEW AS AN EFFICIENT METHOD IN EVIDENCE BASED GUIDELINE
DEVELOPMENT: THE PRIMARY CARE MANAGEMENT OF CHRONIC HEART FAILURE AS A MODEL
Christiane Muth, Jochen Gensichen, Marfin Beyer, Ferdinand M. Gerlach {Institut fir Allgemeinmedizin,
Johann Wolfgang Goethe-Universitéit, Frankfurt am Main, Germany)

EFFICIENCY IMPROVEMENT [N EVIDENCE-BASED GUIDELINE DEVELOPMENT IN THE NETHERLANDS

Inezloung, Erwin van der Harst, fako Burgers [Association of Comprehensive Cancer Cenires (ACCC), The
Nethertands, Nafional Working Group Gastro-intestinal Tumors / Bepartment of Surgery, MCRE, The
Netheriands, DButch institute for Healthcare Improvement CBO, The Netherlands)

USING THE GRADE SYSTEM TO PRODUCE CLINICAL RECOMMENDATIONS FOR ANTICANCER DRUGS

Rossana de palma, Alessandro liberati {Agenzia Aanitaria Regionale, Bologna, ltaly, University of Modena-
Agenzia Sanitaria Regionale, Bologna, Italy)

AN EXAMPLE OF USE OF THE EGLIA TOOL IN DEVELOPING GUIDELINES FOR ACUTE STROKE
MANAGEMENT IN AUSTRALIA
Kelvin Hill, Erin Lalor {National Stroke Foundation of Australia)

GUIDELINES FOR A RARE DISORDER: AN EVIDENCE-BASED CONSENSUS PROCESS

Marie Faughnaon, Valerie Paida, Sharon Straus, HHT Guidelines Working Group (University of Toronto, Toronto,
Ontario)

B76

B77

B78

USING CONFERENCES AS STRATEGIC EVENTS TO SUPPORT KNOWLEDGE MOBILIZATION

Marc White, Dave Davis, John Holland, Lawrence Green, Matthew Liang (Brigham & Women's Hospital &
Harvard Medical Scheol, Boston, MA, University of Toronto Health Policy Management and Evaluation &
Family and Community Medicine, Toronto, ON, University of Washington, Department of Environmental and
Occupational Health Sciences, Seattle, WA, UCSF Dept of Epidemiology and Biostatistics; UCSF
Comprehensive Cancer Center, Population Sciences, University of California at San Francisco, CA}

GIUALITY CIRCLES IS AN EFFECTIVE KNOWLEDGE TRANSLATION APPROACH TO INCREASE
PRIMARY CARE PHYSICIANS' ADHERENCE TO THE OSTEOPOROSIS CANADA 2002 GUIDELINES
George loannidis, Lehana Thabane, Amiran Gafni, Alexandra Papaioannou, Brent Kvern , Anthony
Hodsman , Dan Johnstone , Lena Salach , Famida Jiwa, Jonathan Adachi (McMaster University, Hamiton,
Ontario, University of Manitoba, Winnipeg. Manitoba, University of Western Ontario, London, Ontario,
4Procter and Gamble Pharmaceuticals, Toronto, Ontario, Ontario College of Family Physicians, Toronto,
Ontario, Osteoporosis Canada, Toronto, Ontario)

IMPROVING PREVENTION GUIDELINE IMPLEMENTATION USING BEST PRACTICES IN CONTINUING
MEDICAL EDUCATION: A RANDOMIZED-CONTROL TRIAL

Réjean Laprise, Rokert L. Thivierge, Gilbert Gosselin, Maja Bujas-Bubanovic, Sylvie Vandal, banigl Paquetite,
Micheling Luneau, Fierre Julien, Serge Goulet, Jean Desaulniers, Paule Maifais (CPD, Faculty of Medicine,
University of Montreal, Quebec, Monireal institute of Cardiology, Quebec, Sanofi-aventis, Laval, Quebec)

AGIRPREV: A MULTI-FACETED EDUCATIONAL PROGRAM SUPPORTING PRIMARY CARE TEAMS IN THE
TMPLEMENTATION OF CARDIOVASCULAR PREVENTICN GUIDELINES

Robert L. Thivierge, Réjean Laprise, Gilbert Gesselin, Banlel Paquette, Michelineg Luneau, Francine Borduas,
Francine Robinson, Paule Maltais {CPD, Faculty of Medicine, University of Monfreal, Quebec, Mondreat
Institute of Cardiclogy, Quebec, CPD, Faculty of Medicine, University Laval, Quebec QC, Sanofi-aventis)
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B79

B8o

B81

B82

B&3

B84

B85

B8&

B87

B&s

W13

wi4

COMPLIANCE WITH NATIONAL BREAST CANCER GUIDELINES IN THE NETHERLANDS

Harrigt Blaauwgeers, Tinie Benraadt, Otto Visser, Margriet van der Helden-van der Loo {Comprehensive
cancer centre Amsterdam, Amsterdam, Comprehensive cancer cenfre Middie Netherlands, Uirecht}

THE IMPACT OF CLINICAL GUIDELINE ON TONSILLECTOMY IN ITALY

Enrico Materia, Lorenza Rossi, Riccardo Di Domenicantonio, Giovanni Baglio, Sergio Marletta, Lucia Lispi
(Agency for Public Health, Rome, Italian Ministry of Health )

AWARENESS OF AND ADHERENCE TO CANCER SCREENING GUIDELINES AMONG HEALTH
PROFESSIONALS IN JAPAN

Chisate Haomashima, Hiroshi Saito, Tomotaka Sobue {Research Center for Cancer Prevention and Screening,
MNational Cancer Center, Japan, Center for Cancer Control and Information Services, National Cancer
Centen)

EXAMINING THE RELATIONSHIP BETWEEN CLINICAL PRACTICE GUIDELINES AND LENGTH OF STAY
THROUGH A SECONDARY DATA ANALYSIS '

Moriah Ellen, Adalsteinn Brown, Rhonda Cockerill (University of Toronto, Toranto, Onfario)

KNOWLEDGE, ATTIITUDES AND USE OF CURRENT CARE GUIDELINES AMONG FINNISH PRIMARY
HEALTH CARE PHYSICIANS

Pekka Jousilahti, Jorma Komulainen, Tiina Hanski, Eeva Ketola (National Public Health Institute, Helsinki,
Finlond, The Finnish Medical Society Duodecim, Current Care, Helsinki, Finland)

DIAGNOSTIC IMAGING PATHWAYS: ACHIEVING STANDARDS IN GUIDELINE DEVELOPMENT?

Phillip Bairstow, Richard Mendelson, Adrian Yesuratnam {Royal Perth Hospital, Perth, WA, Royal Perth Hospital,
Perth WA)

GUIDELINES FOR RADIOLOGY: A DEMONSTRATION PROJECT
Martin Reed (Depriment of Radiclogy, University of Manitoba, Winnipeg, Manitoba)

‘SiB OP MAAT: AN ONLINE DATABASE FOR PATIENT INFORMATION ON ANTICANCER DRUGS

Joke van den Bogert, Marion van Qirschot, Dorien van Benthem, Monique Kroeze, Maureen de Boer (The
Dutch Association of Comprehensive Cancer Centres}

EVIDENCE MATTERS (EM): A NEW TECHNOLOGY PROVIDING CUSTOMIZED, UP-TO-DATE
EVIDENCE-TABLES AND EVIDENCE-GRAPHS FOR DIVERSE PATIENT POPULATIONS
Ofer Avital (Evidence Matters, Monireal, Quebec])

INNOVATION FOR SUSTAINABLE QUALITY PATIENT CARE: THE ROLE OF ELECTRONIC FORMULARIES
IN CREATING VALUE

Michelle Goulbourne (Depariment of Health Policy Management and Evaluation, Faculty of Medicine,
University of Toronta)

THE PROMOTION OF INTERNATIONAL GROUPS AND NETWORKING:
THE IBEROAMERICAN NETWORK EXPERIENCE

lgnacio Marin Ledn, Anténio Vaz Carnheiro, Airfon Tetelbom Stein (Coordinatfor of Red Iberoamericana de
Guias de Pratica Clinica, Member of the Coordination of Red tberoamericana de Guias de Pratica Clinical

EVIDENCE TABLES - THE "HOLY GRAIL" FOR LITERATURE REVIEWERS
Najoua Milka-Cabanne, Sara Twaddle, Michel Laurence {HAS, Saint Denis, France, SIGN, Edinburgh,
Scotland)
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W15 IMPLEMENTING GUIDELINES: FROM EVIDENCE TO ROUTINE CLINICAL PRACTICE
Susan Phillips {National institute of Clinical Studies)

W14 THE USABILITY OF SEARCH FILTERS FOR GUIDELINES

Rikie Deurenberg, Kitty Rosenbrand, Tom Oliver, Sylvie Guillo {Dutch Instilute for Healthcare Improvement
CBO, Utrecht, The Netherlands, Cancer Care Ontario Program in Evidence-based Care, McMaster
University, Hamilton, Canada, Fédération Nationale des Cendres de Lutte Contre le Cancer, Paris, France}

T04 IMPLEMENTING GUIDELINES IN THE REAL WORLD - HOW G-1-N SPECIAL INTEREST
COMMUNITIES (COMMUNITIES OF PRACTICE} IN EMERGENCY CARE, DIABETES OR
CANCER MIGHT WORK
Cotherine Marshall, Hon Pairon of G-I-N Independent Guideline Adviser and Health Sector Consultant, Sue
Huckson, National Health Medical Research Council’s Nationdt Instituie of Clinical Studies {Ausiralia) Heather
Buchan, National Health Medical Research Council's National Institute of Clinical Studies (Ausiralia), Michael
Fung Kee Fung, Cancer Care Ontario (Canada]

T07 HEALTHY WORK ENVIRONMENT BEST PRACTICE GUIDELINES: FACILITATING
EVIDENCE BASED MANAGEMENT DECISION MAKING IN HEALTH CARE

Irmajean Bainok, Linda O'Brian Pallas , Alan Pedrson, Tazim Virani, Doris Grinspun {Registered Nurses'
Association of Ontario {RNAQO), Universtiy of Toronto, Johanna Briggs Institute)

NO4 DEVELOPING GUIDELINES FOR HEALTH AND COMMUNITY MANAGEMENT:
CHALLENGES FOR MULTIFACETED DISEASES WITH MODERATE TO RARE PREVALENCE
Gagnon Cynthia, Chouvinard Maud-Christine, Mathieu Jean , Jean Stéphane {University of Montreal,
Montréal Québec, Canada, Université du Québec & Chicoutimi, Chicoutimi, Québec Canada, Clinigue des
maladies neuromusculaires, CSSS de Jonguiére, Jonguigre, Canada)

3:00 pm Pause Café, Exhibits and Poster Viewing . ........oove oo Giovanni Rocom & Colony Grande {West)
Plenary 4 - Implementation Programs: Some Success Stories Colony Grande Ballroom
Chaiirs: Jeremy Grimshaw, PhD, Canada and Catherine Marshall, New Zealand

3:55 pm Introduction and Overview .. ... ... . ... i e Richard Grol, PhD, The Netherlands

4:05 pm A Successful Implementation PrograminFrance ..o Jean Michel Chabot, France

4:15 pm Successful Regional Programs in Germany ................... Guenter Ollenschi@iger, MD, Germany

4:25 pm The Successful Use of Tools for Finnish Professionals .. ... oo nt Minna Kaila, MD, Finland

4:45 pm Open Discussion

5:30 pm Transportation from the Delta Chelsea and 89 Chesinut Street to The Liberty Grand (until 6:15 pm)

6:30 pm The G-i-N 2007 Gala Reception, Dinner & Enterfainment {uniil 10:30 pm)

10:00 pm  Transportation from the Liberty Grand to the Delta Chelsea and 8% Chesinut Street {until 11:00 pm])
Saturday, August 25, 2007

8:00 am Continental Breakfast .. ... ... ... .. . oo Giovanni Room & Colony Grande Ballroomn {West)

8:00 am Internet Café (until Z:00 PM) ... e St. Lawrence Room
Plenary 5 - Filling Guidelines into the Real World Colony Grande Ballroom
Chair: Jean Sluisky, PA, USA

2:00 am Transforming CPGS info Electronic Tools ... .. .ot Rick Shiffman, MD, USA

2:30 am Addressing Complexity inGuidelines ... ... ... . i i e Paul Wallace, MD, USA

10:00 am  Open Discussion

10:15am  Pause Café, Exhibits & Poster Viewing ............. Giovanni Room & Colony Grande Ballroom (West)
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10:45 am  Paralle] Session § (session rooms subject to change)

B89 SEITING THE STANDARD: DEVELOPING BENCHMARKS FOR COLLABORATION IN GUIDELINE
DEVELOPMENT

Farida Hamza-Mohamed, Michele Hilton-Boon, Joan Viayen, Safia Qureshi, Beatrice Fervers, Magali Remy - .
Stockinger, Sylvie Guillo, for CoCanCPG {SIGN, Edinburgh, UK., KCE, Brussels, Belgium, SOR- FNCLCC and . ..
Centre Léon Bérard, Lyon, France, SCR, FNCLCC, Lyon, France, SOR, FNCLCC, Paris, France)

B90 A MULTIDISCIPLINARY APPROACH TO DEVELOPING LOW BACK PAIN GUIDELINES FOR PRIMARY
CARE PRACTICE IN ALBERTA

Paut Taenzer, Christa Harstall, Carmen Moga, Ann Scott (Calgary Health Region Chronic Pain Centre, ......
Institute of Health Economics})

B?1 PROGRAMS OF CARE: A CONSENSUS APPROACH TO EVIDENCE-BASED CARE
Donna Bain (Wor_kplcrce Safety and Insurance Board, Toronto, Ontario)

B92 COLLABORATION TECHNOLOGY TO ACHIEVE GUIDELINE CONSENSUS AND CARE
STANDARDIZATION: CONTEMPORARY TOOLS, TRENDS, AND LESSONS LEARNED

Timothy McNamara, MD, MPH (CMO, HealthGate Data Corp., Burlington, MA and Medical Director, Center
for Healthcare Informatics, University of Kansas Medical Center, Kansas City, KS)

B?3 A COMPARATIVE STUDY OF INTERNATIONAL GUIDELINES FOR THE MANAGEMENT OF HYPERTENSION
Gersende Georg, Pierre Meneton, Isabelle Colombet, Pierre Durieux, Joél Ménard (INSERM UMR_S 872, Eq. ..
20, SPIM, Paris, France, INSERM UMR_S 872, £q. 20. SPIM, Paris, France;Université René Descartes, Paris, France,
Universiteé René Descartes, Paris, France])

B94 COMPARATIVE STUDY OF THE QUALITY OF THE CLINICAL PRACTICE GUIDELINES
Ifiaki Gutiérez-barluzea, M® Eugenia Esandi, Asun Navarmo Puerto, Airfon Stein, Sonia Guterres (Osteba, ... {
Basque Office for Health Technology Assessment, Centro de Investigaciones Epidemioldgicas dela ........
Academia Nacional de Medicina. Argenting, vatme Univerty Hospital. Sevilla. Andalucian Health Service, ..
Grupo Hospitalar Conceicdo. Porto Alegre, Brasil, Secretaria de Satde do estado do Rio Grande do Sul- . ...
BRASIL) {

B25 THE CANADIAN COALITION FOR SENIORS® MENTAL HEALTH NATIONAL GUIDELINES:
FROM PAPER TO PRACTICE

Dr. David Conn {Psychiatrist-in-Chief, Baycrest Geriatric Healih Care Systern; Associate Professor, Department {
of Psychiatry, University of Toronto; Co-Chair, Canadian Coalition for Seniors’ Mental Health; Past President,
Canadian Academy of Geriatric Psychiafry, Toronto, Ontario}

B96 PARTNERING FOR SUCCESS: GETTING MUSCULOSKELETAL (MSK) CLINICAL PRACTICE GUIDELINES .. = ]
INTO PRACTICE THROCUGH THE GETTING A GRIP ON ARTHRITIS ™ PROGRAM
Mary J. Bell, Sydney C. Lineker, Jennifer M. Bovie, Elizabeth M. Badley (University of Toronto, Toronto, Ontario,
The Arthrifis Society — Ontario Division, Teronto, Ontario, The Arthritis Community Research & Evaluation Unit, | {
Toronto, Ontaric)

B97 CREATING A ROAD MAP TO ENHANCE THE CONTINUUM OF CARE FOR RA PATIENTS

Marc White, Patience White, Diane Lacatlle, Matthew Liang {Brigham & Women's Hospital, Harvard Medical

School, Boston, MA, Arthritis Foundation & George Washington University School of Medicine and Health )

Sciences, Washington, DC, University of British Columbia, and Arthritis Research Centre of Canada, ........ Lo

Yancouver, British Columbia) ¢
L

-
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B98

B?9

MYTH-BUSTING NEWSLETTERS: A STRATEGY TO TRANSFER KNOWLEDGE FROM EVIDENCE-BASED
GUIDELINES TO PRACTITIONER CHANGES AT THE BEDSIDE

Mary-Lou van der Horst, Shannon Buckley {Ontaric Ministry of Health and Long-term Care/ The Vilage of
Weniworth Heighis LTC Home, Hamilton, Cntario, Canada, Homilton LTC Resource Centre / 5t. Peter's
Hospital, Hamilton, Onfario, Canada)

AN IMPLEMENTATION SUPPORT TOOL FOR NATIONAL NICE GUIDANCE ON SCHIZOPHRENIA AND
ATYPICAL ANTI-PSYCHOTICS

Jane Moore, Geraldine Strathdee, Stuart Pack, Michael Pyne (Oxleas NHS Foundation Trust, Dartford, Kent,
UK)

BE100

B101

B102

B103

B104

SHOULD GUIDELINE REVIEW INCLUDE ASSESSMENT OF ADHERANCE?

Stephen Hall, Stephanie Jehnson (Queen's Cancer Research Institute, Kingston, Ont, University of Ottawa,
Ottawa, Ont}

DEVELOPING REVIEW CRITERIA TO EVALUATE THE IMPLEMENTATION OF CLINICAL GUIDELINES IN
PRIMARY CARE

Maria-Pilar Pérez, Javiera Léniz, Tomas Pantoja {Departamento de Medicina Familiar, Ponfificia Universidad
Catdlica de Chile. Santiago, Chile)

DEVELOPMENT AND EVALUATION OF MEASURES FOR ASSESSING GUIDELINE IMPACT
Kirsten Woodend, Dianne Groll, Barbara Davies {University of Ottawa, Queen’s University)

GUIDELINE BASED DEVELOPMENT OF QUALITY INDICATORS FOR SUBFERTILITY CARE

Selma Mourad, Rosella Hermens, Willianne Nelen, Didi Braat, Richard Grol, Jan Kremer {dept. of Qbstetrics
& Gynaecology and Cenire for Quality of Care Research (WOK)}, Rudboud University Medical Centre
Nijmegen, Centre for Quality of Care Research (WOK), Radboud University Medical Centre Nimegen,
dept. of Obstetrics & Gynaecology, Radboud University Medical Centre Nimegen}

ACTUAL AND DESIRED INFORMATION PROVISION IN SUBFERTILITY CARE

Selma Mourad, Rosella Hermens, Willianne Nelen, Didi Braat, Richard Grol, Jan Kremer (Dept. of
Obstetrics&Gynaecology and Centre for Quality of Care Research {WOK), University Medical Cenfre
Niimegen, Centre for Quality of Care Research (WOK), University Medical Centre Nijmegen, Dept., of
Obstetrics&.Gynaecology, University Medical Centre Nimegen, and Cendre for Quality of Care Resedrch
(WOK), University Medical Centre Nijmegen, Dept. of Obsietrics&Gynaecology, University Medical Centre
Niimegen)

B105

B104

B107

B108

EVALUATION OF PERINATAL CLINICAL PRACTICE GUIDELINES IN BC
Diane Sawchuck

CANADIAN CLINICAL PRACTICE GUIDELINES: EVALUATING THE IMPACT OF A GUIDELINE
RESOURCE FOR CEINICIANS

Maria Muraca, Angela Smiih, David Greenberg, John Horne

LUNG CANCER GUIDELINE DEVELOPMENT [N ONTARIO: IMPACT ON POLICY, PRACTICE,

AND RESEARCH

Dr. William K. Evans, Dr. Chyistopher A. Smith, Dr. Yee C. Ung, Cancer Care Ontario Lung Disease Site Group
{Juravinski Cancer Centre at Hamillon Health Sciences and McMaster University, Hamilton, McMaster
University, HBamilton, Toronto Sunnybrook Regional Cancer Cenfre, Toronto, Cancer Care Ontatio,Toronto)

THE DEVELOPMENT OF THE AMERICAN COLLEGE OF SURGEONS GUIDELINE PROGRAM:
PRELIMINARY RESULTS FOR CENTRAL VENOUS ACCESS

Andrew Freel, Mira Shiloach, Clifford Ko, John Weigelt [American College of Surgeons, Chicago, IL, Medical
College of Wisconsin, Miwaukee, W)
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B10Y

B110

B111

B112

B113

INTEGRATING A DOCUMENT ENGINEERING ENVIRONMENT INTO THE FRENCH GUIDELINES
DEVELOPMENT PROCESS

Gersende Georg, Anne-Frangoise Pauchet-Traversat , Joélle André-Vert, Christine Gefirier-d' Acremont
{French National Authority for Health, Paris, France; INSERM UMR_S 872, Eq. 20, SPIM, Paris, France, French
National Authority for Healih, Paris, France)

USING AN ONLINE RESOURCE TO DEVELOP AND PUBLISH EVIDENCE-BASED NUTRITION
PRACTICE GUIDELINES
Kari Kren {American Dietefic Association)

DEVELOPING A GUIDELINE IMPLEMENTATION STRATEGY USING A THEORETICAL FRAMEWORK:
THE INTERVENTION FOR THE IMPLEMENT TREAL

Simon French, Denise O'Connor, Susan Michie, Jill Francis, Jeremy Grimshaw, Joanne McKenzie, Rachelle
Buchbinder, Neil Spike, Sally Green, and the IMPLEMENT Study Group {Australasian Cochrane Centre,
Institute of Heatlth Services Research, Monash University, Ausfralia, University College, London, UK, University
of Aberdeen, Scotland, UK, Clinical Epidemiology Program, Otlawa Health Research Insfitute, Canada,
Department of Preventive and Social Medicine, University of Otago, Dunedin, New Zealand, Monash
Department of Clinical Epidemiology at Cabrini Hospital and Depariment of Epidemiology and Preventive
Medicine, Monash University, Australia, Department of General Practice, School of Primary Health Care,
Monash University, Australia)

IMPLEMENTING GUIDELINES {N THE MEDICAL CARE OF A REGIONAL TUMOR CENTER AND
A UNIVERSITY HOSPITAL: COLORECTAL CANCER AS AN EXAMPLE

Monika Klinkhammer-Schalke, Christoph Ehret, Brunhilde Steinger, Ferdinand Hofstédter (Tumor Center
Regensburg e.V.,Regensburg, Germany, Institut of Pathology University of Regensburg, Germany)

IMPLEMENTATING A NATIONAL WHOLE-OF-HOSPITAL VENOUS THROMBOEMBOLISM
PREVENTION PROGRAM

Susan Phillips, Zoe Kelly, Maggie Reld, Marfin Gallagher (National Institute of Clinical Studies, The George
Institute for International Health)

L13 CAPTURING ‘LEARNINGS’ DURING GUIDELINE DEVELOPMENT AND IMPLEMENTATION TO IMPROVE
PRACTICE AND MAINTAIN MORALE

Claire Harris, Fiona Wilkinson, Tari Tumer {Cenire for Clinical Effectiveness, Monash Instifute of Health Services
Research, Melbourne, Ausiralia)

L14

L15

w17

DEVELOPING NATIONAL CHRONIC DISEASE GUIDELINES
Jil Parnham {National Collaborating Centre for Chronic Conditions, Royal College of Physicians, London, UK)

THE SUSTAINABILITY OF GUIDELINE IMPLEMENTATION

Barbara Davies, Nancy Edwards, Jenny Ploeg, Evangeline Danseco, Tazim Virani, Maureen Dobbins
(University of Ottawa, Ontario, Canada, McMaster University, Hamilton, Cntario, Canada

THE APPRAISAL OF INDICATORS TROUGH RESEARCH AND EVALUATION (AIRE)
INSTRUMENT

Johan de Koning, Jako Burgers {Department of Social Medicine, Academic Medical Cenlre, University of
Amsterdam, the Netherlands / Centre for Public Health Forecasting, National Institute for Public Health and
the Environment, Bilthoven, the Netherlands, Duich Institute for Healthcare Quality CBO, Utrecht, The
Netherlands}
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12:15 pm

1:00 pm

W18 HETEROGENEITY IN EVIDENCE-BASED CLINICAL PRACTICE GUIDELINE AND
HEALTH CARE QUALITY MEASURES DOCUMENTATION: WHY IT IS PROBLEMATIC,
HOW IT COULD BE STANDARDIZED?

Mary Nix, Vivian Coates, Mark Monteforte, Michelle Tregear, Melanie Swan (US. Agency for Healthcare
Research and Quality, Rockville, MD;, ECRI, Plymouth Meeting, PA}

T08 GUIDELINES IN ONCOLOGY

Melissa Brouwers, George Browman, Beafliice Fervers, Joan McClure, Mark Somerfield {Cancer Care Onfario
& McMaster University, Hamilten, Canada, BC Cancer Agency & Canadian Pariners Against Cancer,
Victoria, Canada, Federation Nationale Des Centre de Lutte Conire Le Cancer, Lyon, France, National
Comprehensive Cancer Network, Jenkintown, USA, American Society of Clinical Oncology, Alexandria, USA)

NO5 IMPROVING COMMUNICATION BETWEEN DEVELOPERS, DISSEMINATORS, AND
USERS OF PUBLISHED GUIDELINES

Michae! Allen, Shawn Bugden (Dalhousie University Continuing Medical Education, Halifax, NS, Prescription
Infermation Services of Manifoba, Winnipeg, MB)

Plenary é Colony Grande Ballroom

Overview and Discussion
Jako Burgers, MD, The Netherlands, Chair G-I-N 2007
Dave Davis, MD, USA, Conference Host

Evaluation and Adjournment

Post-Conference Meetings (until 5:00 pm;)
G-I-N Board Meeting (New)
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Thuesday, Augast 23, 2007
Plenary 1- Transferring Knowledge to Professionals

2:00 am Carolyn Clancy, MD
Director, US Agency for Realthcare Research and Quality
Rockville, Maryland, USA

From Best Evidence to Practice

Clinical practice guidelines are an essential tool o help clinicians apply scientific evidence to patient care by presenting
scientific information in a clinically relevant context. In the US, the conceptual and scientific foundation of guidelines has
matured in paraliel with increased policy concem regarding inappropriate practice variation and the leisurely pace at which
scientific advances 'Irickle down' 1o everyday practice. These same policy concerns converged fo create the Agency for
Health Care Policy and Research {riow AHRQ) in 198%. Today, increases in health expendifures that consistently exceed
improvements in quality, coupled with increased diffusion of health information technology, reinforce the vitat role of continued
enhancements in the production and use of practice guidelines.

This presentation will review the evolution of clinical practice guidelines in the US, and describe current and future challenges
and opporiunities for continued refinements to guideline development, implementation and updating as a vital component of
current policy interest in performance fransparency and accountability. In particular, the presentation will focus on the need for
a bridge between evidence-based guidslines and the development and use of performance measures for improvement and
external accountakility, the use of incentives and supportive practice environments, and the new collaborations required to
make sure that elecironic health records in corporate effective guideline-derived clinical decision support and easy export of
performance information to multiple audiences. Last, the presentation will describe lessons from the US experience for other
counfries, and challenge the audience to address remaining steps required to make evidence assessment in practice as
indispensable as monitoring vital signs.

Friday, Rugust 24, 2607
Plenary 3 - Guidelines to Help Policy-Makers

.00 am Pefer Littlejohns, MBBS, BSc, MD, FRCP
Clinical birector, National Institute for Health and Clinical Excellence
London, United Kingdom

The Need for Transparency in Guidelines
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Tharsday, August 23, 2007
Plenary 1- Transferring Knowledge to Professionais

2:40 am Discussant: llkka Kunnamo, MD, PhD
Editor-in-Chief, The Finnish Medical Society Duodecim
Helsinki, Finfand

What Can be Globalized or Shared Nalionally and Internationally by Cellaboration

Sharing guidelines and evidence summaries {and possibly also authoring tools) improves efficiency and saves duplication of
efforts. The success of infernational sharing of guidelines seems fo depend on the following characteristics:

Publishing in the users’ native language by a respected publisher;

Review and editing by a dedicated local team of frusted colleagues;

Collaboration with the original publisher on a continuous basis;

Regular updating that is sufficiently financed;

Several publishing formats, including printed and electronic versions.

In Finland., electronic guidelines (EBM Guidelines) are used exiensively. The number of Finnish language guideline documents
opened daily is about 1.6 times the total number of working-aged physicians in the couniry. Authored originally in Finnish, the
EBM Guidelines have been franslated into five languages.

According to user surveys, the most important determinants of successful guidefine use include the following:

¢ The guideline set is comprehensive (high probability of finding guidance for any clinkcal problem} and well indexed for
searching;

¢ The guidelines are concise {readable within ane minuie) and give clear recommendations that are backed by evidence
summgarries;

¢ The guidelines are produced by frusted peers (scientific society of all physicians);

¢ The guidelines are available within a comprehensive health portal for professionals;

¢ Local protocols and care pathways are based on the guideiines and finked to them;

[ ]

[ ]

L ]

Multi-faceted implementation is a continuous activity;
User feedback and log files are used for improvement;
Guideline development and licenses are pald by health care organizations.

The implementation is enhanced by a cifizens' health portal based on the guidelines. In the near future, as structured electronic
patient records are available to both professionals and o citizens themselves, guidelines in the form of patient-specific decision
suppert will improve the quality of core and ensure transparency of clinical decisions.

Plenary 2 - Achieving Collahoration Through an International
Guidelines Network: The G-1-N Story

L" 3:30 pm Coordinator: Angela Maienborn, MD
Chairs: Frangoise Cluzeau & mMinna Kaila

1. Introduction G-i-N and G-I-N projects - bave Davis

S 2. Working with other networks - Sara Twaddle & Najova Miika-Cabanne

The aim of the Evidence Tables working group and the planned project "Translation of Evidence" is to promote internalional
colkaboration in guideling activities and to improve coordination with other health care quality initiatives. G-1-N is working on
organizing and promoting frans-national project groups, fraining courses, events and conferences: these are just two examples

3. G--N Communities - Catherine Marshall & Heather Buchan

e virtual Communities share an interest relating fo their areas of work. Communifies in emergency care, type 2 dicbetes and

‘ cancer have been established to support interaction and improved collaboration.

G-FN communities will:

s provide an opportunity to develop an international network e sharing existing knowledge

¢ generate new knowledge « enable and foster opporiunitias to publish collaboratively

P
[ H

4. News on the G-I-N Website - Giinter Ollenschléiger & Airton Stein
Changes, enhancements and new pages on www.g-i-n.net like Guidelines Tool Inventory, new search functions,
multilinguatl options

5. Discussion, suggestions and questions from the audience.
Your ideas...in what areas can G--N help you or your organization®
What tools, meetings, web-activities and other resources can we provide?

Sttt
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Friday, August 24, 2007
Plenary 3 - Guidelines to Help Policy-Makers

9:30 am Discussants:
Paul Shekelle, MD, PhD
Director, Southern California Evidence-Based Practice Center, RAND Corporation
Los Angeles, California, USA
Andreas Laupacis, MD
Director, Li Ka Shing Knowledge Insititute, $1. Michael's Hospital
Teronto, Ontario, Canada

What Can the World Learn from NICE?
e A Perspective from USA
¢ A Perspective from Canada

Plenary 4 - Implementation Programs: Some Success Stories

355 pm Prof. Richard Grol, PhD, FRCGP
Scientific Institute for Quality and Safety in Health Care (WOK)
The Netherlands

Many patienis do not receive recommended (evidence based} care (estimated 30-45%} and a large, unexplained variation in
use of clinical guidelines between sites and providers can be observed. Many methods for implementation of guidelines are
available, but their impact is ot best moderate (8-10% on average) and improvements in practice are often not sustained.

This lecture presents 12 principles for sustained implementation of evidence and other best pracfices, based on research and
experiences around the world.

1. substantial and sustained change is mostly achieved by continuous step-by-step approaches with change intervention
continuously adapted on the basis of evaluations
2. optimal preparation of the implementation is needed with a good plan, division of tfasks, time schedule, budget, enthousiastic
team with different types of expertise and consistent support of leaders and policy makers (-
3. the evidence or guideline to be implemented need o be franslated into clear and attractive 'messages’, which can create ‘
interest and commitment
4, targets for improvement should be defined: a limited number of very concrete and achievable target i
5. the change plan s based on valid data on performance, feedback must create a ‘sense of urgency’ (this is a problem and
we are responsible) (-
6. most of the time a combination of interventions with actions at different levels {professionals, patients, teams, organizations,
legal and financial structures) are needed, taitored to the target group and setling
7. local support is offen critical: external experts come and help teams to set up improvement and teach them how to do it {
8. learning through peer influence and modeling best practice using experienced colieagues can be very effective '
9. assure necessary structural, financial and political conditions before starting with implementing evidence
10, a receptive environment and culture of learning in the team or organization is also crucial: involve and train the target group (-
at all stages of the implementation process '
11. embed plan within local/familiar {educationdl) activities and toke care that is is also 'fun’
12. invest in young professionals: teach improvement compeiencies in under- and postgraduate training E

o

These principles will be explained and examples from practice an research will be presented.

—
{
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Plenary 4 - Inplementation Programs: Some Success Stories

4:05 pm Jean Michel Chabot
Paris, France

A Successful Implementafion Program in France

4:15pm Gunter Ollenschléger, MD
Director, German Agency for Quality in Medicine
Berlin, Germaony

Successful Regional Guideline Programmes in Germany
GUnter Ollenschi&ger, Marga Cox, Liat Fishman, Monika Nothacker,
Julia Rohe, Achim Wéckel (German Agency for Qudlity in Medicine (AEZ/AQuMed)

Background

In Germany, strategies for implementation of evidence based healthcare were introduced by the Physicians’ Self Governmental
Bodies (German Medical Association and National Ass. of Statutory Health Insurance Physicians) in 1925, Against this back-
ground, a joint scientific institution, the Agency for Quality in Medicine &zq, was established to act as a National Centre for
Evidence based Medicine and Guideline Implementation. Within this framework a national disease management guidelines
programme {(DM-CPG) was developed between 2000 and 2002 to produce and disseminate evidence based guidefines linking
prevention, acute care, rehabilitafion and chronic care for high priority healthcare iopics {asthma, diabetes, COPD, CHD,
depression, back pain, CHF etc.}, In order to implement these strategies and tocls, the German parliament passed a legal
framework for disease management programmes institutionalised on regional level. Until 2007 DM-CPG programmes have been
established in all German States (Laender). The presentation gives an overview on background, approaches and first results of
the implementation of evidence based disease management guidelines,

Methods

(1) Adaptaticn and dissemination of international methodologies, (2} business plan for a national guideline programme; {3} lob-
bying within stakeholders of physicians' scientific and political organisations; {4) establishment of a national guideline bureay; (5)
guideline adaption; (6} multidimensional dissemination; (7} structured implementation on regional level; {8) cutcome research.

Resulis

in 2003 the umbrella organisations of the scientific medical associations (n=150) and of all German panel physicians (n =
120,000} joined the programme and consented on a national guideline methodology. Guidelines for asthma, COPD, CHD,
Diabetes were developed and disseminated 2003-2006 to all German physicians {n=400,000). Consumer involvement started in
2005 by means of a national patient forum, with 3 patient guidelines disseminaled in 2006 and 2007. Regional panel physicians'
qudlity circles have been developing and using guideline based pathways for use in primary care practices. Evaluation studies
on diabetes and CHD guideline implementation started in 2008.

Discussion

While consenting on needs, methodolegical and organisational issues, a countrywide disease management guideline
programme was established wilhin 4 yvears. Development & dissemination of national & regional DM-CPG programmes were
main driving forces for expansion and institutionatisation of evidence based healthcare in Germany. Follow-up studies show
frends toward CPG recommended patient care. Condrelled trials measuring efficiency and effectiveness of guideline use are
underway.

Ref.: Cllenschidger G, Kopp I. The German program for disease management guidelines. Results and perspectives. Med Klin
{Munich). 2007 May 15;102{5):383-7

35



Pienary 4 - Implementation Programs: Some Success Stories

425 pm Minna Kaila, MD, PhD
Senior Medical Officer, Prograrmnme Manager/MUMM-programme
Finnish Office for Health Care Technology Assessment
Tampere, Finland

The Successful Use of Tools for Finnish Professionals
Finchta /STAKES - National Research and Development Cenire for Welfare and Health

Two sets of national guidelines are being produced in Finland. The first Is a collection of more than 1200 concise, primary care
focused guidefines that have been in production since 1989 (Evidence Based Medicine Guidelines, EBMG). The second includes
75 comprehensive clinical guidelines targeting the entire health care system. The first of these was published in 1997 {Current
Care guidelines, CC}. The home of the guidelines is the physicians' scientific association, Finnish Medical Society buodecim. Both
sets use the same electronic production fine that allows easy multichannel publication. The EBMG are available in certain types
of mobile phenes and in the most traditional handbook format, The CC can be freely accessed via Intemnet in Finnish, with
English summaries {www . kaypahoito.flj, and can be read in the Medical Journal Duodecim. Practically all health professionals
have access 1o both sets via a health portal for professicnals purchased by almaost every hedlth care organization.

the guidelines are produced by physicians for physicians, which has probably improved use and at least atfitudes. Of the 18 000
physicians, more than 600 - 700 have been involved in guideline development, Other professicnals have had a lesser role.

Especially for the CC, the main strategy in implementation has been to use the guidelines as basis for developing local care

pathways. In these local projects, professionals other than physicians have been actively involved. .

The collective experience of the physicians in producing practice guidelines made it easier o embark on a national effort to
control queing for freatment. Long ques were considered an important equity issue, and in 2005 a set of 200 criteria for
non-emergency freatment was published and endorsed by the Ministry of Social Welfare and Health. A mdjor proportion of
these were based on the existing guidelines.

The Finnish guidelines are actively and widely disseminated - and used according to the Internet statistics. Accessibility s easy,
the guidelines aim to be concise and clear, and evidence summaries and even Cochrane reviews are available. The next step
is to start using the evidence {the electronic guidelines) in conjunction with an electronic patient record to produce e.g. individ-
udlized right-on-fime reminders to help the physician {professional, patient} remember important matters and 1o ease their
workload.

Saturday, August 25, 2007
Plenary 9 - Fitting Guidelines into the Real Wnr_ltl

2:00 am Richard N. Shiffman, MD, MCIS i
Yale University School of Medicine
New Haven, CT USA

Guidelineg implementation comprises a critical step in the transformation of scientific knowledge into systems that (-
influence clinicions’ behavior foward best practices. However, dialog and inferaction between the developers of )
guideline recommendations and those charged with operationalizing them have been limited. The Guidelines Internationat L
Network can provide opportunities for communication between these groups.

Guideline recommendations that are clearly stated, patient-specific, and delivered at the point of care have the highest
likelihood of being effective. Information technology offers a capability to deliver patient-tailored advice to the site where
clinical decision making occurs. This plenary presentation will explore a range of electronic clinical decision support tools, (
including Web-based guidelines, alerls, reminders, prompts, order sets, diagnostic and management assistants that have been -
applied internationally to improve care delivery. Challenges to effective electronic implementation include how best to :
represent knowledge about appropriate practice in electronic form, standardization of interactions between knowledgebases -

and electronic health records, and effeclive integration of guidance into clinical workflow. G ‘
We will also describe a number of electronic tools that can facilitate guideline development, such as GEM-Q to examine ( E
guideline quality, EXTRACTOR to promote accurate translation of recommendations, and the Guideline Implementability

Appraisal (GLIA) to identify potential obstacles to successful implementation. (‘___ ;
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Plenary 5 - Fitting Guidelines into the Real Worid

2:30 am Paul Wallace, MD
Medical Director for Health and Reproductivity Management Programs
The Permanente Foundation, Kaiser Permanente
Qakland, California, USA

Fitting Guidelines into the Redl World: Addressing Complexity in Guidelines

While the underlying methodology, acceptance, use and impact of disease based guidelines has progressed in the last 20
years, a major future opportunity is to extend this expetience to provide empirically based advice for the management of the
patient with mulfiple conditions. Much of health care resource ufilization is concentrated on a very small subset of patients -
generdlly with less than 5% of patients consuming over 50% of resources used and offen one third of resource use by no more
than 1% of the population. This pivolal subset of patients is largely distinguished by the frequent presence of multiple advanced
and co-morbid medical diagnoses and conditions. A critical aspect of clinical management of this diverse population of
patients is pricritization omong ol that could be done, even among interventions with a sound disease-oriented evidence base,
to focus on interventions most likely to maximize health outcomnes for that patient. Empirical support for the management of the
complex co-morbid patient ideally requires awareness of both how conditions co-occur within a population and as conditions
coincide or preferentially cluster, which of the multiple possible interventions will have the highest yield for improving health
outcomes. This presentation will share preliminary work to identify common patterns of co-morbidity and their linkage to overaoll
resource ylitization, discuss possible approaches for evolving an increasingly empirical basis for prioritization ameng possible
interventions, and propose a framework for leveraging this evidence into pafient management and performance assessment.
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HAS' EXPERIENCE IN ADAPTING INTERNATIONAL CLINICAL PRACTICE GUIDELINES (CPGS) FOR LOCAL USE
Najoua Mika-Cabanne, Michel Laurence, Patrice Dosquet {Haute Autorité de Santé (HAS), Saint-Denis La Plaine, France)

Background

An international collaboration of independent researchers, CPG developers, users and implementers has developed a
process for adapting CPGs {ADAPTE). its aim is fo ensure the production of relevant, applicable and up-to-date CPGs without
unnecessary duplication of effort (hitp://www.adapte.org). The HAS annual CPG development programme includes about 25
CPGs.

Purpose
To test the process for two CPGs: (1} "active management of labor” {several CPGs publishedy}, (2} "management of syncope”
(a high-quality European CPG used by most French physicians}.

Methods
A working group assessed the feasibility of the process with minor modifications. We noted their opinions and the results of the

process.

Results

Members were not keen to participate {time needed, fear of insufficient expertise) but discovered with pleasure that the process
provided them with a betier understanding of CPG development. Moreover, less time was spent searching for and acquiring
documentation. The results for CPG 1 were: {a) Search for source CPGs: 13 references selected, of which 7 rejected; (b) clinical
content: HAS had framed 24 questions (3 never yet addressed, 3 irelevant and deleted); 4 relevant questions added; (¢}
methodological quality (AGREE): 1 CPG rejecied (score for rigor domain: 4.8%); {d} search quality: no CPG rejected but start
date emitted In 1 CPG; (e) methods for selecting evidence: 1 CPG rejected as selection criteria inappropriate; {f) coherence
between liferafure review, conclusions, and recommendations: all 4 remaining CPGs coherent: (g) work on CPG selection
endorsed by working group; (h] literature review updated (2004); (i) HAS' recommendations drafted using the most appropriaie
responses in the 4 CPGs.

Discussion

The adaptation process was well accepted once the work had been accomplished. The time for CPG production was no
shorter because of lengthy recruitment and administrative procedures but workload was reduced. The quality of the derived
CPG has yet to be assessed.
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BO2

THE ADAPTE PROCESS: APPLICATION ON THE PERIOPERATIVE TREATMENT FOR RESECABLE NON SMALL CELL
LUNG CANCER (NSCLC)

Clofilde S&bldin El Guerche, Sylvie Guillo, Guifaume Gory Delabaere, Anne Bataillard, Béatrice Fervers {Fédéraiion Natfionale des Centres de Lulte
Contre le Cancer (FNCLCC)-Lyon- France, FNCLCC- Paris- France, FNCLCC- Paris - France, FNCLCC-Lyon- France, FNCLCC and Cendre Léon
Bérard-Lyon- France)

Background

The ADAPTE Working Group is an international collaboration of guidelines developers initialed between the deparfment
"Standards & Options; Recommendafions” of the French Federation of Comprehensive Cancer Centres and the Quebec Cancer
Control Depariment. The group developed in 2004 a systematic approach for the adaptation of existing guidelines to  different
contexis and setiings: the ADAPTE process.

Purpose
-Using the ADAPTE process to update SOR recommendations on adjuvant chemotherapy of stage | {o lIlA NSCLC.
- Testing the ADAPTE process.

Methods

Six main phases of the ADAPTE process were performed in cooperation with clinicians:

e Search and screen of existing guidelines using PIPOH {Population, Intervention, Professionals, Qutcomes, Health care setfing);
Assessment of the source guidelines’ quality using the AGREE Instrument;

Assessment of consistency between study results, conclusions of the literature review, and recommendations;

Evaluation of applicability to French cancer care;

Decision about using or nof the existing guideline;

Search of evidence published after publication date of the source guidefine.

Results

+ A guideline from Cancer Care Ontario published in 2005, addressed our clinical quesfion. its quality assessment led fo its
acceptance by the working group while its applicability directed us toward the need for precision of the concerned
poputation and adaptation of drug regimens to the French confext;

¢ Duration of development was reduced from 17 months with the usual SOR process o 10 months with ADAPTE;

* The process was well accepted by the clinicians,

Discussion

The process seems to shorten the development of SOR-Clinical Praciice Guidelings (CPG) and to aliow the development of
experts' confidence on pre-existing CPGs.

The main restrictions were finked wifh a lack of level of evidence in the CCO guideline. These positive results in terms of efficiency
of guideline production and acceptance by the expert panel should be further evaluated systematically.
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ADAPTATION OF CLINICAL PRACTICE GUIDELINES FOR THE LOCAL CONTEXT IN BELGIUM: AN EXPERIMENT WITH TWO TOPICS
Paul Yan Royen, Lisve Peremnans, Jan Michels, Kristien Dirven, Nathalle Van de Vyver, Hilde Philips, Frans Govaerls, Martine Goaossens,
An De Sutter {Universily of Antwerp, Antwerp, Belgium, Domus Medica, Antwerp, Belgium, University of Geni. Gent, Belgium)

Background

The de novo development and updaiing of high-quality clinical practice guidelines (CPG) is costly and time consuming. One
effective option of using rescurces more efficiently and avoiding unnecessary duplication of effort would be to adapt published,
evidence based CPGs to the local context. A method and instrument for such franscontextual adaptation is developed and
validated within Guidelines Infernaiional Network {GIN}.

Purpose
Because in Belgium we face pressure to produce and update more guidelines and resources are lacking for this process de
novo, we fook the opportunity fo test the feasibility of a systematic approach for adapting guidelines.

Methods
As no validated process for the adaptation of guidelines is yet available, we used the Practice Guidelines Adaptation and
Evaluation cycle {Graham et al, 2005}, the approaches reported by Fervers [IJQHC 2006} and the ADAPTE group as references

Resulls

Based on the mentioned references. we developed a procedure with 10 steps, including searching for existing guidefines,
updating literature and/or addition of clinical questions, quality appraisal, analysis of the evidence and the recommendations,
testing the recommendation in the target group and adaptation of the recommendations to the target context of use. The
procedure and its feasibility is tested for: a) the developmeni of a new guideline on 'the management of harmful alcohol use in
general practice’ and b} the full updating of the guideline "hypertension’. :

Discussion

The tested approach for adapting guidelines is considered an altemative to de novo guideline development. We will report on
the encountered difficulties and obstacles, such as the need for experiise in information gathering ond crifical appraisal of
guidelines, time needed for each step and lack of tools. This supporls the need for clear but flexible instructions.




BO4

NICE AND SHORT? DEVELOPING SHORT CLINICAL GUIPELINES FOR THE NATIONAL HEALTH SERVICE IN ENGLAND AND WALES
Tim Stokes, Toni Yan. Francis Ruiz, Janette Boynton, Michael Heath, Nicole Bliott [National Institute for Heatth and Clinical Excellence {NICE].
Manchester and London)

Background

The Nationdi Institute for Health and Clinical Excelence (NICE) has recently established a short clinical guideline programme.
This programme will allow the rapid (12 month) development of clinical guidelines that address a small number of key clinical
questions and will allow NICE to address lopics on which the National Heaith Service in England and Wales requires urgeni
guidance. The World Health Organisation, in its recent review of the NICE guidelines programme, has also recommended that
NICE undertake the development of short clinical guidelines. A challenge for this new programme is o maintain NICE's key
principles of fransparency, Inclusiveness and robust assessment while markedly shortening all skeps of guidance production.

Purpose
To present the key methodological issues encountered from adapting cumrent NICE clinical guideline methods for shorf clinical

guideline development.

Methods
The interim process guide for the short clinical guidelines programme is the subject of public consultation from February to April

2007. The first short clinical guideline, care of the acutely ill in hospital, is cumrently in development and will be published in July i
2007.

Resulis
The resulis of the public consultation on the short clinical guidelines programme process and methodolegical issues encountered

during the development of the first short clinical guideline by NICE will be presented.

Discussion !
The key issues national guideline developers need to consider when planning ¢ programme of short or rapid clinical guidelines '

will be highlighted and discussed. {
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ASSESSMENT OF THE SCOPE AND QUALITY OF CLINICAL PRACTICE GUIDELINES [N BURN INJURY
E. Kis MD, I. Szegesdi MD, E. Dobos MD, Kemény MD, DSc {Burn.and Plastic Surgery Unit of the Department of Dermatology and Allergelogy.
Department of Anassthesiology and intensive Therapy of the University of Szeged, TUDOR Hungarian EBM Network)

Purpase
To provide an evidence-based background for develaping the Hungarian Bum Association bum injury guidelines, a systematic
review of the literature was performed to identify published guidelines In burn injury and evaluate their quality,

Methods

A systematic search was performed for relevant literature from MEDLINE, SCOPUS, the Cochrane Library, the websites of several
refated journals and general medical journals, elecironic databases of major guideline development agencies, and reviewing
the reference lists of review arlicles and included guidelines. We also searched for guidelines of - several websites of burn associ-
ations. Each guideline was evaluated by three reviewers using the Appraisal of Guidelines for Research and Evaluation (AGREE)
insfrument and was coded for clinical topics covered. Clinical fopics were identified by reviewing burn practice guidelines.

Resulis

From 546 citations, 21 relevant guidelines were Identified.Of the 21 guidelines evaluated, 8{38%) were evidence-based. The
AGREE instrument rates guidelines along six domains. As a group, the guidelines performed well in the scope and purpose
domain, with only 3 guidelines {14%) scoring < 50%, and in the clarity and presentation domain, 1 guideline (5%) scored <50%.
For the remaining domains, however, the guidefines did not perform as welk: for stakeholder involvement, 17 guidelines {81%): for
rigor of development, 13 guidelines (62%): for applicability, 20 guidelines (95%); and for editorial independence, 18 guidetines
(86%} scored < 50%. Affer considering the domain scores, the reviewers recommended 12 of the guideiines {57%).

Discussion

All major kurn injury topics ore covered by at least one guideline, but no single guideling addresses all areas. Furthermore,
although existing guidelines may accurately reflect clinical practice, mest performed pocrly when evaluated for quality. Future
guideline efforts that address each item of the AGREE instrument would add substantially to the better management of burn
injury patients.
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AN INTERDISCIPLINARY GUIDELINE DEVELOPMENT PROCESS: THE CLIP LOW-BACK PAIN GUIDELINES

Stéphane Poitras PTPhD , Miche! Rossignol MD MSc , Clermont Dionne QT PhD , Michel Tousignant PT PhD , Manon Truchon PhD , Bertrand Arsenautlt
PT PhD , Pierre Allard PT MBA , Manon Coté MD , Alain Neveu MDD (Monireal Department of Public Health, McGill University, Monireal {Canada).
Lepartment of Rehabilitation, Laval University, Quebec City {Canadda), Department of Rehabiliialion, Sherbrooke University, Sherbrooke (Canada),
Department of Industrial Relations, Laval University, Quebec Cily (Canadal), School of Rehabilitation, University of Monireal, Montreal ({Canadal, Sir
Mortimer B Davis Jewish General Hospital, Monireal [Canada), Jewish Rehabilitation Hospital, Montreal [Canada). Constance Lethbiridge (-
Rehabiktation Centre, Montreal (Conadal)

Background
A review of the qudlity of low-back pain (LBP)guidelines, using the AGREE instrument, concluded that stakeholder involvement

and guideline applicabllity needed to be improved(l1).

Purpose
To develop, with family physicians, physictherapists and occupational therapists, interdisciplinary guidelines aimed at the clinical
management of LBP in primary care.

Methods

five inter-dependent groups were creafed: the project team {n=9}, stakeholder representatives (n=10), extended group of
clinicians {n=134), scientific committee {n=7) and clinical synthesis team (n=9). Clinicians were drawn from the following
professions: physiotherapists (46%), cccupational therapists {37%) and family physicians {17%}. Stakeholders represented clinician
licensing boards and associations. Using previously published guidelines, systematic reviews and meta-analyses, clinicat
management recommendations for LBP were developed by the project team. A siructured process facilitating discussions on
these recommendations among members of the five groups was created. Four communication fools were provided for these
exchanges: a web-based discussion forum, anonymous questionnaires, meetings and symposia.  Participants were prompted
for comments on clarity and applicability of the recommendations. Clinical management recommendations were revised
following these exchanges. without deviating from the evidence. At the end of the project, a guestionnaire was sent to the
participants to assess satfisfaction towards the guidelines and the development process.

Resulls

Twelve clinical management recommendations on management of LBP and persistent disability were developed. A clinical ;
algorithm summarizing the guidelines was also elaborated. A response rate of 75% was obtained for the questicnnaire. The

magjority of respondends were satisfied with the guidelines and fhe development process. i

Discussion
Primary care interdisciplinary guidelines aimed at returning patients with LBP to thelr usual activities and preventing persistent
disability were developed and endorsed by relevant stakeholders.

{1} van Tulder MW et al. Quality of primary care guidelings for geute fow back pain. Spine 2004;29:£357-E362.
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MAKING THE AGREE TOOL GUIDANCE MORE USER FRIENDLY
Ann Scott, Carmen Moga, Christa Harstall, Paul Taenzer {Institute of Health Econormics, Calgary Health Region Chronic Pain Cenire}

Background

A literature review revealed that knowledge-practice gaps exist among primary care practifioners regarding low back pain. The
Alberta HTA Chronic Pain Ambassador Program is addressing this gap by gathering the best quality guidelines on fow back pain

maonagement to construct evidence-based, Alberta-specific guidelines and clinical care pathways on the prevention, diagnosis,
and treatment of low back pain.

Purpose
The AGREE tool was used to appraise selected guidelines. The tool was modified to reduce the ambiguity and subjectivity in
item scoring, and to enable the differentiation of good from poor quality guidelines.

Methods

Three modifications were made.

1} The three criteria in the Scope and Purpose domain were considered mandatory for o good quality guideline. Guidelines not
scoring 100% in this domain were excluded from further appraisal,

2} A detailed set of instructions, or dictionary, based on the AGREE guidance was consiructed that ulilized logical operators
{AND, OR, NOT].

3} Seven "essential" criteria were identified for categorizing guidelines as good, moderale, or poor guality. The average quality
score (maximum possible of 28} was then rated.

Goced -score of 22 to 28;
Average -score of 1510 21;
Poor -score 0 to 14,

The dictionary was fested by three reviewers using three randomly selected guidelines on low back pain management.

Resulis

Pearson cormrelation coefficients ranged from 0.27 to 0.81 for pairs of reviewers. For the three guidelines, 7/9 interreviewer
comparisons were statistically significant {P<0.01}. Discussion of discrepancies increased the level of agreement range 0.95-
1.00). tems 7, 19, and 20 generated the most disagreemenit.

Discussion

The modified AGREE tool was useful, particularly the dictionary, which is undergoing further reliability testing. More prescriptive
instructions cannot eliminate subjective judgment, but they do reduce ambiguity and discourage the aulopilot effect that
nevitably occurs when reviewers examine muttiple guidelines.
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AGREE NEXT STEPS: CONTINUOUS QUALITY IMPROVEMENT IN THE EVALBATION OF CLINICAL PRACTICE GUIDELINES

Melissa Brouwers, Jake Burgers, Francoise Cluzeau, Dave Davis, Gene Feder. Beatrice Fervers, Jeremy Grimshow, Steven Hanna, Michele Kho, Peter
Littlejohns, Julie Makarski, Guenier Glfenschlaeger, and the AGREE Il Next Steps Group (Depariment of Clinical Epidemiclogy and Biosiatistics,
McMasier University, Hamilton, ON, Dutch Institute for Healthcare Improvement CBO, Utrecht, the Netherlends, $t. George's Hospital Medical
School, Loendon, UK, University of Toronto, Toronto, QON, Bart's and the London Queen Mary's School of Medicine, Londen, UK, Federation Nationale
des Centres de Lutie Conlre le Cancer, Lyon, France, Clinical Epidemiclogy Program, Ottawa Health Research Unit, Ottawa, ON, Nafienal institute
for Clinical Excellence, London, UK, Agency for Quality in Medicine {AQuMed), Berlin, Germany}

Background

The Appraisal of Guidelines Research and Evaluation insirument {AGREE 1.0} was designed to assess the quality of clinical
practice guidelines {CPGs). 1t is widely used by many organizations across the world. However, further refinement is required to
enhance its measurement properties {refiability, validity, and usability} and increase its pertinence to different user groups {e.g..
clinicians, researchers, and policy makers).

Purpose

1. Infrcduce a 7-point scaling system and establish its reliability.

2. Test the relationship between the quality domain scores and various globat assessments of quality.

3. Evaluate users' perceptions of the value, helpfulness, and relevance of the AGREE 1.0 instrument items to their
decision-making.

Methods

Based on a sample size calculation, we anticipate recruiting >200 study participants, including guideline developers/researchers,
practicing clinicians, and policy makers. Based on a randomized desigh, parficipants will evaluate a guideline using AGREE 1.0,
complete a series of new global rating measures, and provide ratings and rankings regarding the usefulness of items, domains
and scales to decision making.

Resuits

Recruiiment, data acquisition, and analysis are ongoing of the fime of writing. We will present data addressing our hypotheses,
including reliability of the new scaling and correlations between global measures and AGREE 1.0 domain scores. It is expected
that the perceptions of ratings and rankings of insfrument item and domein usefulness will vary significantly across appraiser
type. The process of applying the AGREE instrument to evaluate a guideiine may affect global rafings of the guideline and the
perceived usefulness of the AGREE.

Discussion
This project will inform the next version of the instrument {AGREE 2.0) and provide the foundation to design AGREE-Shorts,
abridged versions of the AGREE instrument tailored to appraiser type and useful in cerfain condexis for specific objectives.

This project is funded by the Canadian Instifutes of Health Research,
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DEVELOPMENT AND VALIDATION OF A MEASUREMENT INSTRUMENT FOR APPRAISING INDICATOR QUALITY:

APPRAISAL OF INDICATORS TROUGH RESEARCH AND EVALUATION (AIRE) INSTRUMENT

Johan de Koning, Anneke Smulders, Niek Klazinga {Department of Social Medicine, Academic Medical Centre, University of Amsterdam, the
Netherlands / Centre for Public Healih Forecastfing, Nafional Insfitute for Public Health and the Environment, Bilthoven, the Netherlands,
Department of Social Medicine, Academic Medical Centre, University of Amsterdam, the Netherlands)

Background

in recent years, performance measurement in health care has become fop priorily for all major stakehelders in health care
systems worldwide. Large numbers of quality indicators have emerged from many sources. However, despite the availability of
hundreds of indicators, the guality of many of them often is questioned.

Purpose
The aim of this study was to develop and validate an instrument for assessing the quality of indicators.

Mefhods :

The AIRE Instrument was developed and tested through a multi-staged process including: -a literature study, -item generation,
selection and grouping, -consultation rounds with experts in the field of performance measurement in health care, -investigation
of its reliability and validity by an expert panet (n=8} using a set of clinical indicatars, and -a guestionndire survey on the
insirument's relevance and usability.

Results

We developed an insirument similar to the AGREE Instrument, developed to appraise clinical practice guidelines. The AIRE
Instrument consists of 20 qudaliy criferia [items} grouped into four quality domains: 1. Purpose, relevance and organizational
context, 2. Stakeholder involvement, 3, Scienfific evidence, 4. Additional evidence, formulation and usage. All panellists found
the instrument useful for appraising indicator quality. Reliability was acceptable for most domains (Cronbach's alpha 0.69-0.94).
All domains were rated consistently {ICC), however for different numbers of appraisers. As some items could be interpreted
differently in domain 1 and 2, further refinement of these items was needed. Quality indicators produced as part of established
indicator programs or by specialized organizations had significandly higher scores on domain t {p=.016}, 3 (p=.044}, and 4
{p=.001).

Discussion )
The AIRE Instrument can be used consistently to appraise indicator quality. Application of this instrument enhances uniformity in
indicator development procedures that will lead to improved indicator quality. In 2007, the AIRE Insfrument will be validated in
an international setting,
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ELICITING PRIORITIES FOR GUIDELINE TOPICS FROM PATIENTS WHO HAVE CHRONIC KIDNEY DISEASE

Allison Tong, Peter Sainskury, Bronwyn Hall, Stacy Carter, fonathan Croig (NHMRC Cenire for Clinical Research Exceffence in Renal Medicine,
Centre for Kidney Research, Children's Hospital at Westmead, Wesimead, NSW 2145, Schoot of Public Health, University of Sydney, Sydney, NSW
2006 , School of Public Healih, University of Sydney. Sydney, NSW 2006, Centre for Values, Ethics and the Law in Medicine, University of Sydney.
Sydney NSW 2006, NHMRC Centre for Clinical Research Excellence in Renal Medicine, Centre for Kidney Research, Children’s Hospital at
Westmead, Wesimead, NSW 2145, School of Public Health, University of Sydney, Sydney. NSW 2004)

Background

The inclusion of consumer preferences in the selection process of research topics and guideline topics is widely advocated.
However, the choice for research and guideline topics & largely driven by professional agendas and the preferred mechanisms
for consumer involvement remains unclear.

Purpose
This study was conducted to elicit priorities for guideline and research topics from pafients who have chronic kidney disecse
(CKD). We also aimed fo explore and identify the reqsons underlying their selection of guideline and research topics.

Methods :

Fatients with CKD were purposively sampted from four kidney dialysis and transplant centres in 3 major cities in Australia to
participate in one of ¢ focus groups - 3 for pre-dialysis patients, 3 for patients on dicalysis and 3 for transpfant patients. The focus
groups were conducted from July - Septemiber 2006. Each 2-hour focus group involved 6-8 participants. Focus groups franscripts
were coded and thematically analysed o identify recument research topics and the participants’ logic for their choices.

Resulls

Important tepics ideniified included: prevention of kidney disease, better access to and improvement in kidney transplantation,
reduction and elimination of side effects associated with freatment, and more advanced fechnological therapies. We derived 5
reasons or logic that patients used to select their topics: normalising logic [developing therapies and regimens that fit into daily
living), altruistic logic {considering the welfare of others before personal needs), economic logic (channelling resources for maxi-
mum ecenomic efficiency). personal logic {preferences based on feelings, values, personal needs}, and ciinical logic (improving
clinical ouicomes and the physiclogical condition of patients with CKD).

Discussion

We have identified topics recurrently nominated by patients and developed 5 ‘patient-logics' that can be considered in the
broader contfext of selecting what guideline fopics to cover. Decision-making processes for selecting guideline topics should be
made explicit and should incorporate consumer values and perspecfives.
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WAVING NOT DROWNING IN THE GUIDELINES SEA
Andrew Boyden [National Heart Foundation of Australia, Canberra, Australion Caopital Terifory }

Background

In Australia, various bodies develop and implement clinical guidelines. Thelr work has been supported by a national organisation
that sets standards and provides support. However despite these useful inputs, implementation and improved health outcomes
are hindered by the absence of a national framework to prioritise, coordinate, and fund the development and implementation
of clinical guidelines. Crganisations including the National Heart Foundation of Australia (NHFA) have undertaken important
work, albeit while largely working independently of each other. Recognising the difficulties associated with the isolated devel-
opment of guidelines. and that implementation requires coordinated activities across multiple sectors, the NHFA has reviewed ils
strategy. It has defined new approaches that aim to optimise outcomes in the absence of a much-needed national guidelines
framework.

Purpose
To present a case study of a leading Australian non-government organisation that has adopted new strategies to work in the
area of clhnical guidelines in the absence of a national guidelines framework.

Methods
Commentary

Results
N/A

Discussion

A program logic approach was used to help define a clinical guidelines strategy. The starting point was to define the short,
medium and longer health cutcomes sought by the organisation. Consideration was then given to how the NHFA with ifs
limited resources could best work to help achieve these outcomes, Key features of the siralegy include: -A focus on govern-
ment relations work and advocacy to influence heatth policy and funding -A greater emphasis on implementation through the
reorientation of internal work programs with an emphasis on multi-sectoral interventions and integration, and the formation of
waorking partnerships with bodies such as the National Institute of Clinical Studies (NICS) and the National Prescrilying Service
{NPS) -An dim to maintain the evidence-base across a range of CVD prevention and management guidelines efficiently and in
collaboration with other stakeholders -Plans fo identify and prioritise gaps in evidence based care and to address these using a
key message approach supported by tools for health professionals
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FIELD TESTING NATIONAL PUBLIC HEALTH GUIDANCE ON SUBSTANCE MISUSE
Simon Ellis, Harry Sumnad, Lisa Jones, Karl Witty, Michelle Wareing, Kerry Woolfall, Jim Mcveigh, Mark Bellis [Nafional Instituie for Healih and Clinical
Excellence {NICE), England, National Collaborafing Centre for Drug Prevendion (NCCDP), Liverpoot John Moores University, England)

Background

In 2005, the National Instifute for Health and Clinical Excellence (NICE} began developing pubfic health guidance for England.
The process and methods were based on NICE's clinical guidelines - with a new 'fieldwork’ phase for focused consultation with
practitioners about draft recommendations.

Purpose
The fieldwork considered: Content - are the recommendations appropriate, accessible and clear? Practice - what is curent

practice and how might the recommendations build on or change #2 Impact - what are the barriers to / opportunities for
implementation and what further resources or fraining might be needed?

Methods

The draft recommendations were developed based on findings from a review of effectiveness and an economic appraisal. The
Nafional Collaborating Centre for Drug Prevention [NCCDP) was commissioned to field-test the draft recommendations. Three
meetings were held in Liverpool, Manchester and Bristol with practitioners in health, education, social welfare and criminal jus-
tice delivering drug prevention for vulnerable young people. Discussions were franscribed and themes categorised within and
between groups. An online guesiionnaire was used with professionals whe could not atfend the field meetings. This provided .
supplementary data about the effectiveness, relevance and utility of the draft recommendations. -

Resulis

Delegates supportfed the general objectives of the recommendations, Some were aready being conducted, however several
could not be delivered through current structures and practices without appropriate funding and support. There was concemn
the specified interventions would be prescriptive and take precedent over cument activities, with implications for service funding
or the support offered to young people. Funding and professional development were two of the major barriers to the infroduc-
tion of new inferventions. The recommendations would need to be supported by different govermment departments to be I
delivered across sectors,

Discussion
The data from fieldwork was used In re-drafting the recommendations. Fieldwork can provide useful context data to inform the

specificity of recommendations and increase ther likelihood of implementation, i
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CANADIAN BEST PRACTICE RECOMMENDATIONS FOR STROKE CARE 2004)- GUIDELINE DEVELOPMENT PROCESS
Patrice Lindsay, Alison McDonald, Stephen Phillips (Canadian Stroke Network, Queen Elizabeth Il Health Sciences Centre |

Background
The Canadian Stroke Strategy {CSS$) recently released the Canadian Best Practice Recommendations for Stroke Care {CSSBPR),
developed through a structured evidence review and consultation process.

Purpose
The goal of these recommendations is fo increase censistency and standardization of the delivery of stroke care across Canada.

Methods :

The CSSBPR was developed through a systematic process following the Practice Guidelines Evaluation and Adaptation

Cycle framework {Graham, 2005). This process built upon previous Canadian stroke studies to identify, review and select
recommendations from existing stroke guidelines. All guidetines considered for inclusion were rated with the AGREE tool, and
only guidelines with high rafings were maintained for ongoing consideration. Multidisciplinary task groups. created within clinical
specialties {e.g.. acute, rehabilitation, prevention)], reviewed these existing guidelines to select, adapt or develop siroke care
recommendations for final consideration. All proposed recommendations were based on the highest levels of evidence or were
considered critical system drivers, appeared in more than one guideling, and were relevant to the Canadian context. A mulii-
disciplinary consensus meeting was held with broad national representation fo review the proposed recommendations, evaluate
the merits and value of each, refine confent and wording, and propose final selections. External consultations were held with
key informant individuals and professional groups for final input, critique and validation. Unique fo these guidelines was the
development and inclusion of 'system implications' and specific performance measures associated with each recommendation.

Results
Using vdiid and reliable fools and methods, 24 recommendations were selected for the Canadian Best Practice
Recommendations for Stroke Care 2006.

Discussion

The CSSBPR provides evidence-based recommendations that focus on both systems and processes of care that will help support
care delivery and decision making across disciplines and across the stroke care continbum. Adherence fo these guidelines is
anticipated 1o improve care and outcomes for stroke patients and their families.
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DEVELOPMENT AND VALIDATION OF AN EVIDENCE-BASED VENOUS ULCER GUIDELINE

Laura Bolton, Lisa Corbelt, Laure Bernato, Peggy Dotson, Scott Laraus, Diane Merkte, AAWC Gov./Regulatory Task Force (Department of Surgery
{Bicengineering), UMDNJ, New Brunswick, NJ, Hartford Hospital, Hartford, CT, National Institute of Health, Bethesda, MD. Healihcare &
Reimbursement Strategies. Yardley, PA, Medical Center at Princeton, Princeton, NJ, Griffin Healihcare, Milford, CT)

Background
Yenous ulcers [VU} pose significant quadlity of life, clinical, and ecenomic burdens on society. Evidence-based practice for
managing them may improve healing and reduce recurrence and costs of care.

Purpose
The Association for the Advancement of Wound Care (AAWC) Government and Regulatory Task Force {the Task Force}
developed a content-validated venous ulcer guideline based on the best available evidence supporting each aspect of

venocus ulkcer care.

Methods

The task force compiled an exhaustive list of elements in VU algorithms published before August, 2003. The Task Force then used
pre-defined criteria o rate and summarize up to 5 "best” references from MEDLINE, CINAHE and EMBASE literature searcheas,
covering each aspect of care. Sixteen multi-disciplinary wound care professionals and educators used judgment quandification
to validate the content, logic and sequence of the algorithm. A 2005 survey of AAWC members clarified effects of
under-reimbursement on evidence-based VU practice.

Results -

The VU Guideline may be obtained from the AAWC and AHRQ National Guideline Clearinghouse websites. The guideline
consists of all elements with the highest fevel evidence plus those with a Content validity Index » 0.75. Some steps in the
guideline supported by the highest level evidence (sustained graduated high compression, aufolytic debridement and moist
wound environments} are so poorly reimbursed that some United States clinicians using them have closed their practices due to
loss of revenue.

Discussion

There is a significant gap between VU care in the Unifed States and practices supported by evidence. One reason for this gap is
inadequate and/or incensistent reimbursement policies. Such inadequacies and inconsistencies may contribute to continued
delay of venous ulcer hedling, increase recumence, magnify the burden of venous ulcers 1o society ond unnecessarily increase

patient sutfering. ;
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TESTING AND VALIDATING SEARCH FILTERS IN THE CONTEXT OF EVIDENCE-BASED GUIDELINE DEVELOPMENT
Rikie Deurenberg, Kitty Rosenbrand, Joko Burgers (Dutch Institule for Healthcare improvement CBO, Utrecht The Netherlands, Dufch Institute for
Healthcare Improvement CBC Ulrecht The Netherlands)

Background
For retrieving evidence for quality guidelines, systematic literature searches are needed. For identification of articles search filters

are used

Purpose
The aim of this sfudy is fo test performance of different, available filters for systematic reviews for Medline received from differeni

G-I-N organisations.

Methods

A validation database was created with cited references from evidence tables of three recently produced guidelines on breast
cancer. The filter performance of five different filkers for systematic reviews, validation step-1, was measured. We also tested
performance of the same filters in real life” (=validation phase-2), measured in a limited part of Medline, This sample was
constructed by searching breast cancer (focus), imiting to diagnosis and last years {from January 2005), restricting to articles
published in high impact journals from Science Citation Reports 2005 of relevant subject categories (Medicine general and
infernal, Medicine research and experimental, Oncology).

Results

The applicability and validity of tested filters during validation phase-1 did not show much variation, The sensifivity of all five fitters
ranged from 84% to 100%. The systematic review filter, used by "CBO" showed o sensitivity of 23%.

This standard filter retrieved 8 arficles In the sample whereas the combination of five filters retrieved 52 articles. From those 8
articles only three fitted the guideline topic, two were systematic reviews. Additional results of 44 articles showed that 26 fitted
the guideline topic and three described results of potentially relevant studies.

Discussion

Validation phase-1 shows if standard methodological filters can refrieve key articles but does not show precision of filters in *reai
life”. Validation phase-2 is important to measure filter precision. The fest shows that precision was 0% for this topic and within this
greup only five systematic reviews were retrieved. Adding more filfers did not retrieve more systematic reviews. More tests are

needed.
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SERVICE GUIDANCE: DEVELOFING RECOMMENDATIONS IN AN EVIDENCE-POOR ZONE
Andrew Cleves, Stephanie Amold, Nathan Bromham, Karen Francis. Angela Melder, Fergus Macbeth [Nalional Collaborating Centre for Cancer.,
Park House. Greyfriars Road, Cardiff, CF10 3AF, Wales}

Background

The National Collaborating Cenidre for Cancer {NCC-C} Is responsible for developing National institute of Health and Clinical
Excellence (NICE) guidelines on cancer for the Nafional Health Service (NHS} in England and Wales. Service guidance differs
from a clinical guideline in that it makes recommendations 1o the NHS on how a whole service should be configured rather than
on Iindividual inferventions. There is often very little convendional research evidence on which 1o base recommendations for such
guidance and so other methods need 1o be used.

Purpose
This absfract explores how the NCC-C approached this problem when developing cancer service guidance.

Methods

We report our experience, using examples from service guidance published to date. The focus will be firstly on evidence and
service guidance:

« the type of evidence used;

« how the evidence is identified;

¢ how the evidence Is appraised.

In addition we present methods that we employ when little of no evidence is identified, in order to achieve the aim of making
useful recommendations for cancer services. :

Results

Evidence from clinical studies has limited potential to direclly inform recommendations in service guidance. Addifional methods
employed include:

o citing existing, current guidelines;

including grey hierature e.g. audit data submitted by stakeholders;

requesting expert position papers;

underiaking bespoke research e.g. 'Needs Assessment’;

making recommendations for research.

Discussion

Service guidance differs from clinical guidelines in its relationship with the evidence base. The additional methods employed by
the NCC-C permit the development of recommendations for areas where evidence is weagk, but where recommendations are
much needed. The end resulls are recommendations to improve service provision and guidance that is fit for purpose.
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CLINICAL PRACTICE GUIDELINES AND MULTIMORBIDITY - IMPORTANT FOR DEVELOPERS AND PRACTITIONERS
Peter Rutherford, Mercia Page {National Institute for Health and Clinical Excellence, London, UK)

Background

Clinical practice guidelines typically concentrate on single conditions, rigorously examining evidence and assessing cost
effectiveness using frials which exclude patients with co-morbidity. Difficulties arise when recommendations are then applied tc
typicatl patients in clinical practice who are elder and have multimorbidity - there is a risk of adverse events, excessive patient
burden with interventions and increased cost. This may lead to non-implemerdation or if guideline recommendations cre
transformed into performance management, inappropriate interventions being implemented in frall patients.

Purpose

To review the lilerature relating fo multi-marbidity and clinical practice guidelines. To assess how multimorbidity Ts addressed in
NICE clinical guidelings. To determine potential sirategies fo aid the guideline developer and health practitioners and allow
guideline recommendations to facilitate decision making in patients with multimorbidity.

Methods
Literature searches of MEDLINE and other datobases were performed using 2 strategies, terms related to multimorbidity/comor-

bidlity and combinations of diseases {eg diabetes and heart foilure]. A formal review of NICE guidelines was performed fo
determine if they addressed multimorbidity in recommendations.

Results

The literature review demonsirated that there is little published evidence relafing fo multimorbidity with respect to clinical trials of
inferventions or consideration in guidelines. Searching for combinations of diseases yielded minimal studies except for Dual
Diggnosis (mental health). A review of NICE clinical guidelines demonsirated that multimorbidity is not addressed consistently in
scoping and guideline generation. From the literature, there are approaches fo clinical guideline production for the multimarbid
patient - to focus around considering patients goals and life expectancy alongside the evidence o form recommendations .

Discussion
Multimorbidity is not addressed thoroughly or consistently in the literature or clinical guidelines and the probslem remains of

relating average trial effects to typical patients via guideline recommendations. A patient focused approach to guideline
generation could aid in the management of the many patients with mullimorbidity.
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NOT BY EVIDENCE ALONE
Eloise Clark, Edward Donovan (Cincinnati Childrens Hospital Medical Center)

Background

Evidence-based, clinical practice guidelines (EBGs) represent the confluence of cument, valid evidence, clinician expertise and
experience, and patient preferences. Because research evidence accumulates, chinical practice evolves and preferences
change, EBGs must be frequently updated.

Purpose )
To classify and evaluate changes that were made during revisions of Cincinnati Children's Hospital Medical Center ([CCHMC}

practice guidefines.

Methods

Retrospective case sfudies of five revisions of three CCHMC guidelines were conducted: management of bronchiolitis in infants,
acute gastroenteritis in infants and young children, and fever of uncertain source in infants 0 to 60 days of age. Revised guide-
lines were compared to the most recent prior version. Changes were classified into selected domains: (1) responses to validated
quality criteria for guidelines {Quality); (2} usefulness in the clinical setting, including responses to clinician feedback {Clinician);
(3) incomporation of technology fo improve effectiveness or efficiency of guideline use and the revision process itself
{Technology): and {4) incorporation of new evidence, based on published sfudies (Evidence). Inh each domain, changes in the
guidelines resulting from revision processes were stratified by degree of change: substantial, noticeable, supporting citation, or
minar,

Results

In the five revisions studied, 312 changes were identified. Approximaiely 80% were not associated with new evidence
(Evidence). Of the 20% fhat were related to new evidence, approximately one-third were classified as minor or addition of
suppeorting citations with-no change In care. Among non-evidence domains, most changes were relafed to usefulness in the
clinical setting (Clinician), and approximately 40% of these were classified as substaniial,

Discussion

This study suggests that ongoing review of current research may not be sufficient to keep guidelings useful for clinicians and
families. Recent literature suggests that future generations of EBGs focus guideline revisions on implementability, measurement
of improved patient cutcomes, and transformation Into electronic formats.
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THE NATURE OF EVIDENCE: HOW DOES EVIDENCE INFORM GUIDELINE RECOMMENDATIONS?
Shefia McNair, Melissa Brouwers, Manya Charette (Cancer Care Oniario & McMaster University)

Background

Since 1997, the Cancer Care Ontario Program in Evidence-based Care (CCOPEBC) has developed clinical practice guidelines
to inform oncology practice in Ontaric.  We now address topics beyond treatment, ranging from screening to end of Iife care,
and organizaticnal standards of care. We are encountering more variability in the GVOI|0b]|ITy and qualify of evidence, and this
presents challenges to how we obtain, synithesize and present evidence.

Purpose
To identify common principles in the use, application, and interpretation of evidence for CCOPEBC recommendations.

Methods
We surveyed 45 CCOPEBC documenis produced in 2006 to identify the type of study design, frequency of abstract reports and
oulcome measures that formed the basis of each recommendatfion.

Results

Of 153 recommendations made, 63% were supported by frial evidence, with 78% for systemic therapy topics, compored to 30%
for radiation/surgery and 7% for other {e.g. screening. nursing, follow-up). The evidence base included Phase IIERCTs (91%),
Phase Il RCTs (8%). and nonrandomised studies (4%). Abstract reports informed 38% of recommendations. On rare occasions,
full report data have contradicted earlier absfract data, leading to substantive change in recommendations.
Recommendations were based on survival outcomes {50%}, response outcomes (39%), adverse effect/toxicity (33%) and quality
of life {14%}. In sorme cases, direct linkages between evidence and recommendations were difficult o determine.

Discussion

The evidentiary base for guidelines about treatment using drug therapies (80% of the 2006 sample] is largely Phase 1l RCTs. in
order to address important clinical and organizational questions for which the evidence is fess clear, the following principles were
identified for CCOPEBC document development,

1. State explicitly when a recemmendation is based on a consensus of clinical opinion.

2. Adopt new strategies for more efficiently oblaining, interpreting and applying non-FPhase Il evidence.

3. Make linkages beiween evidence and recommendation mare explicit In the documents.
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EVIDENCE BASED GUIDELINES REQUIRE A GOOD UNDERSTANDING OF THE UNDERLYING

EVIDENCE - AN "INTEGRATED" CURRICULUM IN EBM FOR EUROPE

Susanne Weinbrenner, Regina Kunz, GUnter Offenschidger , Berit Meyerrose, Antje Vega-Perez, Euebm Project group (German Agency for Quality in
Medicine, Berlin, Germany {AQuMed), Basel Institute for Clinical Epidemiology, University Hospital Basel, Switzerland, AZQ, Charité
UniversitGismedizin Berlin)

Background

Ebm is a fundamental knowledge basis for guideline developers. In order to overcome recognised barriers fo franslate evidence
into practice guidelines or clinical pathways, the European Union has funded the development of a pilot project for a European-
wide curriculum in ebm.

Purpose

o To identily the needs of individual countries, national surveys have mapped existing leaming and teaching opportunities
in ebm.

¢ To develop an ebm-curiculum thot is integrated In the working environment of health care professionals which enables
them to leam ebm-concepts in the context of patient care and to apply them for developing practice guidelines or
clinical pathways.

¢ To design and pilot an ebm-teaching and -learning unit integrated in daily patient care using systematic reviews
{SR}/meta-analyses {MA).

Methods :

On the basis of the national surveys we

defined leaming objectives for the cumiculum,

designed adequate e-learning tools, using systermatic reviews as example

developed a portiolio for fhe learner and tailored handbooks for learners and tocal facilitators
piloted an ebm-ieaching/-leaming unit in daily patient care using SR / MA. ‘

Resulis

Eight countries participate in the project. (UK, Germany, Hungary, lialy, Netherlands, Poland, Spain and Switzerland]. By now, the
ebm-cutriculum has been finalised, the e-learmning fools including handbook and porifolic has been developed. The evaluation
of the learning systern on physicians-in-training is curently under way in all participating coundries. We will present the e-leaming
module on systematic reviews/ MA and the results of the evaluation.

Discussion

E-learning on ebm might be a very beneficial tool o enable physicians even in remote areas with very little resources to gain
basic knowledge in ebbm for active participation in developing evidence based practice guidelines. Allied hedalih professionals
have expressed great inferest in the programm and it might be worth exploring the programs potendial for consumers.
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UPDATING GUIDELENES: HAS' EXPERIENCE
Michel Laurence, Patrice Dosquet {Haute Autorité de Santé, Saint-Denis Lo Plaine, France)

Background

New evidence and/or changes in clinical practice or resource availability may mean that changes have to be made to
recommendations in clinical practice guidelines (CPGs), but if is difficult to predict when a CPG needs updating. Published
methods based on literature searches and expert opinion need to be validated before widespread use.

Purpose
To identify CPGs for updating using a method based on expert opinior.

Methods

Experts named by medical associations were sent a questionnaire relating fo 18 CPGs and 12 consensus conferences {CCs)
{1993-2000} that had never been updated. They had to specify which recommendations in the guidelines needed updating and
why (e.g. omission of new information that has already changed practice could be detimental to patients), and provide
evidence from the literature.

Results

Within 3 months of being contacted, 69% of the medical associations {77/111) had responded and named 435 experts. A fofal
of 226 experts (52%) returned the quesiionndire (only 106 [47%) on time}. The opinion of 166 experts (74%) was that updates were
necessary; 115 (62%) provided evidence from the literature. Updates were needed for 11 CCs (92%) and 12 CPGs (66%); they
were unnecessary for 3 CPGs; there was no consensus opinion on 1 CC and 3 CPGs. Recruiting experts and collecting data took
much longer than expected (15 months).

Discussion

This method based on expert opinion does not always provide definitive answers to the question whether an update is needed.
In addition, it requires time and resources (in particular expert avaitability}. Because of these restrictions, a second scheduled
questionnaire asking the experts to prioritise the CPGs to be updated was not sent out.
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KEEPING CLINICAL PRACTICE GUIDELINES UP-TO DATE USING A SYSTEMATIC MONITORING PROCESS
Sylvie Guillo, Lise Bosquet, Sophie Rousmans, Guilaume Gory-Delabaere, Anne-Gaélle Gueganic, Anne Bataillard , SOR steering commitiee
(Nationat French Federation of Comprehensive Cancer Cenires, Paris, France)

Background

Keeping clinical practice guidelines up-to-date, thus ensuring their validity, while being an essential quality criteria represents a
major challenge for guidelines developers. The guidelines depariment [Standards, Opiions and Recommendations: SOR} from
the National French Federation of Comprehensive Cancer Cenires has therefore set up a systematic monitoring process.

Purpose
To develop and implement a method aimed at: 1} identifying new data which are fikely to modify existing recommendations, 2)
evaluating their impact and 3) enlightening potential users on the validity of pre-existing recommendations.

Methods

The methodology defined is based on our experlence of updating already completed SOR guidelines and on published experi-
ences of other guidelines programs. The steps, the roles of actors (clinicians, systematic reviewers, stakeholders) and the duration
of each task have been formalized.

Resuls

The methodology developed is based on 3 main phases realised in collaboration with experts: collecting data, sefecting and
classifying information, analysing information. Focusing on evidence that will potentially change recommendations, the collect is
performed periodically or as a response to alerts received [eg. from experts). Analysing the information retrieved consists in
comparing the results of new data with the conclusions of the initial report and then idendifying the recommendations that need
to be updated.

The entire procedure takes 4 fo 8 months depending on the quantity of data retrieved. It involves a limited panel of experts. This
new process was routinely implemented in the SOR programme in February 2005. Nine projects followed this format, with an
average duration of 6 monihs. Three of them led 1o inform users that recommendations were still valid (hip:/fwww.inclec.fi).

Discussion
This procedure appears to be fime saving, dllowing the resiriction of the whole updating process fo the invalid recommenda-
tions. Consequently to an internal audit realized two years after first implementation, the process will be slightly revised.
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COCANCPG: COORDINATION OF CANCER CLINICAL PRACTICE GUIDELINES IN EUROPE

Magali Remy-Stockinger , Béatrice Fervers, Valéte Mazeau, Christine Barq, for CoCanCPG (French Fegeration of Comprehensive Cancer Cenfres -
Lyon - France. French Federation of Comprehensive Cancer Cenfres and Centre Léon Bérard - Lyon - France, Nafional Cancer Insfilute - Boulogne
Billancourt - France, National Cancer instilute - Boulogne Billancourt - France )

Background

Many guidetine programs throughout the world use comparable strategies to achieve similar goals, thus providing a basis fo
colleciively set up solutions to improve the efficiency of the production and updating of high quality cancer guidelines. This is
the aim of CoCanCPG, a Coordinaiion Action project funded by the European Union. CoCanCPG started in 2006 and is
coordinated by the French National Cancer Institute. It involves 17 national or regional organisations from 10 European couniries,
Israet and Canada.

Purpose

CoCanCPG aims to reducing the unnecessary duplication of efforts and overcome fragmentation in cancer guideline
development and research; foster mutual learning and exchange of best praciices; develop innovative approaches for the
trans-national exploifation of research results fo foster the relevance of new knowledge to poficy decisions and cancer care in
Europe.

Methods

The CoCanCPG partners will perform systematic surveys of the guideline programs, implement a framework for sharing informa-
fion and best practices and define steps in the guideline development process which can be performed collectively at the
frans-national ievel.

Results

Although key methods of guidelineg development are similar among the CoCanCPG partners, a great disparity appears
between the organisations in term of program size, organisational structure, distribution of capacity and budget. The latier, to
develop a single CPG, ranges from € 4.000 ic € 450.000.

Eight organisations develop CPGs for various diseuse domgins while five organisations focus specifically on cancer guidelines
and four organisations have as their central mission coordination and improvement of cancer care and research. The majority of
CoCanCPG organisations is already involved in various international or inter-organisational collaborations and information
exchange.

Discussion
Despite convergence of key methods, there is a great disparity between CPG programs, Yet, existing collaborations will facilitate
the set up of joint frans-national activities for guideline development and research.
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COLLABORATIVE DEVELOPMENT AND IMPLEMENTATION CF EVIDENCE-BASED GUIDELINES, PROTOCOLS, AND ORDER SETS

TO ACCELERATIVE IMPROVEMENT IN HEALTH CARE DELIVERY
Shemi Huber, MT {ASCP}, Cally Vinz, RN (Institute for Clinical Systems Improvernent {ICSH). Blcomington, MN}

Background

The Institute for Clinical Systems Improvement {ICS]) is an independent, non-profit organization dedicated to championing health
care quality and 1o accelerate iImprovement in the value of health care that is delivered. ICSI s a statewide collaboration of
nearly 80% of the hospitals, health care systems, and clinics in Minnesota, encompassing nearly 8,300 physicians.

Purpose

1ICSI guideline development and implemeniation process aims to:

+ Provide evidence-based health care guidelines for health care system design and point of care reference.

¢ Nairow the gap between the care clinicians provide and the care that scientific evidence indicates should be provided.

e Address the failure fo rapidly translate research findings into clinical practice more quickly,

¢ Provide implementation recommendations for care delivery systern design that support clinicians in delivering
evidence-based care.

Methods

IC3I scienfific documents are developed through a rigorous, systematic process using the principles of fair process. The ICS) b
process of revising and updating guidelines by invelving expert panels form the ICSI membership, promotes consensus and

acceptance of the evidence-based guidelines. Strategies are then used to redesign care delivery systems allowing implement-

ation in ICSE member organizations. I

Results

The benefits include evidence-based guidefines that are broadly accepted by clinicians. The benefit to hedlth care

organizations is the using some of their own clinicians - saving time, resources, and duplication of work. For the health care i
community, the benefit is consistent, effective health care based on an accepted set of evidence-based recommendations,

thus improving outcomes and value (cost/benefit).

Discussion

ICSE documents developed for use must be evidence-based and provide value 1o both the clinician and community.
Using @ collaborative approach for the development and implementation of guidelines improves the likelihood they will be :
implemented,improves value, and accelerates improvement in the delivery of health care. :
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THE CANADIAN COALIION FOR SENIORS’ MENTAL HEALTH NATIONAL GUIDELINES FOR SENIORS' MENTAL HEALTH:

FROM PAPER TO PRACTICE i

Dr. David Conn {Psychiatrist-in-Chief, Baycrest Geriatric Hedlth Care System; Associale Professor, Department of Psychiatry, University of Toronto;
Co-Chair, Canadian Codlition for Seniors’ Menta! Health; Past President, Canadian Academy of Geriatric Psychiciry, Toronfo, Ontario)

{ Background
In January 2005, the Canadian Coalition for Seniors' Mental Health {CCSMH} received funding from the Public Health Agency
{ of Canada, Population Heaith Fund, to lead and facilitate the development of evidence-based recommendations for
best-practice National Guidelines in the key areas of seniors’ mental health:
¢ The Assessment and Treatment of Deliium
* The Assessment and Treatment of Depression
* The Assessment of Suicide Risk and Prevention of Suicide
« The Assessment and Treatment of Mental Hedalth tssues in Long Term Care Homes (Focus on Mood and Behaviowr Symptoms)

In June 2004 Guidelines were disseminated, with 7500 copies distributed to Canadian hospitals and long term care {LIC)
facilities. Between June 2006 and March 2007 over 8600 copies of the Guideline were downloaded from the CCSMH website
(" _ (www.ccsmh.ca).

. Reception of the guidelines has been overwhelmingly positive and resulted in collaborations across the country and disciplines
’ to implement the guidelines.

Purpose

Research has indicated that dissemination alone does not transfer into the uptake of guideline recommendations. As a resul
the CCSMH has engaged in an implementation phase for the Naticnal Guidelines project. The purpose of this presentation is to
inform participants of strategies that have been used in implementing guideline recommendations into clinicat practice.

Methods
CCSMH pilot teams have been created, each with a specific focus, projects goals and purposes. All teams follow the CCSMH
phases of implemeniation which include:
I: Preparation & pre-implementation
Iz Knowledge fransfer & knowledge uiilization
{ : Knowledge retrieval & evaluation

v: Sharing & collaboration
Results
L Seven pilot projects have been created with specific focuses including: LTC homes, provincial fraining tools, family physician fool

kits, interactive training programs for community mental health ouireach teams, and an adaptation of recemmendations for
N paliative patients.

Discussion
These pilot projecis are the beginning of a comprehensive strategy for the implementation of the CCSMH Guidelines into
programs and policies across Canada.
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NO ONE WANTS ADVICE, ONLY COLLABORATION:THE EXPERIENCE OF AN AUSTRALIAN/NEW ZEALAND

COLEABORATION TO IMPLEMENT GUIDELINES

Sue Scobie, Nicole Coupe, Sue Hucksan, Jan Davies {New Zedland Guideline Group, New Zealand Guideline Group , National Institute of Clinical
Studies, Australia }

Background

In 2006, the New Zealand Guidelines Group (NIGG) and the National Institute of Clinical Studies (NICS) established a
parinership to improve the care of people in New Zealand who present o emergency departments, mental health and Mdori
heaith services with self-harm or aof risk of suicide. NZGG promotes evidence-based practice in the health and disability sector in
New Zealand. NICS is Australia’s leading agency for closing practice gaps identified by evidence-based research.

Purpose

NICS provided the coliaboralive model to implement key recommendations frorm NZGG's selfi-harm and suicide prevention
evidence-based, best practice guideline. NIGG then adapted the model for a New Zealand context by overlaying a strong
consumer focus, and the M&ori {indigenous people of New Zedland) concept of '‘whakawhanaungatanga' - connected
refationships and shared responsibilities between the individual, the family and the service provider

Methods

MNICS provided NIGG with tools, training and mentoring to establish a collaborative with half the hospitals in New Zealand with
the emergency departments, and mental health and Mdori health services working together to implement based on the
guideline recommendations.

Resulls

This presentation will discuss the benefits of collaboration between agencies for maving guidelines into practice, including:
+ a method to accelerate learming to establish models for implementation

¢ the foundation for further collaboration between both agencies

¢ results of the guideline implementation, and

+ involving consumers in the development and implementation of the guideline

Discussion

The international collaboration provided the opportunity for both NZGG to develop their understanding of implementation
methodologies. and gave NICS the opportunity to observe the adaptation of their methodology to include cultural and
consumer perspectives.

Entering into a collaboration requires an openness to share knowledge and a willingness 1o learn in an environment that
encourages each parly 1o seek advice, ask questions, and give support to try new ideas.
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CONSENSUS BUILDING IN THE DEVELOPMENT OF THE PURPOSE AND SCOPE FOR A NEW SELF-MANAGEMENT SUPPORT GUIDELINE
Janet Chee, Pafrick McGowan, Suzanne Frediicks {Registered Nurses Association of Ontario, University of Victorha- Cenfre on Aging, Ryerson
University}

Background

Achieving consensus fowards a commen goal is often an arduous road. With a range of expertise, opinions and personalities at
play, discussions are often rich with ideas and full of debate. It is the facilitation of this process that encourages consensus and
creates transparency in the guideline development process.

Purpose

The Registered Nurses' Association of Onfario (RNAQ) embarked on the creation of the 'Self-Management Support’ guideline
based on a needs assessment of RNAQ stakeholders, including RNAO members. It was identified that there are no other
guidelines that address self-management support and thus, it is the respensibility of our guideline feam o develop the purpose,
scope and clinical questions to address this gap in the literature.

Methods

This guideline development team is quite unigue in that it is comprised of two panels of multi-disciplinary experis. The
development panel consists of 15 Individudls; registered nurses, other health care professicnals with expertise in the area of
self-management support, patient advocates, and two past patients. The mandate of this group is the development of the
guideline recommendations - the first step of which is defining the purpose and scope. The advisory panel is composed of 10
multidisciplinary heaith care professionals whose role is 1o provide input to the development panel from a multi-disciplinary and
systems perspective. Throughout this process, the RNAO program coordinator is responsible for facilifating the guideline
development process and building and documenting consensus among beih panels.

Resulis
It is the rich discussion, debate and sharing amongst these individuals as well as the facilitation of the consensus building process
that has moved the seli-management support guideline forward.

Discussion
This presentation will provide a glimpse into the various consensus building techniques and fc:cﬂn‘ohon methods that were ufilized
to develop the purpose and scope for the Seli-management Support guideline,

&7



B28

FORMAL CONSENSUS METHOD AND PRODUCTION OF CLINICAL PRACTICE GUIDELINES
Frédéric DE BELS, Palice DOSQUET [Haute Autorité de santé)

Background
Guideling production may be hampered when scientific evidence is scarce or conflicting.

Purpose
The aim was to describe, especially in this context, a siruciured approach to embody the opinions of professionals on a fopic in

line with their practical experience.

Methods
After a literature review a working group of the French Haule Auvtorité de santé, in collaboration with health professionals,
proposed to derive a formal consensus (FC} methed from the Rand appropriateness method. The method has been tested over

about ten projecis.

Resulfs

Two versions of FC are proposed : a short version for narrow and technical topics or for topics that concemn only a few
professionals ; a full version which includes an additional large ponel of peer reviewers.

Briefly, a steering group produces a critical review of the literature and submits draff guidelines to a group of professionals well
conversant with the topic. On the basis of the available level evidence and their practical experience these professionals rate
the draft guidelines using a 9-4point rating scale. This phase includes two rounds of rating separated by a meeting of profession-
als. The steering group analyses responses and finafises the guidelines. The rules for retaining guidelines are established before-
hand and are similar to those of the Rand appropriateness method,

In the fuli version the guidelines are submitted to external reviewers 1o help ensure they are widely acceptable (form and con-
tend] and to reduce any group effect.

Discussion

FC may be used to produce guidelines when the resulls of the literature are inconclusive or controversial. It allows the
quantification of agreement or disagreement (strong or relative} and ensures that agreement may be reach objectively and
that the guideline development process is fransparent. 1t is also useful to identify areas for future clinical research and to extract
review criteria from guideiines to evaluate the quality of care. '
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USING DELPHE CONSENSUS IN A NICE CHILDREN'S GUIDELINE

Monica Lakhanpaul, Martin Richardson, Richard Bowker, Frangoise Cluzeau, Chio-Wen Lee, On behalf of the Fevetish liness Guidsline
Development Group {1. National Coliaborating Centre for Women & Children's Health/Leicester University, 2. Peterborough and Siamford Hospitals
NHS Foundation Trust, 3. Notiingham University Hospitals NHS Trusi, 4. Nationat Instituie for Health & Clinical Excellence, 1. Mafional Collaborating
Centre for Women & Children's Health)

Background
NICE clinical guidelines are based on a rigorous review of evidence using explicit and transparent methods. The Feverish liness

in Children (FIC) guideline revealed major deficiencies with the evidence for key clinical prognostic questions and raised
questions about applicability of evidence to UK practice,

Purpose
To obfain opinions from professionals and patients/carers 1o help the FIC Guidefine Development Group (GDG) make refiable
recommendations where evidence was deficient to enhance implementation.

Methods

A twa-round modified postal/electronic Delphi survey using a scale of 1-9 {one = strongly disagree. nine = strongly agree).
Evidence summaries and statements were produced for each selected guestion. Statements were worded as
recommendations. Ground rules were agreed {consensus was defined as 75% of ratings in 7-9 category: agreement;

75% in 1-3: disagreement]. Potential parlicipants were nominated by professional and patients stakeholder organizations,
aiming for equal representation from primary and secondary care and parents/carers. Statements were piloted with 10 people.
Participants were given two weeks to respond at each round. Siatements with no consensus at Round 1 were discussed by the
GDG, reworded 1f necessary and sent for Round 2.

Resulis

Sixiy one out of 79 {77%} of nominees agreed to participate, Of these 57{93%) completed thelr ratings for both rounds. Out of
35 statements sent at first round 15 reached consensus. 25 achieved consensus after two rounds {22 were agreement and 3
disagreement]. Statemenis were refained as recommendations. Some were reworded . Three statements {on rouline use of
rectal thermometers} were reworded into one negative recommendation to reflect sirength of disagreement.

Discussion

The Delphi survey ensured that the FIC guideline was clinically applicable, addressed parents/carers' concerns and supported
transiation of evidence to UK practice. This approach requires meticulous planning and execution fo achieve results that are
robust and to fit with the guideline development's fimelines.
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PRAGMATIC EVIDENCE-BASED GUIDELINE DEVELOPMENT: A RESEARCH PROTOCOL IN AUSTRALIA AND SOUTH EAST ASIA
Tar Turner, Claire Harris, Sally Green (Monash Insfitule of Healih Services Research, Monash Universily, Centre for Clinical Efectiveness, Monash
institute of Health Services Research, Australasion Cochrane Centre, Monash Instifule of Health Services Research)

Background
Increasingly, hospitals are developing guidelines to standardise and improve the qudlity of patient care.

In hospitals, guideline development is often the responsibility of clinicians who rarely have the knowledge, skills or time to camy
out the systematic reviews of research required for rigorous evidence-based guideline development. As a resulf, guidelines are
often based on clinical experience and knowledge and rarely include systematically identified and appraised evidence.

There i a need for an evidence-based guideline development process which is feasible given limited time and resources.

Purpose
To present for discussion a research protocol through which a pragmatic process for evidence-based clinical guideline
deveiopment will be investigated and refined.

Methods

The research will be undertaken at 9 hospitals in South East Asia who are partners in the SEA ORCHID {South East Asia Optimising
Reproductive and Child Health in Developing Countries, www.seaorchid.org} project and 2 Australian hospitals to explore the
needs of clinicians and guideline developers in these different settings.

An appropriate contact at each hospital will complete a survey outlining their curent guideline development process.

Face-to-face interviews will be held with 5 people at each site: a senior and a junior doctor, o senior and a junior nurse and
member of the hospital unit responsible for guideline development. In these inferviews the current guideline development
process will be discussed in detall, the interviewee's perspective on what makes a guideline useful will be elicited and barriers to
following an evidence-based guideline development process identified and explored.

Resulis
Interviews will be recorded and transcribed and the data analysed thematically, Results will be used to refine current
evidence-based guideline development models 1o make them more practical in the context of limited time: and resources.

Discussion
We would appreciate thoughts and comments about potential sirengths and weaknesses of this research approach.
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AUDIT, FEEDBACK AND CONSENSUS: AN ALTERNATIVE WHEN THERE IS NO EVIDENCE
Stephen Hall (Queen's Cancer Resecarch Institute, Kingston, Ont}

Background

The guideline cycle functions best when level 1 evidence s available buf what do we do when clinical trials have not been
done and will not be done 2 One dalternative is to use audit and feedback in a process towards consensus especially for a
clinical problem where there is controversy and known freaiment variation.

Purpose :
To describe our experience with a process of audit and feedback o the head and neck site groups of the Ontario cancer
treatment centers, as approved by the CCO PEBC Disease Site Group

Methods

A refrospective population-based study on the treatment variation and treatment effectiveness of 596 patients with cancer of
the hypopharynx freated across Ontario from 1990 to 2000 was used. Each center was presented with their case mix, their
treatments and thelr results compared fo all other centers.

Resulis
In Ontario, the freatment and outcome for patients with cancer of the hypopharynx depends on their address. Practice varied
widely, outcomes varied and the reaction varied

Discussion
Audit and feedback could be an effective way to lead to discussion, consensus and the development of guidelines in areas of
controversy when other sources of evidence are lacking and freatment varies.

B32

THE EVIDENCE BASE TO MAKE RECOMMENDATIONS ON DIAGNOSTIC PRACTICES IS LIMITED:

AN ANALYSIS OF 73 CLINICAL PRACTICE GUIDELINES

Eeva Ketfola, Minna Kaila, Mari Honkanen {Current Care, Finnish Medical Society Duodecim, . FinOHTA, Current Care, Finnish Medical Society
Duodecim, , Cument Care, Finnish Medical Society Duodecim )

Background

Much of the evidence-base for clinical practice guidelines consists of randomized controlled trials {rct) of interventions, in many
cases drugs. Since 1995 the number of published rcts has increased 20-fold, An important clinical decision point is making the
diagnosis, categorizing people 1o three groups: healihy, may be healthy or T, and starfing the chain of treatment. Many of these
decisions seem eminence-, or experience-based.

Purpose .
We aimed to assess the evidence base of clinical practice guidelines, especially statements on diagnosis and treatment, by
using the available evidence summaries.

Methods

We used the 73 published Current Care guidelines (February 2007) and their evidence summaries as the source material. We
currently have an automated system producing follow-up data on the elecironic evidence summaries online such Qs
frequencies of evidence summaries falling under topics in the guidelines.

Resulls

There were in all 2946 evidence summaries, on average 41 summaries per guideline. Of these, summaries backing recommenda-
tions on freatment made vp 62.7% and those on diagnosis 20.3%. The proportions for prevention (5.6%}, epidemiclogy (1.7%},
rehabilitation {1.7%) and level of care {0.2%} were much smaller. Surprisingly, the evidence summaries under the topics of
diagnosis and treatment were practically identically divided info levels of evidence from A to D. The greatest proportion of
evidence summaries of different topics backing statements on diagnosis were in pediatric topics {41.1%). then in cancer
diagnostics {38.4), and thirdly in digestive system disorders (30.8%). the fewest were included in mental health fopics {6.7%}.

Discussion

Two-thirds of the evidence summaries back up statements on treatment, probably reflecting the available evidence. Only one
fifth of the fotal relate to diagnosis. We need more primary studies focusing on diagnosis to produce better guidelines helping
clinicians to base their diagnostic practices on good evidence
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FEASIBILITY OF THE QUADAS TOOL FOR QUALITY ASSESSMENT OF DIAGNOSTIC STUDIES IN GUIDELINE DEVELOPMENT
Philippa Dovies, Anita Ritzgerald, Phit Alderson [National Insiitute for Health and Clinical Excellence [NICE). London, National Collaborafing Centre
for Women's and Childrer's Health, London}

Background

Clinicians and guideline developers need to be able identify good quality evidence about the precision and accuracy of
diagnostic tesis fo guide the development of pracfice recommendations. The QUADAS [Quality Assessment of Diagnostic
Accuracy $tudies) fool was developed as part of a project funded by the UK NHS R&D programme.

Purpose
The objectives of this study were to test inter-observer reliability for individuat items on the QUADAS diagnostic checklist and to
document reviewers' experience of using QUADAS.

Methods

Two reviewers independently compileted a QUADAS checklist for each study from a sample of 34 diagnosfic test accuracy
studies included in a clinical practice guideline. Agreement between reviewers was calculated for each itermn on the QUADAS
checklist and reviewers' experiences of using QUADAS were documented.

Resuifs

Agreement between reviewers for individual QUADAS items ranged from 9% to 94%, with a median of 76%. Infer-rater reliability
{kappa) ranged from poor {k<0.20) to good {k=0.61), with a medion of 0.34 (fair}. Most disagreements occurred for items relating
to uninferpretable/intermediate results, withdrawals and patient spectrum. Poor infer-rater reliability was also found for items
relating to accuracy of the reference standard and availability of clinical data, although percentage agreement between
reviewers on ihese items was very high. QUADAS was generally easy o use. items relating to missing resulis and patient selection
were most difficolt o answer.

Discussion

The QUADAS tool demonsirates fair interrelability, good face validity and is cleor and easy to use. Kappa scores were affected
by the prevalence of responses on some items. Reviewing studies of diagnostic test accuracy is not easy and the quality of both
study design and reporting is often low. QUADAS represents a useful tool to help identify good quality studies upon which to
base guideline recommenddations.

B34

TOWARDS SYNTHESIZING AND INTEGRATING QUALITATIVE EVIDENCE IN THE CONTEXT OF GUIDELINE DEVELOPMENT
Hans de Beer, Ton Kuijpers, Rikie Deurenberg, Annemarie Hagemeijer {Dutch Insfifute for Healthcare Improvement CBO, Utrechi, The Netherlands)

Background

Given the growing Inferest in issues concerning patient involvement and shared decision making qualitafive studies are
increasingly relevant for clinical practice guidelines and their implementation. Therefore, there is a need of synthesizing findings
of qualitative research in guidelines. One approach is meta-synthesis, aiming at infegrating findings from a number of quatitative
studies in a stepwise process: assembling findings, categorizing these findings, producing a single comprehensive set of
synihesized findings. Meta-synthesis can be considered as complementary to meia-analysis of quantitative research findings.

Purpose
The objective of this study is fo assess the value of meta-synthesis in the context of guideline development.

Methods

In February 2007 a Dutch guideline working group started developing an evidence-based guideline "Domestic Violence". One of
the key questions is: do male and female victims of sexual abuse during thelr youth have different perceptions of victimhood?
To answer this question a systematic search for qualitative evidence will be performed. Two independent reviewers will appraise
and synthesize the evidence, using a software tool supporting meta-synthesis {QAR] prepared by the Joanna Briggs Instifute).
Separately two members of the working group will summarize the findings of the same studies without meta-synthesis using the
software tool; they will produce a narrative synthesis,

The summcaries of findings wilk be evaluated by the individual members of the working group through a questionnaire with semi-
structured questions on the added value of meta-synthesis. The results wsll be discussed in the working group in order to formu-
late a group based opinion.

Results
The outcomes of this study will guide the CBO guidelines development group in the decision whether or not to use meta-synthe-
sis as a toot beyond the narrative synthesis.
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INTRODUCING QUALITATIVE EVIDENCE INTO CLINICAL PRACTICE GUIDELINES: A PILOT PROJECT IN CANCER PAIN
Haroour, R 1. Gillespie, A, Gordon, Rev T, Graham, K, Jones, B, Wilson, G (SIGN, Edinburgh, UK, Patient represenialive, Glagow, UK, Fairmile Marie
Curie Centre, Edinburgh, UK, Queen Margaret University, Edinburgh, UK, Patient representative, Edinburgh, UK)

Background

The Scoitish Infercollegiate Guidelines Network (SIGN] is seeking fo develop ways of using qualitative evidence In guidelines. As
part of the review of existing guidelines on the management of cancer pain, a pilet project was carried out looking at the
contribution qualitative evidence could make to the patient focused seciions of the guideline

Purpose
To review the range and quality of qualitative evidence available to support guidefine recommendations in relation to cancer

pain.

Methods

A literature search covering issues of iImportance 1o patients suffering from pain associated with cancer or its treatment was
conducted. Resulls were analysed to identify the key themes present In the liferature. The overall range and quality of the avail-
able evidence was assessed, and the range of the evidence available in relation to each of the themes was considered. An
attempt was made 1o relate the strength of the evidence base to the perceived importance of the themed issues from a
patients perspective. Quantitafive liferature was reviewed for studies thai addressed the themes identified from this process with
a view fo making recommendations on how to improve the patient experience in relation 1o the issues discussed.,

Results

At the time of writing. this process 1s part way through. Results will be included in a preliminary draft of the revised guideline to be
presented at a public meeting in Aprit 2007, Following this meeting, an assessment will be made of the impact of this approach
on the coverage of the guideline.

B3s

USING QUALITATIVE STUDIES IN GUIDELINE DEVELOPMENT: A WORKED EXAMPLE
Vanessa Nunes, Norma O'Flynn, Elizabeth Shaw, Gary Britton (National Collaborating Centre for Primary Care, London)

Background

Qualitative studies are traditionally considered of low importance in the hierarchy of evidence used in guideline development,
The National Instifute of Health and Clinical Excellence are cumrently developing a guideline on Medicines Concordance: how to
involve people in shared decisions about medication. Research evidence on medicines taking is both qualitative and quantita-
tive, with the patient perspective particularly represented by qualitative work. We set out to explore how qualitative evidence
could be summarised and incorporated within an evidence-based guideline context.

Purpose
To aggregate qualitative findings on bariers and facilitators to decision making and medicine taking in pecple with epilepsy. To
consider how qualitative research findings can be used in guideline development.

Methods
Searches were undertaken to identify relevant qualitotive research. We then conducted a meta-summary of the findings on
barriers and fachitalors fo decision making and medicine taking in people with epilepsy.

Resulls
inftiat findings suggest there are many reasons why people may (or may not) be non-adherent to medication.

Discussion

Within the context of evidence based medicine and guideline development, the use of qualiative studies can provide a
broader picture of ciinical reality and patient views. This guideline is an example of one in which the use of this fype of evidence
may be of considerable imporiance and may provide some further insight on medication use and why patienfs with epilepsy
may be nen-adherent fo prescribed medication.
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EVIDENCE PROFILES FOR TRANSPARENT GUIDELINE RECOMMENDATIONS
Richard Rosenfeld, Richard Shiffman {SUNY Downstate Medical Center, Brooklyn, NY, Yale Center for Medical Informatics, New Haven, CT}

Background
Guideline development must be systematic and evidence-based, yvet transparent in linking evidence 1o recommendations.

Purpose
To describe "evidence profiles” as part of an explicit and fransparent process for linking research to clinical decisions, especially
when evidence is weak, sparse, or has limited generalizability.

Methods

Evidence profiles are added after each key guideline recommendation to describe succinctly decisions made by the develop-
ment panel regarding {a} aggregate evidence quality, (b} benefits, (¢) harms, {d) costs, (e} benefits-harms assessment, (f) value
judgments and vagueness, (g) role of patient preferences, and [h) policy strength. The profiles add clarity that yields efficiency
by avoiding repeated discussions or reminders about why decisions were originally made.

Results

We have successfully applied evidence profites in developing 3 multi-disciplinary 1.5, guidelines [1-3] and a guideline manual [4}.
Two guidelines are being used by the AMA Consortium to create performance measures, a process that has been facilifated by
evidence profiles.

[1} Rosenfeld RM, Culpepper t, Doyle KJ, et al. Clinical practice guideline: ofitis media with effusion. Otolaryngol Head Neck Surg
2004; 130:895-5118.

i?] Rosenfeld RM, Brown L, Cannon CR, et al. Acute ofitis externa clinical practice guideline. Otolaryngol Head Neck Surg 2006;
134{Suppl}:$4-523.

[3] Rosenfeld RM, Andes D, Bhattacharyya N, et al. Adult sinusitis clinical practice guideline. Otolaryngol Head Neck Surg 2007; in
press.

[4] Rosenfeld RM, Shiffman RN. Clinical practice guideline manual. Otolaryngol Head Neck Surg 2006; 135({Suppl 45):51-528.

Discussion

Evidence profiles add a level of fransparency to guideline development that promotes efficiency and allows users to understand
how and why clinical decisions were made. This fransparency is of crucial import when evidence is weak or lacking, and
decisions are based more on consensus, benefifs-harms assessments, value judgments, and patient preference.
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HOW CAN WE DETERMINE RISK THRESHOLDS FOR PREVENTIVE TREATMENTS? A CASE STUDY FROM A NICE GUIDELINE
David Wonderding, Enfico de Nigrs, Jennifer Hill. Tom Treasure (Royal College of Surgeons, London, UK, Guys Hospiial, London, UK)

Background

As with many conditions, for venous thromboembolism [VTE} there is a confinuum of risk arising from surgery: patients do not
naturally fall in to high and low risk groups. For patients at low risk of VTE the hazards of prophylaxis could outweigh the benefits.
And even if there is a net benefit to the patient, at moderate risk, the health gain may not be large encugh to jusiify the cost.

Purpose
We describe how cost-effectiveness can be used to defermine which patients get single prophylaxis and which get combina-
fion prophylaxis, according to their risk level.

Methods

We estimated the VTE relative risk of mechanical, drug and combination prophylaxis by mixed treatment comparisons analysis of
250 RCTs. We did the same for the major bleeding relative risks. Baseline risk was taken from the no prophyiaxis arms of the
same trials. We then estimated the costs of administering prophylaxis and the treatment costs associated with symptomatic VTEs
and major bleeding evenis. We also estimated the number of quality-adjusted life-years lost due to fatal and non-fatal evenis
under each sirategy. We applied a cosf-effectiveness threshold of £20,000 per QALY gained.

Results

For general surgery patienis, combination prophylaxis was almost but not quite cost-effective at £25,000 per QALY gained. The
baseline pulmonary embolism risk (2%) was aimost high enough to justify combination prophylaxis and therefore combination
praphylaxis was recommended for general surgery patients with additional risk factors, or mechanical-only prophylaxis without.
Our 2-way sensitivily analysis shows how the opfimal strategy changes with baseline risk of VIE and magjor bleeding.

Discussion
Cost-effectiveness can be used fo determine the risk threshold for VIE prophylaxis. The main problem lies with assessing the risk
level of patients, especially the risk of the rarer symptomatic events.
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INSTRUMENT FOR THE DEVELOPMENT AND APPRAISAL OF SCIENTIFIC ADVICE ON OUTBREAK CONTROL MEASURES

Aura Timen, Mardies Hulscher, Jim van Steenbergen, Jos van der Meer, Richard Grol {National Insfitute for Public Health and the Environment
{RIVM], Centre for Infeciious Disease Conirol, The Netherlands, Radboud University Niimegen Medical Cendre. Cenire for Quality of Care Research,
The Netherlands, Radboud University Nijmegen Medical Cenire, Depariment of General Iniernal Medicine, The Netheriands)

Background

Crisis situations in infectious disease control are characierized by high complexity and uncertainty. The crisis sense depends on

how the risks are assessed and perceived by policy makers, professionals, public and press. Our study focusaes on sifuations that
require national scientific advice on outbreak control measures and in which systems have to be put in place in order fo avoid
omissions. What defines in such a complex and uncertain situation a *good' scienfific advice on outbreak management during
national crises? The international AGREE instrument for the appraisal of guidelines turned out to be not optimally applicable to

this kind of guidelines.

Purpose

Qur aim is to build up an instrument for developing and appraising scientific advice on outbreak management in crisis situations
due to infectious diseases. Once this insirument is developed and tested, it can be used as a templaie’, applicable imespective
the nature of the infectious agent.

Methods

We systematically adapted the AGREE instrument in five steps.

1. we systematically searched the literature {MEDLINE) on lessons from practice and research on outbreak management;

2, we consulted a group of international experts on SARS;

3. we performed in-depth interviews with 6 Dutch key experts on outbreak management advices;

4. we pre-tested (parts of} the instrument in an intemational study on lymphogranuloma venereum;

5. we performed an indermational 2-round consensus procedure {9-point Likert scale, RAND}. The expert panel consisted of 37 key
scientists and policy makers from 22 countiies (Europe, WHO, Singapore, China).

Resulls

Our instrument includes {1) ftems on the definition of crisis situations (when is scientific advice needed?), (2) iterns on the
composition of the outbreak advice team (who should always be part of it2), and (3} items on the confent of scientific advice
{what should be in it?).

Discussion
wWe will apply and test the instrument in practice.
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CHALLENGE IN DEVELOPING PUBLIC HEALTH PREPAREDNESS GUIDELINES - A JAPANESE EXAMPLE
Keika HOSH;, Riniaro MORI, Kenji HAYASHI, Toru DOIL (National Instifute of Public Health, Japan, National Collaborating Centre for Women's and
Children's Health, UK)

Background

Evidence-based approach in developing Clinicat Practice Guidelines {CPG} has become more common, hough methodology
in public health guidelines [PHG) is still relatively new in Japan. Many areas in public health guidelines adopled those from CPG
such as evidence level and grading recommendctions, but there are some areas that are difficult to adopt them. We have
been commissiched to develop a web-based archiving system of public health preparedness guidelines.

Purpose
To evaluate guideline methodology used in previcusly developed Japanese public health preparedness guidelines.

Methods

To develop the new web services, scientific journals, text books, health policy acts, reports from ministry, and web contents were
searched o identify both CPGs and PHGs that address public health preparedness. Terminclogy on health-crisis {Preparation for
a confingency, Biochemical ferrorism, Disaster mental heaith , Child abuse, Communicable diseases. Drug/ pharmaceutical
productsffood safety, water supply safety, Environmental poliution etc) were included in the search strategy. The guideline
development methodologies in identified guidelines were examined against pre-defined criteria.

Results .

Approximately 1200 guidelines and/or recommendations in poficy acts/health legislations/reports including those from ministry
were Identified in the guideline working group in Public Relations Committee at National Institute of Public Healih (NIPH).
According to the criteria, 565 contents were exiracted as initial web information. Some of guidelines in Japan did not apply the
evidence grading system.

Discussion

The newly developed web-based archiving service in NIPH-Japan provides not only CPGs but also PHGs that offer health-crisis
information. Use of systematic approach has been well penetrated in neither CPGs nor PHGs for public health preparedness in
Japan. Evidence grading systems used in CPG might need further modification to explore wider use in neighboring areas, e.q.
PHGs. In the future, information archives will also be developed to support heatth service guideline developer in this web sife.
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HEALTH CARE MANAGERS" OPINIONS ABOUT THE USABILITY OF CLINICAL GUIDELINES AND CLASSIFICATIONS IN FINLAND

Tina Kortteisto, Minna Kaila, Marjukka Makeld, Jorma Kemulainen, Pekka Rissanen {University of Tampere, Finland, University of Tampere and The
Finnish Office for Health Technology Assessment at the National Research and Development Centre for Welfare and Health, Finland, The Finnish
Office for Health Technology Assessmenti at the Nafional Research and Development Centre for Welfare and Health, Finland, The Finnish Medical
Society Duadecim, Finland)

Background

The Finnish Medical Society Duodecim launched the Evidence Based Medicine Decision Support (EBMeDS) project in 2005. 1t
dims at creating, piloting, and evaluating a generic electronic support system for clinical decision-making, which can be
integrated with a variety of patient record systems. In Finland, 96% of primary health cenires {PHCs) use and 95% of hospital
disiricts have initiated to use an electronic patient record systern.

Purpose
The objective of this survey was fo gather information on the use and usability of guidelines and information technology {IT} in
the PHCs and hospitals at the pilot sites of the EBMeDS -project.

Methods

A telephone inferview was conducied with 42 PHC and 15 hospital managers using a structured form. They were asked whether
the physicians’ and nurses’ clinical decision making should be based on guidelines, whether the physicians and nurses use the
classification of diagnoses {ICD-10, ICPC or other coding), and how satisfied the managers are with IT education and -support.

Resulls

Of the healthcare managers, 68 % considered it important or very important that guidelines are used in clinical decision making.
However, 38 % of the managers in PHCs commented that guideline recommendations should be tailored for individual patients.
The ICD-10 classification was the most frequently used {58 %}, but the managers could not be certain of actual use. One third of
the managers thought that no classification was used. The majority of the managers, 8% were content with IT education and -
support from their organizations.

Discussion
Healthcare managers find guidelines to be important in clinical decision making. However, use of the classification of diagnoses
is often inadequate. Thus, utilizalion of these basic requirements for electronic deciion support should be stressed.
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ECONOMIC BENEFIT FROM SUBFERTILITY GUIDELINE ADHERENCE

Wilianne LD.M. Nelfen, Esther C. Haagen, Rosella P.M.G. Hermens, Eddy M. Adang, Jan A.M. Kremer, Richard P.T.M. Grol ((1) Centre for Quality of
Care Research (WOK]) and {2) Department of Obstetics and Gynecology at the Radboud University Niimegen Medicat Centre, Nijmegen, The
Netherlands, {1} Centre for Quadlity of Cere Research (WOK) at the Radboud University Nijmegen Medical Centre, Nijmegen, The Netherlands, (3}
Depariment of Medical Technology Assessment at the Radboud University Nijmegen Medical Centre, Nijmegen, The Netherlands, (2} Depariment
of Obstetrics and Gynecolegy at the Radboud University Niimegen Medical Centre, Nimegen, The Netherlands)

Background

Health care expenditures rise enormously, particularly in subfertility care due to the use of assisted reproduction technologies.
Clinical subfertiity guidelines containing recommendations based on the best available (economic) evidence aim o improve
the cost-effectiveness of subferiility care. However, whether subferifity care delivered according fo such guideline recom-
mendaiions is indeed more cost-effective is unknown.

Purpose
To investigate if clinical care according to the main guideline recommendations about infrauterine insemination (IUl) is more
cost-effective in achieving an ongoing pregnancy.

Methods

The economic evaluation was conducted from a societal perspective. Guideline adherence was reported for three process
aspects of Ul care that have been proven fo be associated with patient outcome in a previous retrospective cohort study
{conditions and indications for Ul freaiment and medication dosage). Effectiveness of Ul freatment was estimated as an
ongoing pregnancy and reported for actual Ul practice performance as well as ideal Ul practice performance, defined as
100% guideline adherence. Costs were expressed in 2006 euros (EUR). Data were retrieved by medical record analysis and
patients’ questionnaires. Ul costs per ongoing pregnancy, were calculated and an incremental cost-effectiveness analysis was
performed.

Results

412 Couples with 1800 freatment cycles were analysed. The average costs (95% Cl) for one insemination cycle is estimoted ot
857 [832-882) EUR. The average Ul caosts [95% Cl) made per couple and the average costs per ongoing pregnancy are 3186
(340 - 8246) and 9511 (1015 - 24.618) EUR, respectively,

tdeal practice performance regarding the conditions and indications for Ul saves on average 6101 EUR and 63 EUR per ongoing
pregnancy, respectively. However, ideal practice performance regarding medication dosage results in an increase of the
average costs per ongoing pregnancy of 1700 EUR,

Discussion
Subferiility guideline adherence has a substantial effect on the reduction in costs per pregnancy. Therefore, improvement of
guideline implementation is recommended
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A LEVELS OF CARE APPROACH TO GUIDELINE DEVELOPMENT
Stephen Colagiur, Philip Home (University of Sydney, Australia, University of Newcastle, UK)

Background

The International Diobetes Federation {IDF} is a worldwide allionce of diagbetes associations in 158 countries covering the full
spectrum of stages of development. The IDF produces guidelines intended for use by member organisations. Most clinical
guidelines come from relatively resource rich countries, and may be of limited practical use in less well-resourced couniries.

Purpose
To develop a global guideline for the care of people with type 2 diabetes that is sensitive to resource and cost-effectiveness
issues.

Methods
The development of a system for finking human and material resources 1o guideline recommendations.

Resulis

A levels of care approach was developed which defined the following 3 ievels of care:

Standard care - evidence-based care which is cost-effective in most nations with a well developed service base, and with
health-care funding systems consuming a significant part of national wealth, This level of care should be available to alf people
with diagbetes and the aim of any health-care system should be to achieve this level of care. However, in recognition of the
considerable variations in resources throughout the world, other levels of care were developed which acknowledge low and
high resource situations.

Minimal care - the lowest level of care that anyone with diabetes should receive. It acknowledges that standard medical
resources and fully-trained health professionals are often unavailable in poorly funded health-care systems. Nevertheless this
level of care aims 1o achieve with fimited and cost-effective resources a high propeortion of what can be achieved by Standard
care. Only low cost or high cost-effectiveness interventions are included at this level.

Comprehensive care - includes the most up-to-date and complete range of health technologies that can be offered to pecple
with diabetes, with the aim of achieving best possible outcomes. However the evidence-base supporting the use of some of
these expensive or new technologies is relatively weak.

Discussion
this appreach is intended fo increase the global relevance of guideline recommendations. Work is currently in progress to use
this approach ta assist individual countries to adapt and adopt the guideline for local use.
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IMPLEMENTATION OF GUIDELINES ON DELIRIUM AND ASSESSMENT OF THEIR IMPACT ON CLINICAL

PRACTICE IN AN ACUTE CARE GENERAL HOSPITAL

Rachel Voellingar, Alexandre Bemey, Patitk Michel, Yves Derogi, Laurent Michaud, Christiane Ruffieux, Patrick Taffé, Friedrich Siiefel, Bernard
Burnand (Insfitute of Social and Preventive Medicine (IUMSP}, University of Lousanne, Switzerland, Consultation-Liaison Psychiatry Service, CHUV,
University of Lausanne, Switzerland, Service of Neurology, CHUVY, University of Lausanne, Switzerland }

Background
Acufe deliium is under-diognosed and under-treated in patients hospitalised in acute care wards.

Purpose
To improve its prevention and management, evidence-based guidelines were developed by a mullidisciplinary team of experts.
A study evaluated the impact of their implementation in two wards of an Academic teaching centre.

Methods

Guidelines were presented to the nurses and medical staff during small group interactive sessions. A summary and an algorithm
were distributed. Guidelines were also broadcasted on the hospital infranet and posters were puf in the services. Knowledge
about deliium was assessed by means of a multiple choice questionnaire {MCQs) before and 3 months after the intervention.
Indicators such as diagnosis formulation in discharge letters, length of hospital stay pre- and post-intervention and a workload
indicator were assessed.

Resulis

25 one-hour sessfons were organised to teach 80% (110/137) of the staff. Knowledge about deliium improved in each
professicnal category after the infervention. 1523 discharge letters were analysed after study completion, representing all
admissions during 3% months before and after the intervention in the targeted wards. Deliium was diagnosed 12 times before
and 12 times after intervention 1n the discharge letters, representing a stable detection rate of 1.6%. Length of stay did not differ
significantly between both periods. The workload indicator did not decrease.

Discussion

Despite an obvious interest of the medical and nursing staff for acute delidum guidelines, organizing the intervention was a real
challenge because of a lack of availability for the training sessions. There was a significant improvement in the knowledge after
the intervertion. However, reporiing deliium in discharge letters, workload and length of stay did nof show any improvement,
Materidglizing the impact of such guidelines with those indirect Indicators remains difficuli, Further research is needed to develop
feasible guidelines implementation sirategies and the means to evaluate their impact.
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ADHERENCE TO SURVEILLANCE GUIDELINES FOLLOWING CURATIVE RESECTION FOR STAGE Il OR 1l COLORECTAL CANCER
Winson Cheung, Gregory Pond, Mark Rother, Monika Krzyzanowska, James Brierley, Carot Swallow, Leonord Kaizer, Jeffrey Myers, Sandy Phillips,
Lilian Siv {University of Toronto, Torenfo, Ontario, Princess Margaret Hospifal, Torante, Ontario, Credit Valley Hospital, Mississauga, Cntario)

Background

The risk of disease recurrence in stage |l and IIf colorectal cancer (CRC) patients (pts) following curalive resection underscores
the need for post-operative surveillance. However, there is contraversy os o whether an intensive or conservative sfrategy is
more appropriate.

Purpose

Qur dims were to determine adherence in the "real world" to American Society of Clinical Oncology (ASCO) guidelings on CRC
surveilance and fo evaluate differences in practice patterns and outcomes between an academic instifution (Princess
Margaret Hospital, PMH} and a community cancer hospital {Credit Valley Hospital; CVH].

Methods
Stage Il and Il CRC pis diagnosed between 1999-2001 were identified from hospital cancer registries. Surveillance practices and
outcomes in the first 5 years of follow-up were retrospectively reviewed.

Results

A total of 244 and 97 pts were identified at PMH and CVH, respectively: 80 stage Il and 119 stage Il colon cancers {CC} and 64
stage |l and 74 stage lil rectal cancers {RC}. Median age of diognosis was 41.8 years. Surveillance patiermns over a 5-year period,
adherence to ASCO guidelines and comparisons between hospitals were tabulated {see table). There were a total of 70 CRC
recurences: 53/244 (22%) at PMH and 17/97 {18%] at CVH. Among them, 53 (76%) were detected by surveillance {44 PMH, 9
CVH) and 17 {24%} by sympioms {9 PMH, 8 CVH]. For recurences detecied by surveillance, 20/53 [38%) were resectable, where-
as only 3/17 {18%) of those detected by symptoms were resectable. Of the 20 resectable recunences detected by surveillance,
40% were CC and 60% were RC, CT scan was the method of detection in 55% of cases, and sites of recurrence included liver (7),
lung {6), local {5} and nodes {2).

Discussion

CRC surveillance reveated significant departures from ASCO guidelines with a large academic institution employing o more
intensive surveillance strategy with imaging than a community cancer centre. Surveillance was associated with a higher propor-
fion of resectable tumor recurrences than detection by sympfoms.

*ASCO Median Number Perceniage (%) of Patients With Surveillance:
Guidelines; Performed: Below Above
Recommendations Recommendations
PMH | CVH | p-value PMH CVH PMH CVH
Clinic Visits 814 11 9 <0.0C1 225 227 16.8 0
CEA 830 2 9 0.67 40,9 28.9 0 0
CBC NRE 7 ? 0.011 - - 943 990
LFT NRR 7 9 0.0 - - ?1.4 100
Chaest XR NRR 1 Q <0.001 - - 70.4 370
Chest CT NRR [} s} <0.001 - - 418 14.4
Abdo CF NRR 4 0 <0001 - - 92.6 381
Pelvic CT NRR 3 0 <0.00) - - ?1.4 34.0
Colonoscopy I 2 2 0.43 14.8 3.1 66.8 763
*Recommended number of visits/tesls as per 2000 ASCO Guidelines over the first 5-year period of surveillance;
LFT: liver function fests; XR: x-ray; NRR: not routinely recommended; = not applicable.
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KNEE OSTEQARTHRITIS CLINICAL PRACTICE GUIDELINES - HOW ARE WE DOING?
‘ Melanie N. DeHoan, laime Guzman, Mark Theodore Bayley, Mary J. Bell [Division of Physical Medicine and Rehabilitation, Depariment of Medicine,
A University of Toronto, Toronto, Ontario, Canada, Department of Medicine, University of British Columbia, Vancouver, Brilish Columbia, Canada,
¢ Toronto Rehabilitation Inslitute, Division of Physical Medicine and Rehabilitation, Department of Medicine, University of Toronto, Toronto, Ontario,
' Canada, Sunnybrook Hecith Sciences Cenire, Division of Rheumnatology, Department of Medicine, University of Toronto, Toronto, Ontario, Canada)

) Background
- Osteoarthritis (OA} Is a leading cause of long-ferm disability. A large body of research evidence exists supporting various OA
freatment regimens. Recently several OA clinical practice guidelines {CPG) have been published s a strategy to facilitate the
- use of this research evidence in clinical practice.

Purpose
To determine the degree to which documented knee OA care in a teaching rheumatclogy clinic coresponds to evidence-
based freatment guidelines.

Methods

The charts of 105 randomly selected patients meeting criteria for knee OA were reviewed. The patients received care from
three rheumatologists working in a major Canadian teaching cenire between 2002 and 2005. The chart abstraction tool was
based on the European Union League Against Rheumatism, American College of Rheumatology and The Arthritis Society CPG
for OA freatment. Descriplive stafistics were used for patient demographics and the proportion of patients receiving recom-
mended care.

Results

The most frequently recommended nonpharmacologic treatments were any exercise (58.1%), weight loss in those overwelght
{50.0%). physiotherapy (42.%%) and strengthening exercise {40.0%). Other nonphamacclogic treatments were documented in
less than 30% of patient charts. The most frequently prescribed pharmacologic treatments were acetaminophen (68.6%),
intraarticular corticosteroids (65.7%). NSAIDs/COXIBs {50.5%) and infraarticular hyaturonans {43.8%). Topical pharmaceuiicals,
glucosaming/chondroitin and opioid analgesics were recommended fo less than 20% of the patients. Exploratory analyses
suggested the following factors may be associated with increased documentation of recommended care: female gender.,
younger age, averweight, more clinic visits, decreased sympiom length and the individual theumatologist.

Dlscuss'ion

Non-pharmacclogic knee OA treatments cumenily recommended by CPG were seldom documented in patients’ charls in this
Canadian rheumaiology teaching centre. These findings are similar fo studies conducted betfore the practice guidelines
became available which suggests the need for strategies to promote physician adherence to curent guidelines.
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MULTIFACETED INTERVENTION FOR THE IMPLEMENTATION OF A CPG OF OSTEQPORISIS IMPROVES THE MANAGEMENT

IN PRIMARY CARE

Eunate Arana-Ami, INaki Gutiémez-lbarduzea, M° Luisa Guiiérrer-lbarzabal, Anabel Giménez-Robredo, Pedro Ortueta Chamorro, José Asua Batarita,
Angel Sanchez Mata, Elena Femdndez Diaz {Cruces Hospital, Osakideiza, Basque Health Service, Barakaldo/Basque Couniry . Csteba, Basque
Office for Heatth Technology Assessment, Vitoria-Gasteiz, Basque Country, Health Plan, Department of Health, Vitoria-Gaosteiz, Basque Couniry,
Uribe Primary Setting. Osakideiza, Bosque Hedith Service, Leioa. Basque Country, Basurto Hospital, Osakidetza, Basque Health Service,
Barckaldo/Basque Country }

Background

Osteoporosis is a screenable condition which is imporfant due to #s prevalence and one of its consequences hip fractures. It has
a long pre-clinical phase during which interventions can affect the clinical outcome. implementation of Evidence Based Clinical
Practice Guidelines could be a suitable intervention 1o improve the management.

Purpose
To evaluate clinical freatment and diagnostic request suitability after a multifaceted intervention to improve the management

of osteoporosis in primary care.

Methods

Educational multifaceted approach including evidence-based recommendations, audit and feedback, interactive educational
sessions and  palient prompts in a primary care setting constituted by 106 feams in 9 clusters covering a population of 2746.000.
For each primary team, we chose the first sixk women that went to obtain a prescription of drugs to treat osteoporosis, before the
intervention and 12 months after. Eligible women completed a standardized guestionnaire which included risk factors, anthro-
pomeitric information, lifestyle factors, previous pharmacological treatments for osteoporosis and specialist that prescribed the
freatment and request the diagnosis. Family physicians received the full educational intervention, including Clinical Practice
Guideline based educational sessions.

Resulis

The prescription was mostly induced before [83.1%) and after (75.1%}) the intervention. Two out of three freatments were
prescribed by the gynaecolegists and traumatologists, A significant improvement of the prescription supported on DEXA was
delected 57.6% of the reatments were correctly prescribed before and 73.8% after the intervention (p<0.05). We obtained
better improvement ratios in the professionals that received the full intervention (family physicians), no improvement was
observed in the case of fraumatologists (64% vs 62,5% incorrectly prescribed freatments).

Discussion

Osteoporesis is managed in primary care but most of the prescriptions and diagnostic request are induced by other specialists.
CPG based educational interventions and primary care management of postmenopausal osteoporosis improve the suitability of
prescription and diagnostic requests.
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SYSTEMATIC MONITORING PROCESS FOR UPDATING CLINICAL PRACTICE GUIDELINES: EXAMPLE WITH THE

USE OF ERYTHROPOIETIC PROTEINS (RHUEPO) IN ANAEMIC PATIENTS WITH CANCER

Diana Kassab-Chahmi, Isabelle Ray-Coquard, Nicole Casadevall, Christian Marchal, Perine Marec-Bérard, Jean-Louis Misset , The SOR steering
committee (FNCLCC-Paris, Centre Léon Bérard-Lyon, Hopital Hotel Dieu-Paris, CHU de Fort de France-Martinique, Hapital Saint-Louis-Paris)

Background

The guidelines department {Standards, Options and Recommendations: SOR) from the National French Federation of
Comprehensive Cancer Centres, aiming to ensure quality criteria of clinical practice recommendations, has set up a systematic
monitoring process.

Purpose
To report of the implementation of this process to the SOR guideline: "Use of rHUEPQ in oncology” last validated in 2003,

Methods

The methodology developed was based on 3 main phases realized in collaboration between a methodologist and clinicians.
New high level evidence {Randomized Controlled Trials (RCT), meta-anaiysis and systematic reviews) were first searched in the
Medline® database and on EBM web sites. Papers were then selected and classified according to predefined selection criteria.
Subsequently, conclusions of the new data were compared to those of the inifial report and invalid recommendations were
identified.

Resulfs

The monitoring process was initiated in June 2006. Among the 90 new references retrieved, 27 RCTs and 14 meta-analyses

or systematic reviews were selected and analyzed. The monitoring process took 5 months. It showed that, for two clinical ques-
tions - use of rtHUEPO in non-anaemic patients with cancer and use of THUEPC In anaemic patients undergoing radiotherapy -
recommendations were still valid and that for three clinical questions - use of rHUEPQ in anaemic patients undergoing
chemotherapy, use of rTHUEPC in anaemic patients undergoing surgery and use of rHUEPQ in children with

cancer - recommendations needed to be updated. The resulting modifications were either major [new options) or minor
(increased level of evidence). These results are available on the SOR web site

{http:/ fwww.inclec fr/sorfsiruciure/index-sorspecialisies.himl).

Discussion
This method allowed us to prioritize this updaie within the SOR Guidelines program In 2004. Due to the systematic monitoring, our
updating process was restricted to those recommendations found invalid. It was resultantly a time saving procedure.

85



B50

IMPLEMENTATION OF EVIDENCE BASED PRACTICES IN THE ALBERTA CANCER BOARD
Anifa Simon, Lubna Baig, Dianne Bray (Alberta Cancer Board)

Background

Successful implementation of evidence based clinical pracfice guidelines (CPGs) is o complex process. Efforts 1o enhance
guideline effectiveness have focused on improving methods and approaches of dissemination and implementation, in the
presence of different barriers and effect modifiers. There is weak evidence supporting the utilization of evidence for the
practice of health care. The mosf commonly cited reasons include: a knowledge gap between researchers and practitioners,
differences in their understanding of research, a lack of redlism and pragmatism in knowledge translation as well as pre-existing
and oppaosing beliefs or attifudes of practitioners and consumers towards the emerging medical evidence.

Purpose
it is imperative that a robust and a multidimensional approach is adopted to overcome these and other potential bariers for
knowledge translation to succeed and for guidelines o positively impact health practice and, ultimately, quality of patient care.

Methods

The guideline utilization resource unit (GURU} of the Alberta Cancer Board {ACB) was initiated in 2006 to assist oncologists in
developing and providing standardized evidence-based cancer care across Alberta. In consuttation with local and provincick
tumeor teams, GURU is taking a multifaceted approach for both guideline implementation and evaluation to facllitate the
translafion of evidence into practice.

Results ’

Some of the approaches to be utilized include: provide ongoing audit and feedback to practitioners with respect to how
current proclice compares with guidelines, engage highly-respected clinicians and opinion leaders as change agenis in the
guideline development process as well as ifs evaluation, provide ongoing education related to evidence-bhased decision
making, supply organizational and process of care rescurces and tools to facilitate the application of guidelines info
multidisciplinary health care practice.

Discussion
This paper will describe the framework and processes being used at the Alberta Cancer Board for the implementation and
evaivation of evidence based cancer care.

84

o~ s



B51

UNDERSTANDING ADHERENCE TO CLINICAL PRACTICE GUIDELINES IN THE INTENSIVE CARE UNIT:

A COMPREHENSIVE AND INTEGRATED FRAMEWORK

Naomi Jenes, Jeanette Suurdt, Helene Ouellefie-Kuntz, Daren Heyland {Depariment of Community Heclih and Epidemiclogy and Clinical
Evalyation Research Unil, Queen's University, Kingston, ON Canada, School of Nursing and Clinical Evaluation Resecrch Unit, Queen's University,
Kingston, ON Canada, Depariment of Community Health and Epidemiology, Queen's University, Kingston, ON Canada, Depariment of Community
Health and Epidemiclogy. Depariment of Medicine, and Clinical Evaluation Research Unil. Queen's University, Kingston, GN Canada)

Background

Ciinical Practice Guidelines (CPGs) have been hailed as a useful method of franslating evidence into critical care practice. A
few studies conducted in the Intensive Care Unit (ICU), have demonstrated that CPGs improve the processes, outcomes, and
reduce the costs of caring for critically-ill patients. Despite these promising results the impact of guidelines on critical care
practice has been modest.

Purpose
The aim of this study was 1o develop a comprehensive framework for understanding adherence ic CPGs in the critical care

setting.

Methods

Case studies were completed at 4 Canadian ICU sites with differing organizational characteristics. Semistructured interviews
were conducted with 7 key informants at each ICU {e.g. physicians, nurses, dietitians). During the inferviews, the key informants
were asked about their perceptions of the barrers and enablers to guideline adherence. The implementation of the Canadian
Nutrition Support CPGs was used as an illustrative example to facilitate probing regarding both general and specific issues.
Interview transcripts and supporting documents were analyzed qualitafively, using the knowledge-attitude-behaviour framework
for physician adherence to guidelines.

Results

The five key components of the developed framework were 1} characteristics of the CPGs, 2) the implementation process, 3)
institutional factors, 4) individual provider behaviour and 3) the clinical condition of the patient. These key themes encapsulate
numerous ftemized factors that further contribute to adherence either as barriers or enablers.

Discussion

Guideline adherence is determined by a complex interaction of multiple factors that act as barriers or enablers. Our
comprehensive and integrated framewerk for adherence to CPGs in the ICU helps to increase our understanding of this
process, and provides a useful template for future research. Talloring quality improvement inifiatives to address these bariers
will potentially improve guideline adherence and uliimately lead to better quality of care for critically ilf patienis.
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ADHERENCE TO PHYSIOTHERAPY CLINICAL GUIDELINE ACUTE ANKLE INJURY AND DETERMINANTS OF ADHERENCE:

A COHORT STUDY
Philip Van der Wees, Erik Hendriks. Marelte Jansen, Hons van Beers, Rob de Bie, Joost Dekker [Maastricht University, Maastrichi, Netherlands, Dutch
Institute for Alied Health Care [NPi), Amersfoort, Netherands, YU University Medical Center, Amsterdam, Netherlands)

Background
The clinical guideline Acute ankle injury was the first evidence-based guideline published by the Royal Dutch Society for Physical
Therapy (KNGF).

Purpose
This study was performed to investigate the ability for adherence to recommendations of the physiotherapy clinical guideline
Acuite ankle injury, and to ideniify determinants of adherence.

Methods

Twenty-two physiotherapists collected data of 174 patients in a prospective cohort study, in which the course of freatment was
systematically registered. Process and outcome indicafors were used to investigate adherence to recommendaiions in the
guideline. Patient characteristics were used to identify prognostic factors that may determine adherence to the guideline.
Correlation between patient characteristics and adherence to three outcome-indicators {number of freatment sessions,
functioning of the patiert, accomplished treatment goals) was calculated using univariate logistic regression analysis, To calcu-
late explained variance of combined patient characteristics, multivariate analysis was performed.

Results

in 99 patients {57%) the physiotherapists showed adherence to all indicators. Adherence o the preset maximum of six freatment
sessions for patients with severe ankle injury was 81%.

Five patient characteristics were included in multivariate analysis: gender, sport activity, load in ADL, recurrent sprdin,
co-morbidity. The odds to receive more than 4 ireatment sessions were statistically significant for three patient characteristics:
temales (OR:3.89; 95%CI): 1.41-10.72), recurrent sprain (OR: 6.90; 95%Cl: 2.34 - 20.37), co-morbidity {OR: 25.92; 95% Ck 6,79 - 98.93).
All five factors logether explained 40% of the variance.

Discussion

Adherence fo the guideline Acute ankle sprain by a specific group of physiotherapists showed that the guideling is applicable in
ddily practice and the results are promising for further implementation. Specific patient characteristics {co-morbidity, recumrent
sprains, females] predict non-adherence o the number of freatment sessions as recommended in the guideline.
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INFLUENCING IMPLEMENTATION
Jayne Chidgey, Chris Connel, Gilian Leng, Jenny Lewis, Vol Moore, Steve Sparks {Nafional Institute for Health and Clnical Excelience, London, UK)

Background

In late 2005 NICE identified the need to engage more effectively with the healthcare and local government crganisations
putting guidelines into practice. It agreed to recruit a team of five Implementation Consultants to work directly with
organisations 1o help them to put guidelines into practice.

Purpose

The Implementation Consultants offer:

» updates and advice fo help senior management implement NICE guidance

« support to raise the profile of NICE guidance with other local organisations,

» problem solving, by sharing examples of how crganisations have successfully warked together to implement guidance
+ advice on how to use implementation support tools

o feedback to NICE on local issues, ideas for new fopics and suggestions for improvernent

Methods

Visits were made to all 392 NHS commissioning and providing crganisations in England. A standard template was developed for
the meetings to ensure consistency and a balance between information provided to the organisation and feedback to NICE.
Meeting outputs are recorded in a database that enables regular reporting to inform the ongoing work programme of the
Institute.

Results

An evaluation of the impact of the work of the Implementation Consultants with the NHS is currently taking place. This is based
upon qualitative feedback from within the Institule ond a gquantitative email survey of all NHS organisations visited. The results
from this evaluation will be available in May and will be included within the presentation.

Discussion

The NICE implementation consutants have provided an innovative local resource for guideline implementing organisations, The
next stages of the engagement strategy are in development. Phase two will involve meeting with 150 local government organi-
sations in England and focus upon their role in implementing NICE public health guidance. Phase three will invelve clinical and
managerial networks and thelr role in providing coliaborative approaches to guideline implementation.
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FROM CLINICAL PRACTICE GUIDELINES TO PATIENT INFORMATION: THE FRENCH APPROACH FOR PATIENT INVOLVEMENT
Julien CARRETIER, Anne BATAILLARD, Béatiice FERVERS, Thierry PHILIP [French Federafion of Comprehensive Cancer Centre, Paris, Cenire Leon
Berard, Lyon}

Background

Since 1993 the French Federation of Comprehensive Cancer Cenires (FNCLCC} with the 20 French regional cancer cenires,
public and private hospitals, leamed societies and national institutions, have run the Standards, Options and Recommendations
(SOR) program for the development and dissemination of evidence-based clinical practice guidelines {CPG) in oncology. The
methodology is based on a literature review and critical appraisal by a multidisciplinary group of experts, with feedback from
specialists in cancer care delivery.

Purpose

In 1998, in response to the evolution of patient information-seeking behaviour, the FNCLCC initiated the SOR SAVOIR Patient
program for developing evidence-based patient information according to international quality criterid’s, to improve the
knowledge of cancer patients and help them fo participate in clinical decisions...SORs are used as primary information sources
and adapted in plain language by a multidisciplinary team {methodologist, linguist, clinicians}. Then, patients’ groups {included
caregivers) are constituted to meet their expressed information needs, review the information and reformulate the content.

Methods
Most French CPGs don't icke info account patients’ perceptions and values. And absence of palient preferences in CPGs have

been identified to be a factor of non-compliance. SOR program has adapted methods for patient involvement in the French
setting, faking into account methods that have been already validated in other contexts. This study was the first of an innovaiive
approach in France.

Results

The observations allowed us to undersiand some of the parameters that intervene in patient involvement in CPG development.
This study kaid ground for a comparison between similar studies on recommendations formulation which will be cenfred on
testicular cancer and breast cancer.

Discussion
Greater attention needs fo be paid to improve access to patient information materials so they can be used by patients and

clinicians to inform their decisions.
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EFFICIENT USE OF RESOURCES AND INCLUSION OF PATIENT PREFERENCES IN THE REFERRAL DECISION - A PARADOX IN POLICY?
Nyokabi Musilka, Jan van der Meulen, Martin Underwood, Andrew McCaskie {Health Services Research Unit, Department of Public Health and
Palicy, London School of Rygiene and Tropical Medicine, Londen, UK and Clinical Effectiveness Unit, Royal College of Surgeons of England,
London, UK, Queen Mary Universityof London, University of Newcastle)

Background

Two conflicting policy initiafives can be recognised in the English health service. General practitioners (GPs} are expected to
uphold patienfs’ preferences in referal decisions and aiso to reduce numbers of patients referred from primary to secondary
care,

Purpose
To develop guidelines to support referal decisions for pafients with osteoarthritis of the knee that take patient preferences into
account,

Methods

We conducted sysiematic reviews on outcomes after knee replacement and evidence summaries on conservative manage-
ment and role of radiographs in confirming indication for surgery. A guideline development group (GDG) representing patients,
surgeons, GPs, health commissioners and allied health professionals participated in consensus development based on the
nominal group technigue. Group members rated the appropriateness of referral for 108 randomised case scenarios containing
all possible combinations of severity of knee symptoms (3 levels), age {3 levels), comarbidities (2 levels), body mass index

{2 levelsjand patient preferences {3 levels} on a scale ranging from 1 {fully disagree) o 9 (fully agree). Referral was considered
to be unanimously rejected if group ratings ranged from 1 to 3, and supported if these ranged from 7 10 9.

Resulls

Referral was unanimously supported for scenarios describing severe knee symptoms with strong preference for referral, and
unanimously rejected in scenarios describing mild knee symptoms with strong preference against referal or no preference. The
greatest differences in the group ratings were observed for scencrios describing mild symptoms with sirong preference for
referral and moderate or severe symptoms with a sirong preference against referral or no preference. The 3 patient
representatives were more Fkely to support referral in scenarios with mild sympioms and strong preference for referral, but their
scores were equivocal in scenarios with severe symptoms and strong preference against referral.

Discussion
Conflicting policy initiatives will contribute to variation in practice which will in tumn affect equity of access.
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DECISION AIDS DERIVED FROM EVIDENCE-BASED GUIDELINES - A FRAMEWORK FOR DEVELOPMENT AND MAINTENANCE
#se Raats, Haske van Veenendaal, Marion Grol, Jako Burgers [Dutch Institute for Healthcare Improvement CBO, Utrecht, The Netherlands)

Background

Patient education and involvement of patients in medical decision making (shared decision making) is suggested 1o have g
beneficial effect on the process and outcome of health care. The use of decision support materials, such as decision aids, is
particulory useful for preference-sensitive decisions. ideally, they should be based on up-to-date evidence-based clinical
practice guidelines.

Purpose
To develop a pragmatic framework for development and maintenance of decision aids derived from evidence-based

guidelines.

Methods

Available decision aids, evidence-based guidelines and the standards from the International Patient Decision Aid Standards
{IPDAS) Collabaoration were used as a basis for a generic formait for decision aicls, Patient focus groups were organized 1o assess
patients' infermation needs, thelr expectations and personal values in relation to the decision as well as their preferences for
presentation of the information.

Results

We developed a framework for decision aids and 5 specific declsion aids derived form evidence-based guidelines, on the fol-
fowing topics: cardiovascular risk management, breast cancer, depression, screening for prostate cancer, post-menopausal
symptoms, The decision aids were jested by patient focus groups and a user panet and were published on the national health-
care portal (website: www.kiesbeter.nl}. Furthermore, we reached formal agreement on ownership and maintenance of the
decision aids with all relevant organizations and parties,

Discussion
A common framework was developed to facilitate the production of specific decision aids derived form evidence-based

guidelines. Strategies for dissemination and implementation in clinical practice need to be explored.
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INCREASING PUBLIC ACCESS TO CLINICAL PRACTICE GUIDELINES FOR RHEUMATOID ARTHRITIS AND OSTEOARTHRITIS (FHASE II) tucie
Brosseau, Sydney Lineker, Mary Bell, George Wells, Mary Egan, Lynn Casimiro, Peter Tugwell, Ann Cranney, Keith Wilson {Schoel of Rehabilitation
Sciences, University of Ottawa, Oitawa, Ontario, The Arthritis Sociely - Oniario Division, Arthaitis Rehabifitation Education Program, Toronto, Ontario,
Canadian Rheumatology Association & Sunnybrook Health Sciences Centre, Toronto, Ontario, Department of Epidemioclogy and Community
Medicine, University of OHawa, Ottawa, Onfario, Cenfre for Global Health, institute of Population Health, University of Otiawa, Cliowa, Ontario,
Clinical Epidemiology Program, Ottawa Health Research Unit, Otiawa Hospiial, Civic Campus, Ottawa, Ontario, The Rehakilitation Centre, Ctlawa,
Ontario)

Background

The prevalence of Rheumatoid Arthritis (RA) and Osteoarthritis {OA) wilt increase significantly as the population ages.
Opftimization of care / freatment cutcomes will lessen the burden. Providing patienis [pis) with self-management strategies (SMS)
reduces healih care costs. Clinical Practice Guidelines (CPGs) assist health professionals and pts with selecting freatment
regimens to improve rehabilitation and health cutcomes. Pis who are involved in management decisions experience better
health,

Purpose
Evaluate the impact of "influential* people with arthritis {IPWA) and the media on the dissemination of evidence-based (EB)

arthritis SMS through knowledge franslation {KT] aclivities.

Methods

CPGs were adapted and delivered to o lay audience through twe inferactive workshops. Werkshop #1 (WSt} multidisciplinary
faculty delivered to selected IPWA, and Workshep #2 {WS2): frained IPWA from WS1 delivered to a local PWA group. Pre- and
post-workshop questionnaires evaluated the impact of intensive EB educatfional fraining programs on knowledge, skills, and
self-efficacy by ps and their efforts to disseminate the CPGs more broadly. The general public with RA or OA were invited,
through press media, to access online workshop educational materials and complete pre- and post-website questionnaires.

Resulls

WS1 was composed of 23 IPWA. Nine IPWA from WS1 received additional training then delivered the same content to 26 new
PWA in W52, Website viewed by 197 individuals. Results showed: statistically significant levels of acquisition of new knowledge in
WS pts, high levels of intent to use and aclual use of arfhritis SMS in RA and QA pts, increased self-efficacy post WS, and high
interest In KT activities.

Discussion

KT can be achieved through IPWA infensive EB education programs. Press media is an effective method for raising public
awareness of CPGs. Further research is needed on how to refine the media strategy so it can become a more successful KT
method.
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PARTICIPATION OF PATIENT REPRESENTATIVES IN THE DEVELOPMENT OF GUIDELINES - ARE PATIENT QRGANIZATIONS

READY FOR THIS TASK?

Sylvia Saenger, Gerhard Englert, Frank Brunsmann, Bemnd Quadder, Gimter Ollenschlaeger (German Agency for Guality in Medicine, German
Patient Forum (Standing Committee of the National Boards of Disabled People Associatfions, Health Care Consumers Associations, Self-Help Groups
Associafions, the German Medical Association and the National Associalion of Statutory Health insurance Physicians))

Background

In Germany, National disease managemeni guidelines have been produced by representatives of the scientific medical
societies and patient representatives since 2005. One of the most important tasks of the patient representatives 1s fo point out
the deficits of healthcare from their point of view. As a prerequisite patient experiences must be systematically collected and
processed. Patient organizations are not yet sufficiently prepared to do so.

Purpose

Our cim is to support patient representatives to fulfill their tasks regarding the guideline programe. In order to get a general idea )
whether and how patient organizations collect patient experiences in a systematic way and to identify the organizations L
demand of support a survey among memiboer organizations of the national umbrella association for patient erganizations was

conducted. Based on ihe resufts of this survey we produced support tools {checklists, quesfionnaires, fraining programs, etc.) for

patient representatives involved in guideline devetoprnent.

Methods

The survey was conducted from Octobber 2006 1o January 2007 among 112 member organizations of the naticnal umbrella
association for pafient organizations. A questionnaire was sent out about the procedures of collecting, structuring and preparing
patient experiences. The organizations were asked which mode of collecting patient experiences they considered the most
effective and what kind of support was required to systematically determine patient experiences.

Resuits

21 of 112 patient organizations responded fo the survey. At present, patient experiences are not yet systematically collected.
Procedures greatly vary and are not comparable. So far, the determination of deficits in healthcare has played a subordinate
role,

Discussion

Patient organizations need support in order fo be able to perform the tasks implied by their participation in setting healthcare
standards. Based on the results of the survey we developed a “patient pariicipation handbook.” It contains practical instructions,
checklists an recommendations for training.
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Are clinical practice guidelines compatible with respecting patient preferences? Conceptual framework and research agenda.
Antoine Boivin, MD, CCFP. London School of Hygiene and Tropical Medicine, UK; France Légaré, MD, PhD. Tier 2 Canada
Research Chair in Implementation of Shared Decision Making in Primary Care, Université Laval, Canada; Trudy van der Weilden,
PhD. Maastricht University, Netherlands; Victoria Thomas. Programme Manager. Patient and Public Involvement Programme,
Nattional Institute for Health and Clinical Excellence, UK; Nyokabi Musila, PhD. London School of Hygiene and Tropical Medicine,
UK; Jan van der Meulen, PhD. London School of Hygiene and Tropical Medicine, UK.

Context : Implementation of clinical practice guidetines {CPGs) remains a challenge in part because of patients’ attitudes

and preferences toward health interventions. Observers have highlighted the potential for confiict that exists between
appropriateness of intervention, as judged by experts, and patients' own choice. A recent sysiematic review by the World
Health Organisation has called atiention to the paucity of research in this areq, Objective : To provide a conceplual framework
and research agenda on ways to take patients’ preferences into account in CPGs' development and implementation. Design:
This presentation reporis on the discussions from a workshop held at the International Shared Decision-Making Conference in
Germany in June 2007. The workshop was organized by a panel of six infernational experts. A total of 18 clinical practice
guidelines developers, clinicians, researchers and patients' representatives from 6 different countries pariicipated in the
workshop. Findings: Findings from implementation studies suggest that practice guideline does not curently foster patient
invoivement in decision-making. Considering patients’ values in guideline development appears most important when there is
either a lack of good evidence of benefit, or high disagreement regarding how potendial outcomes are valued. Three main
approaches have been used intemationally to incorporate patients’ preferences in guideline development: 1) the direct
involvement of patients' representatives in the scoping, development and implementatiion of guidelines; 2) the use of formal
methods of considering patients’ preferences in guideline development; 3} the promotion of shared deckion-making and
patients decision-aids in practice guidelines recommendations. These methods involve different assumptions regarding the role
of patients in health decision-making and quality improvement. There is a need to clarify those assumpficns before the smail
body of comparative research in this area can be expanded to inform how best to incorporate patients’ preferences in
guideline development and implementation.
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ADAPTATION OF TOBACCO GUIDELINES TO HOSPITALS IN NW ONTARIO AND N. CALIFORNIA
Patricia M. Smith, C. Barr Taylor, Scott M. Sellick, Smita Das {Northem Onlario School of Medicine, Thunder Bay, ON, Stanford University School of
Medicine, Palo Alio, CA, Thunder Bay Regional Academic Health Sciences Centre, Thunder Bay, ON, Stanford University School of Medicine)

Background

The United Siates Depariment of Health and Human Services (USDHHS), Ontario Medical Association, and the Ontario Ministry of
Heailh and Long Term Care support the USDHHS fobacco use and dependence clinical practice guidelines for hospitals and
clinicians. Addressing fobacco use in hospitals Is important due to the high costs to treat tobaccoTelated iliness. Yet following
the clinical practice guidelines for tobacco use can be difficult for clinicians in hospitaks, due, in part, to the acute care nature
of hospitals. Adaptation of clinical practice guidelines by hospitals offen benefits from the input of a research program,

Purpose
The purpose of this presentation o share the resuls of two research programs designed to assist 19 hospitals in NW Oniario and
N. California adapt tobacco clinical practice guidelines into standard practice.

Methods

Pre-program evaluations af the organizational, clinician, and patient levels were performed,. As part of the research program,
hospitals were helped to expand tobacco services consistent with the guidelines, including clinician training. A post-implementa-
tion evaluation will be performed fo determine the progress made with compliance with the guidelines and to assess further

steps.

Results

Guidelines were successfully implemented in all 4 hospitals in N, Californiq, including a VA, large and small community hospitals,

a teaching hospital, and a non-profit HMO, Wave 1 of the Ontario study resulted in a cendralized electronic system for identifying

and documenting fobacco use {a systems-level guideline) in all 12 rural hospitals and 1 regional hospital in NW Ontario, in

addition o an analysis of the level of clinician compliance with the guidelines. Wave 2 is currently underway and involves !
expanding tolbacco services in all 13 NW Ontario hospitals consistent with the guidelines and tailored to each hospital's needs.

Discussion
A novel approach to using guidelings to influence compliance will be presented.
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UNDERSTANDING GROUP PRACTICES IN CANADA: HOW THE EVOLUTION OF PRIMARY CARE PRACTICES INFLUENCES

THE DEVELOPMENT AND HMPLEMENTATION OF CLINICAL PRACTICE GUIDELINES?

Suzanne Murray, Dave Davis, Dilip Patel, Martin Dupuis, Ivan Silver JAXDEV Group, Brossard, Quebec, University of Toronto, Toronie, Ontario, Merck
Frosst Canada, Kirkland, Quebec, University of Torento, Toronto, Ontario }

Background

Currertt Canadian primary care reform emphasizes interdisciplinary healthcare provider teams, health promotion, and
developing accountable systemns that are pafient-centred and community-focused to provide comprehensive, accessible, and
coordinated care. A 2006 study examined professional practice performance (knowledge, attitudes, skills, clinical practice
behaviours) and performance gaps of interdisciplinary, community-based group healthcare practices across Canada. Findings
give directions as fo how the development and proactive dissemination of guidelines needs to be reconsidered in this new
paradigm of healthcare.

Purpose

(1) To review results of a mixed method study of group practices in Canada conducted in 2006. {2) To conduct an inferactive
group discussion of the emerging frends in group practices. (3) To discuss the influence of emerging frends in group practices on
guideline development, adaptation, and adoption.

Methods

Findings that point fo frends in structure and performance of group praciices including the need for (1) appropriate and identi-
fied group leaders, (2] role clarity of professionals, {3) team practice management skills, and (4} appropriate technology.
Interactive smoll group discussions will be facilifated to encourage altendees to explore how clinical practice guidelines'
development and adoption are influenced by new practice redlities and if current practice guidelines are taking into account
the new collaborative paradigm of care.

Results

This workshop wilt enable participants 1o have a better understanding of current chalienges foward frue collaborative health-
care team, This session will aiso inform parficipants how emerging frends of curent group practices may influence guidelines’
development, adaptation, and adoption. Suggestions for best practices in guidelines' development in this new practice reality
will be explained and documented,

biscussion
This workshop is critical to inform leaders and participants engaged in reform initiatives o harmonize guidelines development
with current trends in the hedalthcare system.
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IDENTIFYING GENERAL PRACTITIONER BELIEFS, INTENTIONS AND BEHAVIOUR TOWARD UPTAKE OF AN EVIDENCE-BASED GUIDELINE
FOR ACUTE LOW-BACK PAIN USING THE THEORY OF PLANNED BEHAVIOUR

Denise O'Connor, Sally Green, Simon French, Sharon King, Jill Francis, Jererny Grimshaw, Susan Michie, Joonne Mckenzie, Neil Spike, Peter
Schattner, and the IMPLEMENT Sfudy Group {Australasicn Cochrane Centre, Instifute of Health Services Research, Monash University, Australia,
University of Aberdeen, Scotland, UK, Clinical Epidemiolegy Program, Ottawa Health Research Instifuie, Canada, University Cellege, London, UK,
Depariment of Preventive and Social Medicine, University of Otage, Dunedin, New Zealand, Deparimeni of General Practice, School of Pimary
Health Care, Monash University, Australia}

Background .
We examined the uptake of an evidence-based guideline for managing acute low-back pain {LBP) in general practice. W
wanted to undersiond why GPs were or weren't using this guideline and identify targets for change suitable for inclusion in an
implementation intervention. We used a psychological theory, the theory of planned behaviour {TPB), to understand GP
behaviour and identify targets for change.

Purpose

To {1) develop a guestionnaire to measure GP atfifudes, beliefs and infentions toward implementing the guideline; (2) fest the
refiability and validity of the questionnaire; (3) identify factors predictive of GPs intention and adoption of behaviours
recommended by the guideline.

Methods

We constructed the questionnaire using the TPB to measure the beliefs, intentions and behaviour of a random sample of
Australian GPs toward two behaviours; managing patients without refening for plain x-ray and advising patients to stay active.
We administered the guesfionnaire on two occasions 1o examine test-retest reliability, conducted confirmatory factor analyses
to examine vdlidity, and performed regression analyses to test for associations between intention and behaviour ouicomes and
the TPB variables.

Results

528 GPs completed the questionnaire {ir 17.6%). The instrument demonsirated good psychometric properties. All TPB variables
predicted intention to manage patients without plain x-ray {expl. 68% of variance} and give advice to stay active (52% of
variance}. Significant differences in beliefs were found between intending and non-intending GPs. The best discriminator

(for xray} was confidence in not missing important underlying pathology n absence of x-ray; and {for advice} a sironger belief
that patienis would improve at a faster raie with advice about activity.

Discussion
TPB provides a useful summary of the psychological variables influencing GP behavioural intentions. An intervention targeting the
prediciive psychological variables identified using this instrument is fikely to increase the implementation of this guideline.
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ACCEPTANCE AND IMPLEMENTATION OF GENERAL PRACTITIONER GUIDELINES IN QUALITY CIRCLES FOR GP-CENTRED CARE
Ingrid Schubert, Veronika Lappe, foachim Fessler, Guenter Ollenschiaeger (PMV Research Group. Universily of Cologne, Cologne, Gemrmany, GP,
Floersheim, Gemnany, Agency for Qudlty in Medicine, Berlin, Germany)

Background

The study involves Quality Circles for General Practitioner-Centred Carefrom the Hessen Regional Association of Statutory Heatlth
Insurance. Members of the circles are infroduced In a number of sessions fo the general practitioner guidelines developed by
the Guideline Group of General Practitioners (GPs) in Hessen. Personal prescription data are discussed against this backdrop.

Purpose
To survey participants with respect to general acceptance of the guidelines as well as relevance and practicability of the
recommendations.

Methods
Survey administered in written form in the year 2006. Topics included dyslipidemia (342 questionndires, 69% rate of returny),
bronchial asthma/COPD (296, 73%), hyperiension (325, 72%) and cardiac insufficiency (256, 84%}.

Results

Over the course of the quality circle sessions, the comprehensiveness of the guidelines was increasingly rated as "just right" (54-
79%). the practicability increasingly as "simple” (67-86%) and practical relevance increasingly as "high" {67-79%). Participants
increasingly stated that they would recommend the guidelines fo fellow colleagues (75-86%}. Ratings of the relevance of
individual guideline recommendations for the assurance of therapeutic quality ranged from 37% to 98% and rafings for the
practicability of individual recommendaiions between 35% and $7%. The question "What have you modified since the last
session?" revealed which of the recommendations had been well implemented in practice, e.g. assignment to dyslipidemia risk
categories, and how the guideline supported their decisions

Discussion

A frend of growing acceptance of the guidelines was observed. This frend should be validated in the further course of quality
circle sessions. In the case of individual recommendations which were met with low levels of participant acceptance, guideline
authors should look to examine whether these recommendations are dispensable, whether the relevance of such recom-
mendations for therapeutic success requires greater elucidation or whether more support in implementing the
recommendiations should be provided.

99



Bé4

WHY ARE CLINICAL PRACTICE GUIDELINES NOT AS EFFECTIVE IN ONTARIO ACUTE CARE HOSPITALS?
Moriah Ellen, Ross Baker, Adalsteinn Brown {University of Toronta, Tarento, Oniario)

Background

Previous research has demonstrated that clinical practice guideline (CPG) usage is nof related to hospital length of stay {LOS)
in Ontario, which is in stark contrast to a systematic review that found a relationship between CPGs and LOS (Shamian-Elen M.,
Brown, AD, Leatt, P, 2004, Shamian-Ellen M., Brown, AD, Cockerill R, 2006},

Purpose
To explore possible barriers and facilitators in the CPG adoption process and to determine why CPG usage does not influence
LOS in Ontario hospitals,

Methods

Semi-structured quaiitative interviews were conducted. Interview questions were based on the AGREE tool and a list of
exploratory questions developed based on the literature and discussions with experts in the field. The interviewees worked in
Ontario acute care hospitals and dealt with one or all of the following responsibififies: developing, implementing, monitoring,
vpdating, or evaluafing CPGs.

Resulls

Nine interviews were conducted and small, community, and teaching hospitals were represented. The interviewees stated ihat
hospitals predominantly use pre-existing CPGs and include mullidisciplinary teams. Lack of organizational support, financial
resources, and tools, were cited as the largest bariers for implementation. Tailloring pre-existing CPGs to the organization was
viewed as extremely labour intensive and the proper supports were not in place to ensure success. Perceptions of the effective-
ness of CPG on a variety of outcomes are reviewed.

Discussion

The inferviews expldined some possible factors why CPGs are not realizing their full potential in Ontario hospitals. The CPG itself is
not perceived to be the reason why CPGs are not effective, mostly because they are evidence based. The barriers are
perceived to be at the organizational level and individual level. There is pressure in health care for instituiions to develop and
implement CPGs. Policy makers need to spend more funds and prowde assistance to managers and employees required o
implement such a considerable change.
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IMPLEMENTATION OF CLINICAL PRACTICE GUIDELINES: OVERCOMING BARRIERS TO IMPLEMENTATION OF IRON MANAGEMENT
GUIDELINES IN CHRONIC KIDNEY DISEASE PATIENTS.

Michelle Irving, Martin Gallagher. Rowan Walker, Michael Frommer, Jonathan Craig {Centre for Kidney Research, The Children's Hospital ot
Westmead, Ausiralia, School of Public Hegith, University of Sydney, Australic, Senior Research Fetiow, The George Insfituie for Infemationcl Health,
Renal Unit, Royal Melbourne Hospital, Melbourne Australia, Schootf of Public Healfh, Universiiy of Sydney, Australia)

Background

The correct management of iron in chronic kidney disease patients decreases mortality and morbidity. An qudit of iron
management practices and iren indices was analysed for six rencat units {labelled 1-4) in Ausfralia in 2004 and barriers and
enablers 1o implementation of the Caring for Australasians with Renal Impairment (CARI) ron guideline were documented for
the guidelne in general.

Purpose
To review pre-implementation iron practices, improve the management of iron according to the CARI guideline and assess the
cffectiveness of active guideline implementation.

Methods

Feedback from the iron management audit was sent o each unit. Each unit assessed their results and three of the six units
agreed to participate in the implementation phase. For each unit, an opinion leader was selected and a barier analysis
performed, We offered a compulerised decision support system for iron management to each unit. We conducted a preliminary
audit of ron indices in March 2006 after 5 months from the first feedback. The final audit is currently being analysed.

Resulfs

Wide variation of iron indices was observed across the units. Unit 2's median feritin improved from 165 fo 2332g/L (p=0.007) and
median haemoglobin changed from 119 to 122¢/L{p=0.02}.Unit 3 showed improvement in their median fenitin levels from 163 to
2142g/L {p=0.007). Units 4's median femifin levels dropped in the period of observation from 376 to 3192g/L although this was not
significant {p=0.10}.

Discussion

Based on our observations, the variation in results between the three units are due 1o differences in the upper management sup-
port for the project, workplace culture and selection of opinion leaders ie-work load, level of autharity. Support from an extemal
source such as the CARIl implementation staff, good staff motivation and seniority of the opinion leader are critical for the
successful implementation of guidelines.
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GUIDELINE IMPLEMENTATION STRATEGIES TO OVERCOME BARRIERS TO ABDOMINAL AORTIC ANEURYSM SCREENING
Douglas Wooster, Andrew Dueck, Elizabeth Wooster (University of Toronte and University Health Network--Toronto General Hospital, Toronto, ON,
University of Toronto and University Health Network—Toronio Generaf Hospital, Toronto ON}

Background

In response to published guidelines for Abdominal Aortic Aneurysm [AAA] screening, we surveyed primary care physicians 1o
determine affifudes and identify barriers to screening. Responses indicated support for identifying AAAS: 60.4% were aware of
recommendations. Neither acceass 1o a vascular surgeon nor knowledge about the importance of AAAs is a limifing factor.
Respondents screened more frequently for breast (79.1%), prostate (80.5%}, colon cancer {80.9%), and hyperiension {83.7%) than
AAAS (20.9%).

Purpose
Identify sirategies to overcome barriers o screening.

Methods

We identified barriers with respect fo primary (family medicine and selected specidlties}, secondary {ulirasound specialists) and

tertiary (vascular surgeons) care providers, as welt as, farget group 'patients’, These barriers included information gap.

communication, advocacy, ethical and management issucs. Semistructured focus sessions were organized for each group.

A structured guestionnaire was developed for each group. An informal feasibility poll was undertaken to address the

appropriateness of this approach. Common theme analysis and semi-quantitative scoring {Liekert scale} will be applied to

identify the best approach to each barier. Innovative ideas will also be sought. The documeniation was submitted to the
Research/Ethics Committee for approval. ‘

Results i
The poll showed the focus groups-survey combination o be a practical approach. The results of the focus groups and structured
approaches fo address the implementation of this guideline will be ongoing over the next 2 months and will be finalized for

presentation.

Discussion

Screening for AAAs lags significantly behind other major screening programs.  Although primary practitioners are routinely
exposed fo the target population, only the minority of patients are screened. Of those who were aware of guidelines, only one ;
third follow them. Further research and development of educational strategies is ongoing to overcome the barriers to screening.

er&
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BARRIERS TO AND FACILITATOR OF THE CLIP GUIDELINE

Anne-Marie COTE, Michel TOUSIGNANT, Marie-José DURAND, Stéphane POITRAS {Rehabilitation depariment, Medicine and Headlth Science Faculty,
Université de Sherbrooke, Sherbrocke, Québec, Research center on aging, Sherbrooke Geriatric University Institute, Sherbrooke, Québec, Centre for
Action in Work Disability Prevention and Rehabilitation, Moniréal, Quebec, Epidemiclogy and biostatistics department, McGill University, Montreal,
GQuebec}

Background

In April 2006, clinical guidelines for the management of low back pain (LBP) and prevention of long term disabilily were
developed and entitied the Clinic on Low Back Pain in Interdisciplinary Practice {CLIP). Studies show that guidelines alone have
litfle effect on improving clinical practice. Toe enhance adherence to clinical guidelines by health care professionals, the
literature suggests identifying and addressing foctors that impede or facilitate their utilisation.

Purpose
Identify the bamiers to and facilitators of using the CLIP guidelines, as perceived by the physiotherapists in the province of
Quebec.

Methods

This is a descriptive study using a qudlilative approach. A sample of 16 physiotherapists from varied professional backgrounds will
use the CLIP guidelines with two patients suffering from LBP over a six-week period. Data will then be collected during two semi-
structured interviews in order to identify the barrers to and facilitators of both understanding and ufilisation of the guidelines. The
interview guide and the coding chart will be elaborated using a conceptual framework adapted from the Physician Guideline
Compliance Model by Maue et al. {2004} and from a classification of bariers to and facilitators of guidelines utilisation by
Saillour-Glennisson et al. {2003). The transcripts of the interviews will be analysed following a thematic content analysis with a
mixed coding chart. To ensure the coding reliabfiity, two coders will train until they achieve a confidence ratio of 95 %.

Results

Data will be collected and analysed during the winfer and spring of 2007. A list of environmental, individual and guidelines relat-
ed barriers and faciitators will be presented in relation to our conceptual framework. The results will also be contextualised with
regards to the cumrent physiotherapy practice.

Discussion
This study constitutes a necessary precondition designing an optimal implementation strategy, in order to improve adhesion of
the physiotherapists to the CLIP guidelines.
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COMPETING NORMS: EXPLORING RURAL FAMILY PHYSICIANS' PERCEPTION OF CLINICAL PRACTICE GUIDELINES

AND SHARED DECISION-MAKING
Antoine Boivin, France Légaré, Marie-Pieme Gagnon (CSSS Rouvyn-Noranda, Canada Research Chair in Implemeniation of Shared Decision Making
in Piimary Care, Université Laval, Canada, Universiié Laval, Québec, Canada)

Background

Implementation of clinical practice guidelines {CPGs) and shared decision-making are both advocated in primary care. Some
authors argue that CPGs can enhance Informed decision-making between patients and physicians, while others warn that o
standardized implementation of CPGs could hinder patients’ invoivement in decision-making.

Purpose
To explore rural family physicians' perception of the interaction between clintcal practice guidelines and shared decision-making

in medical practice.

Methods

A qualitative study using semi-structured focus-group interview was conducted with seventeen family medicine physicians and
residents in Rouyn-Noranda, a Canadian rural fown in northem Quebec. Interviews were audio taped and transcribed verbatim.
Analysis was guided by the template organizational style and performed by the principal investigator. Inferpretation was vali-
dated by constant comparative method, member-checking and debriefing among the research team.

Results

Two distinct conceptions of how clinical practice guidelines should assist decision-making emerged from the discussions.
Cn the one hand, guidelines were seen as helping clinicians to make decisions, on behalf of their patient, about the best
course of action. However, especially in fhe context of chronic disease management, physicians expected guidelines fo
inform the decision-making process between clinicians and patients by providing details about risks, benefits, costs and
treatment alternatives. Curent guidelines were considered as often lacking such information. The pressure to apply CPGs'
recommendations was perceived as a potential barier to patient participation in decision-making.

Discussion

In circumstances requiring patient participation in decision-making, physicians perceive a direct tension between what they
consider as two competing norms of good practice: the need to consider patients’ preferences, and the pressure to apply
guidelines recommendations. To facilitate patient invelvement in decision-making, these physicians report that clinical practice
guidelines should include relevant information about risks, benefils and costs of interventions.
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A SYSTEMATIC GUIDELINE REVIEW AS AN EFFICIENT METHOD IN EVIDENCE BASED GUIDELINE DEVELOPMENT.

PRIMARY CARE MANAGEMENT OF CHRONIC HEART FAILURE AS A MODEL.

Chiktiane Muih, Jochen Gensichen, Martin Beyer, Ferdinand M. Gerlach {Institut fir Allgemeinmedizin, Johann Wolfgang Geoethe-Universitat,
Frankfurt am Main, Germany)

Background

Clinical guidefines pofentially improve healthcare. However, de-novo-development of evidence based guidelines requires
remarkable resources - especially in complex condifions like chronic heart failure (CHF), and adaptation may be biased by
contextual influenced recommendations in source-guidelines,

Purpose
To design a systematic guideling review (SGR) method, and to apply it to the development of an evidence based guideline on
CHF.

Methods

A systematic search for guidelines was performed. Eligibility of guidelines was assessed on predefined criteria by two reviewers.
Methodolegical quality of selected guidelines was appraised using the AGREE-instrument. A framework of relevant clinical
questions was derlved. Data were exiracted and systematically compared in consistency analysis. Uncertain recommendations
{inconsistency and/or weak evidence) were postponed for further research. In less uncertain recommendations (strong
evidence based consistencies and minor inconsistencies) relevant publications were re-evaluated, Information was synthesized
in a preliminary draft.

Results

A total of 16 CPGs was included (Kappa=0,95), partial of high quality. Within a framework of 27 questions we idenfified 35
complex recommendations: 25/35 consistent, $/35 inconsistent, 1/35 not rateable {derived from a single guideling). Out of 25
consistencies N=7 based on strong evidence, N=14 on expert opinion, and N=4 was consistent in content but differed in grading.
Three major inconsistencies {e.g. Brain Natriuretic Peptides) and 14 opinion based statements needed further research. In 17
statemenis we re-evaluated the evidence, the majority was congruent. However, sometimes we found incongruence (e.g. no
evidence for B-blockers in asymptomatic non-ischaemic CHF). After six months the first draft was completed.

Discussion

Mdin limitation of SGR is a lacking actuality - update research is necessary , and in our approach only single review (in data
extraction / analyses). Chances are in our view the systematic approach incl. validation, fransparency, efficiency, and
enhanced objectivity in ‘grey zones of clinical practice'.
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EFFICIENCY IMPROVEMENT IN EVIDENCE-BASED GUIDELINE DEVELOPMENT IN THE NETHERLANDS
Inezloung, Erwin van der Harst, Jako Burgers [Association of Comprehensive Cancer Cenires {ACCC], The Netherlands, National Working Group
Gastro-intestinal Tumors / Department of Surgety, MCRZ, The Netherlands, Dutch Institute for Healthcare Improvement CBO, The Netherlands)

Background
The development of evidence-based guidelines in the Netherlands was lengthy (2 3 years}, and rather labor-intensive for the
professionals participating in de guideline development group.

Purpose
To improve the efficiency in guideline development by shorfening the duration and decreasing the worklcad for the
professionals in the guideline development group.

Methods

The process was adapted in several ways regarding the development of guidelines for colorectal cancer. Clinical questions
were formulated by the National Working Group Gastro-intestinal Tumors of the Asscciation of Comprehensive Cancer Centres
(ACCC]}. For each question one clinical expert on this topic was requested 1o participate in the guideline development group.
The literature search was performed by an information specialist from CBO in close collaboration with the clinical experts, using
existing high-quality international guidelines and systematic reviews as starting point. Epidemiolcgist from CBO summarized the
evidence under quspices of the experts. Experts were responsible for formulating the recommendations. The guideline
development process was coordinated by the ACCC.,

Resulfs

We found 25 recent guidelines on the topic. In particular those guidelines including systematic reviews or evidence tables were
used. Summaries of evidence and draft recommendations were discussed during six meetings, sfarting February 2006. The final
draft of the guideline was finished in March 2007. Experts of the guideline development group who had previous experience with
guideline development indicated a substantial decrease in their workload.

Discussion

it is feasible to develop an evidence-based guideline on a broad cancer topic in approximately one year. Summarizing the
evidence can be efficiently performed by epidemiclogists under auspices of clinical experts, thus decreasing the worklead for
these experts, Preferably, the epidemiologists should have previcus experience within oncology. Official endorsement of the
guideiine should be plkanned in advance in order to prevent delay at the final phase.
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USING THE GRADE SYSTEM TO PRODUCE CLINICAL RECOMMENDATIONS FOR ANTICANCER DRUGS
rossana de palma , alessandro fberali [agenzia saniiaria regionale, bologna,italy, universily of modena-agenzia sanitaria regionale, bologna, italy)

Background
The search for more effective interventions raises concerns in the area of anticancer drugs where fast track approvat may hinder
full assessment of their benefit risk profile.

Purpose

The aims of this project were: q) provide a common ground for health professionals and policy makers/administrators for
deciding on appropriate use of resources in an area characterised by high expectation and incomplete efficacy/side effects
information; b} create a mechanism to identify clinical questions where clinical research is needed

Methods

We used the GRADE system to develop recommendations for the use of specific anticancer drugs/regimens in 12 dlinical
questions relevant to adjuvant tfreatment of breast (3], colorectal (4} and lung {5} cancer. Multidisciplinary panels including
different cancer specialists, public health doctors and patient representatives worked with the support of a group of
methodologists.

Results

Panels produced ¢ recommendations {1 strong and 6 weak in favour of the index freatment and 1 weak and 1 strong againsi)
and concluded thai no specific course of action could be recommended for the other 3 clinical questions. The perceived ben-
efits fo risk balance of the freatment was the most important and statistically significant (p<0.01} predictor of the direction and
strength of the recommendations, while panellists’ personal (age, sex] and professional {specially) characteristics did not play a
significant role

Discussion

Producing evidence-based recommendations in the rapidly evolving field of antficancer treatments poses methodological and
practical challenges. in our experience GRADE combines methodelogical rigour and interdisciplinary participation allowing for
an explicit assessment of the different compoenents {evaluation of the quality of evidence and of the benefits risk profile, judge-
ment of the strength of recommendations} that are ot stake in defining evidence based clinical policies. GRADE seems able to
reconcile the distance between methodologisis and clinicians when clinical policies are to be set
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AN EXAMPLE OF USE OF THE EGLIA TOOL IN DEVELOPING GUIDELINES FOR ACUTE STROKE MANAGEMENT IN AUSTRALIA
Kefvin Hill, Erin Lalor (National Stroke Foundation of Australia)

Background
The eGLIA tool was developed to assist guideline developers in making guidelines easier to apply in the real world. However fime
is needed to become famifiar with such a fool which may reduce its usefulness and widespread application

Purpose
To determine the usefulness of incorporating the eGLIA tool into the systematic process involved in peer review and consultation
and to highlight the application of the eGLIA tool in Australia.

Methods

Health professionals who had no previous experience with the eGLIA tool but who are involved in implementing guidelines
were recivited. These health professionals were given a brief overview of the fool and asked 1o use to tool when reviewing
specific recommendations during the consuliation phase of the guideline development process. Time spent, numbers of
recommendations reviewed and subjective feedback of the process will be collected along with the summary developed by
the eGLIA.

Results
Health professionals are currently being recruited and resulfs are pending.

Discussion

It is befieved this process will demonstrate the value in the systematic evaluation of draft guidelines using the eGLIA tool.
Further information of the use of the GLIA tool will enable guideline implementers and developers a robust tool to improve
implemeniability of guidelines especially assessing the effect on adherence for guidelines who have used the GLIA tool,
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GUIDELINES FOR A kARE DISORDER: AN EVIDENCE-BASED CONSENSUS PROCESS
Marie Faughnan, Valerie Palda, Sharon Straus, HHT Guidelines Working Group {University of Toronto, Toronte, Ontario}

Background
Internationatl experts have identified significant care gaps in diagnosis and management of a rare genetic disorder, Hereditary
Hemorhagic Telangiectasia {HHT}.

Purpose
To develop evidence-based recommendations for diagnosis and management of HHT.

Methods

An internationally representative sample of HHT experts developed key questions reflecting the important aspects of HHT care
using a modified Delphi process. Systematic searches of the medical literature plus polling of experts identified studies addressing
these questions. Study quality was appraised and results from studies meeting inclusion criteria were extracted into evidence
tables. HHT Experts, guideline methodologists and HHT patients participated in a structured consensus process. Working
sub-groups generaied recommendations for the key guestions using evidence tables genarated from systematic searches. All
participants then voted anonymously on the recommendations. Those recommendations achieving < 80% agreement were
further discussed with a facilitator and re-voted.

Results

Fifty key questions were developed. Literafure searches identified 2694 abstracts, of which 171 articles were found suitable for full
review. Six subroups representing expertise in the areas of HHT diagnosis, epistaxis. central nervous system vascular malforma-
tions, pulmonary arteriovenous malformations, gastrointestinal bleeding and liver vascular malformations generated 31
recommendations.  Twenly-one/31(67%) recommendations received >=80% agreement cn first vote. Ten recommendations
were further discussed, re-worded and re-voted, resulting in a final 34 evidence-based recommendations, with >=80%
agreement in 31/34(?1%). Post-conference feedback from participants suggested a high level of satisfaction with the process.

Discussion

In conclusion, this evidence-based consensus recommendation process for a rare disorder allowed development of 31
recommendations which met with >=80% expert approval. The process integrated evidence with valid expert and patient
values. The group is now planning an implementation strategy to enhance care for this patient population.
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USING CONFERENCES AS STRATEGIC EVENTS TO SUPPORT KNOWLEDGE MOBILIZATION

Mare White, Dave Davis, John Holiand, Lowrence Green, Matthew Liang (Brigham & Women's Hospital & Harvard Medical School, Boston, MA,
University of Toronte Health Policy Management and Evaluation & Family and Community Medicine, Teronto, ON, University of Washington,
Departmeni of Environmental and Occupaotional Health Sclences, Sealtie, WA, UCSF Dept of Epidemiology and Biostatistics; UCSF Comprehensive
Cancer Center, Population Sciences, University of California at San Francisco, CA)

Background

Systermatic reviews have concluded that conferences consisting of traditional didactic sessions have little impact on practice
change or changes in patient ouicomes. However cerfain conferences can become focal events creating awareness and
interest in upcoming systematic reviews and create excitement in participating in post-congress knowledge mobilization.

Purpose
To ilustrate intended and unintended outcomes of using conferences as strategic and purposeful vehicles fo build codlitions to
support knowledge mobilization.

Methods .
Planning and evaluation fools used include modified PRECEDE-PROCEED model, KTE Intervention mapping, application of
personal and organizational change theories and principles, and social marketing constructs.

Results

Conference plonners explicate working assumptions and refinements to a planning framework for an upcoming World Congress
on Neck Pain (January 2008} bullding on lessons leamed from three other case studies and implementation research. To-date
organizers have cultivated and engaged 24 natfional and international organization co-sponsors specifically seeking their interest
and pdriicipation in post-congress disseminafion. The case study demonsirates that congress organizers could potentially play
an important role in promoting awaraness, interest and provisional commitment fo review and potentially incorporate findings
from systematic reviews addressing costly public health issues, across disciplines, professions and regulatory bodies - prior to their
publication! Using intervention mapping the idea of meaningful engagement of multiple stakeholders before, during and post
congresses is explored, working assumptions and linkages to change theory and social marketing are explicated,

Discussion

Conference organizers can use pending or recently published systematic reviews /guidelines or other means o generate
awareness, get buy-in from targeted stakeholders, atfract opinion leaders and government stakeholders to lay the foundation
for posi-congress KTE activities. If this is the case, then purposeful KTE-directed conferences should - in theory at least - be more
effective than more traditional didactic fare
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QUALITY CIRCLES IS AN EFFECTIVE KNOWLEDGE TRANSLATION APPROACH THAT INCREASES PRIMARY CARE PHYSICIANS
ADHERENCE WITH THE QSTEOPCROSIS CANADA (OC) 2002 GUIDELINES WHEN TREATING HIGH RISK PATIENTS WITH OSTEOPENIA
AND FRACTURE

George loannidis, Lehana thabane, Amiran Gafni , Alexandra Papaioannecu, Brent Kvem , Anthony Hodsman , Dan Johnstone , Lena Salach ,
Famida Jiwa, Jonathan Adachi (McMaster University, Hamilton, Ontario, University of Manitoba, Winnipeg, Manitoba, University of Western Ontario,
London, Ontario, 4Procter and Gamble Phamaceuticals, Toronto, Ontario, Ontarie College of Family Physicians, Teronta, Ontario, Ostecporosis
Conada, Toronio, Ontario)

Buckground'
The Quality Circles (QCs) project was developed to improve primary care physicians' {PCPs) management of osteoporosis in
accordance with the Osteoporosis Canada {OC) 2002 Guidelines.

Purpose
The study evaluated the change in freatment administrafion in high risk patients with bone mineral density (BMD] f-scores in the

ostecpenia ronge and prior fragility fracture at the hip, wrist or spine.

Methods

The study consisted of five phases: wave | data collection, 1st educational intervention, wave Il data collection, 2nd
educational intervention, and wave Il data collection. During the educational intervention QCs met fo discuss physician
profiles {snapshots of how they manoged osteoporesis) and to participate in an osteoporosis workshop. A fotal of 340 {wave |)
and 301 {wave Il) PCPs formed 34 QCs. For each wave, PCPs collected data from different patients via chart reviews and o
standardized collection form. A total of 8376 (wave |) and 7354 (wave il} palient records were selected, All patients were
women 55 years and older. This interim analysis (wave | & ll} used the generalized estimating equations method to evaluate
differences in bisphosphonate use in these high risk patients pre and post educational intervention. Odds ratios {OR) and $5%
confidence intervals {Cl) were calculated.

Results

A total of 21, 82, 74 and 162 osfeopenia patients during wave | and 45, 144, 133 and 290 ostopenia patients during wave Il had

hip, spine, wrist or any (hip, spine or wilst) fractures, respectively. The likelihood of bisphosphonate use increased following the
educational infervention for patienis with spine {OR: 1.74; 95% CI: 0.1.04, 2.91}, wrist [OR: 2.56; 95% CI: 1.34, 4.90} and any fracture i
(OR: 2.19; 95% Cl: 1.47, 3.2¢).

Discussion
QCs is an effective knowledge iranslation approach that increases PCPs adherence with the OC guidelines when tfreating high

risk patients. :
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IMPROVING PREVENTION GUIDELINES IMPLEMENTATION USING BEST PRACTICES IN CONTINUING MEDICAL EDUCATION:

A RANDOMIZED-CONTROL TRIAL.

Réjean Laprise, Rabert L. Thivierge, Gilbert Gosselin, Maja Bujas-Bubanovic, Sylvie Vandal, Daniel Paquetie, Micheline Luneau. Pierre Julien, Serge
Goulel, Jean Desaulniers, Paule Maitais (CPD, Facully of Medicine, University of Monireal, Quebec, Montreal Instifute of Cordiology, Guebec,
Sancfi-aventis, Laval, Quebec)

Background

Whereas numerous studies have demonstrated that treating high-risk cardiovascular patients improve morbidity and mortality,
others reveal that only 20% fo 61% are treated according to clinical practice guidelines (CPGs). In addition fo knowledge, lack
of clinical time, tools and reminder systems are the main facfors explaining GPs' performance in preventive care.

Purpose
To report on the CIME Project, a randomized-controf frial on the effectiveness of a strategy developed to improve GPs'
performance using best CME practices: dissemingtion, enabling and reinforcement.

Methods

122 GPs were recruifed in Quebec. Affer altending a 2h inferactive workshop (dissemination), half were randomly assigned to
the intervention group. This group was provided with a nurse who: 1) reviewed charts of pafients >= 55 y with an upcoming visit
from Feb. to Aug. 2005; 2} labeled charts of potentially undertreated patients (enabling); and, 3} enclosed a charl summary and
freatment algorithm (reinforcement). Conirol GPs practiced as usual during this period. Changes in performance during the
intervention period were assessed refrospectively in both groups using chart audit for consenting patients.

Resuils

Screening of 16,050 charls revealed that 35% of patients >= 55 y were at high risk and that 69% of these were potentially
undertreated according o CPGs. The refrospective chart audit of patients that were potentally undertreated at baseline
demonstrated that the intervention significantly improved CPGs' implementation and that the size of the impact varied
according to the specific guideline studied.

Discussion

CME providers can improve CPGs' implementation if they go beyond dissemination and include in their interventions
strategies that facilitate knowledge integration in the practice. Here, a nurse-led colloboratfive workplace intervention
successfully supported and increased the fkefihood of practice change. This clinical approach and the fools developed
in this projet were later used to build a multidisciplinary educational program for primary care practice teams.
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AGIRPREV: A MULTI-FACETTED EDUCATIONAL PROGRAM SUPPORTING PRIMARY CARE TEAMS IN THE IMPLEMENTATION

OF CARDIOVASCULAR PREVENTION GUIDELINES

Robert L. Thivierge. Réjean Laprise, Gilbert Gosselin, Daniel Paguette, Micheline Luneau, Francine Borduas, Francine Robinson, Paule Mdttais (CPD,
Facully of Medicine, University of Moniredl, Quebec, Montred! Institute of Cardiclogy, Quebec, CPD, Faculty of Medicine, University Laval, Quebec
QC, sanofi-aventis}

Background

Numerous studies have shown the difficulty of implementing prevention guidelines in primary care. Part of the problem arises
from the guidelines themselves: too many, too specific, foo complex, often conflicting with each other. Traditionally, CME
educators' role has been to tackie factors that pertain to the physician, i.e. knowledge of and atfitudes towards expert
concensus. However, they tend to disregard major problems associated o guideline implemeniation in the busy clinicaol
environment: kack of time with patients looking for quick fixes; lack of reminding and detection systems.

Purpose
To describe AGIRPREV, a multi-faceited educational intervention which provides, in addition to knowledge, practical tools and
continuing support to help primary care teams integrate cardiovascular prevention guidelines in their working environment.

Methods

To register, @ GP team must attend an interactive workshop where it is updated on guidelines. Then, the clinic is granted access
to enablers and reinforcers that facilitate guideline implementation in the workplace: nurses are trained to detect high-risk
patients, sketch arelevant chart summary, prompt charts and insert a patient management algerithm. Continuing support is
provided through a dedicated web site where each feam member can download updafed guidelines and tools, consult an
expert, discuss implementation with other clinics, consult liferature or initiate a review to foster practice reflection. Clinics are
automaticaly alerted to changes by e-mail.

Resulls
Each component of the program as well as results on web site use and implementation of the clinical approach in participating
practices after 3 months will be described.

Discussion

The literature suggests that CME could have more impact on guideline implementation in primary care if, in addition fo
knowledge dissemination, it faciltated and supported its integrafion in the practice environment. The project's approach,
which impact is being demonstrated in a random-control trial, illusirates how educafors may achieve this.
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COMPLIANCE TO THE NATIONAL BREAST CANCER GUIDELINES IN THE NETHERLANDS.
Harmiét Blacuwgeers, Tinie Berraadi, Otto Visser, Margriet van der Heiden-van der Loo {Comprehensive cancer centre Amsterdam, Amsterdarn,
Comprehensive cancer cenfre Middle Netherlands, Utrecht)

Background
In the Netherands, there are evidence based national guidelines on screening, diagnosis (update 2000} and treatment
{update September 2005} of breast cancer.

Purpose
We studied the compliance to these guidelines on ¢ population based level in order to identify poTenhoI bottlenecks in the use
of the guidelines in daily practice.

Methods

The nailonal guidelines working group formulated indicators in order to pinpoint the important decisicn moments in the
guidelings. These indicators give information cn diagnosis, freatment, organisation and accessibility of care. We used data of the
cancer regisiry fo evaluate the compliance to the guidelines, supplemenied with extra itemns which were not available in the
registry. In two comprehensive cancer regions {CCCA and CCCMN]) these exira items were collected for patients diagnosed
from November 2005 fill March 2006. Registrars collected in the hospitals all information directly from the patient fites, including
ihe pathology reports. The description of the extra iterms was formulated in a codebook o avoid lack of clarity.

Resulis

All 28 hospitals, including general hospitals, three university hospitals and a specialized cancer hospital, gave permission to
collect extra items for this study. More than 1000 breast cancer patients were included. Data were missing in less than 2 percent.
We will show resuits on diagnosis and various treatments, We will present the results concerning surgical freatment, including
lymph nede staging. Furthermore, the results regarding radiotherapy and systemic therapy with chemotherapy or biclogicals will
be presenied, We will report on the analysis of subgroups based on relevant clinical and pathological factors such as age,
stage, estrogen and progresterone receptor status and Her2Neu receptor status. Also, waiting tires will be reported.

Discussion
The preliminary results are very promising: the compliance to the national guidelines seems remarkably well, The final results wilk
be presented at the meeting and can be a reason for revision the guidelines.
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IMPACT EVALUATION OF CLINICAL GUIDELINE ON TONSILLECTOMY IN ITALY o
Enrico Maleria, Lorenza Rossi, Riccardo Di Domenicantonio, Giovanni Baglio, Sergio Marletia, Lucia Lispi {Agency for Public Health, Rome, Italian ;
Ministry of Health }

Background

Tonsillectomy is a common precedure with large geographicat variations. In Italy, within the National System Clinical Guidelines,
a guideline was developed to promote appropriateness of surgery for {adenclionsillectomy. 1t dealt with indications for
(adencjtonsilectomy, surgical/ anaesthesiofogy techniques, perioperative management, organisational issues. Since April 2003
the guideline was implemented using a multifaceted approach that included massmedia campaign, internet and journal
publications, discussion and distribution during nationat conferences and local educational meetings, use of opinion leaders,
mailing fo regional heatth authorities, hosplial trusts, poaediatricians and otolaryngologists. and formal adopiion in several ltalian
child hospitals.

Purpose
1o evaluate the impact of guideline at naticnal level, monitoring the overall rate and geographical variation of tonsillectomy

rates across ltalian regions.

Methods

We used data from the hospital information system of Itafian Ministry of Health, which collects information on all hospitalisation
occurring in public and private hospitals. We calculated the rates of {adenolionsilectomy in the 21 regions from 1998-2004.
Regiondit rates were standardised by age and gender, using 2001 population as reference, to allow comparability across regions
and fime.

Resulis

Overall tonsillectomy raie in Italy ranged from 10.5 to 10.9 x 10,000 inh 1998-2002 period, and it dropped to 9.1 in 2003 and 2.4 in
2004. Standardised regional rates showed a marked geographical variability with @ North-South gradient: the range was quite
stable from 1998 1o 2001, and the variability decreased in 2003 due fo reductions in regions where the rates were higher (1998:
3.9-19.0; 2002: 5.4-18.3; 2003: 4.1-16.7; 2004: 4.2-16.6).

Discussion

ltalion experience on guideline implementation showed a successful change In fonsillectomy practice and inappropriate
variations. Effective implementation was fostered by comprehensive interventions, participative discussions on guideline, and
enthusiasm featuring the transfer of evidence info practice.

AT
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AWARENESS OF AND ADHERENCE TO CANCER SCREENING GUIDELINES AMONG HEALTH PROFESSIONALS IN JAPAN
Chisato Hamashima, Hiroshi Saito, Tomotaka Sobue {Research Center for Cancer Prevention and Screening. National Cancer Center, Japan,
Center for Cancer Confrol and Information Services, Nalional Cancer Cenler)

Background

In Japan, guidelines for cancer screening have been developed and revised by a research group funded by the Minisiry of
Welfare and Labor since 1998, The latest guidelines recommended six cancer screening in 2001. However, fittle is known about
awareness of and adherence fo the cancer screening guidelines among health professionals.

Purpose
We conducted survey for 2 groups of health professionals and compared awareness of the guidelines, related knowledge and
the aifitude fowards cancer screening.

Methods

The surveys were conducted by mailing questionnaires to the two farget groups: lccal gavemment officers of municipal cancer
screening programs {mainly public health nurses, n=3,327); and experts of an academic soclely for gastroenterclogical cancer
screening {(mainly physicians; n=195}. The questionnaire contalned inquiries about: 1) awareness of and adherence 1o the
cancer screening guidelines published in 2001, and 2) basic knowledge of and attitude to cancer screening, Differences in the
responses between the 2 groups were assessed using chi-square test,

Results

The response rate in both groups was approximately 45%. Atthough over 70% of the respondents were aware of the cancer
screening guidelines, 20% of the focal government officers and 35% of the experts responded that nonrecommended screening
methods by the guidelines could be infroduced for population-based screening as part of public policy. Fiftyseven percent of
the local government officers and 75% of the experts responded that there was no problem with using non-recommended
methods for opporunistic screening. More than 25 % of both groups believed that screening was “almost always a good ided’

Discussion

The survey revealed that there were simple enthusiasms for cancer screening and lack of fundamenial knowledge needed fo
promote evidence-based cancer confral program even among the hedlth professionals. It is necessary to develop educational
systems for health professicnals fo provide appropriate knowledge related to cancer screening.
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EXAMINING THE RELATIONSHIP BETWEEN CLINICAL PRACTICE GUIDELINES AND 1ENGTH OF STAY THROUGH A

SECONDARY DATA ANALYSIS
Morich Ellen, Adalsteinn Brown, Rhonda Cockerill (Uriversity of Toronto, Toronto, Ontario}

Background

Efficiency of care is an important topic in Canadian health care. One common measure of efficiency is length of stay (LOS}
Clinical practice guidelines (CPGs} are an intervention used fo reduce LOS. To date, no large scale research analysis has been
conducted to examine the relationship between CPG use and LOS.

Purpose
To examine the relationship between the use of CPGs and LOS across numerous medical and surgical disease states throughout

the province of Ontario.

Methods

This research conducted statistical analyses on secondary data that was obtained from fwo different data sources: CPG usage
was obtained from the Hospital Report Research Collaborative (HRRC) and L.OS data was obtained from the Canadian institutes
for Health Information {CIHI). Descriptive stafistics, cormrelations, and longitudinat analyses were conducted.

Results

Ten clinical areas were examined in 88 acute care hospitals over a two year period (2002-2003 and 2003-2004). Differences in
responses based on hospital type (small, communily, teaching)} were examined and minimal differences were found., CPGs are
used in Ontario hospitals to a varying degree in most disease states: both medical and surgical. CPG usage and LOS did not
change dramatically over the two years. The refationship between CPG usage and LOS was only statistically significant in two
disease states: pneumonia {p=.033} and prostatectomy (p=.008). There were no significant relationships found in the longifudingl

analysis.

Discussion

This secondary data analysis did not find a strong relationship between CPG usage and LOS. Possible reasons for this are
discussed, as are limitations and future research suggestions. This study adds to previous research by examining CPG usage
across a wide range of disease states and in a large number of Ontaric hospitals. The results here are counterintuitive to other
studies and systematic reviews that demonstrate a strong inverse relationship between CPGs and LOS.
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KNOWLEDGE, ATTITUDES AND USE OF CURRENT CARE GUIDELINES AMONG THE FINNISH PRIMARY HEALTH CARE PHYCISIANS
Pekka Jousilahti. Jorma Komulainen, Tina Hanski, Eeva Ketola {National Public Heaith Institute, Helsinki, Finland, The Finnish Medical Society
Duodecim, Curent Care, Helsinki, Finfand)

Background
Since it's launching in 1994, the Finnish Current Care {Kaypa hoifo} has produced 73 guidelines.

Purpose
The dim of the present study is fo assess the knowledge, atfifudes and use of 21 selected guidelines on common diseases and
disorders among the Finnish primary health hare physicians.

Methods

An electronic web-based questionnaire was sent to 1500 randomly selected working-age physicians. 619 physicians replied
and 112 of them were working in primary health care. The questionnaire included questions about the knowledge and use of
and attitudes to the guidelines. The following 21 guidelines were considered as most relevant for general practice: alcohol
dependency, anti-inflammatory analgesics, asthma, bronchitis, bacterial skin infections, deep vein thrombosis, depression,
dyslipidaernias, fungal infections, helicobacter infection, hypertension, lower back cenditions, migraine, neck pain, obesity,
ofitis media, osteoporosis, sinusitis, smoking cessation, tonsiliifis, urinary tract infection.

Results

The guidelines were well known among the physicions; the average figure for all 21 guidelines was 83%. Hypertension guideline
was the best known, 8% knew It, and the following guidefines were known af last 90% of the respondents: acute ofitis media,
asthma, dyslipidaemias and urinary fract infection. 6% of the physicians replied that the guidelines (average for all 21 guide-
lines) offected their clinical decision making fairtly much (28%) or very much (38%). In this respect the most Important guideline
was hypertension {84%}, followed by asthma {81%), dyslipidaemias (77%), urinary tract infection (77%}, and ofitis madia (76%). Of
the respondents, 90% agreed (agree or fully agree) that the guidelines are useful tools for the physicians. Furthermere, 82%
agreed that the guidelines improve the quality of care and are based on the best available scientific knowledge.

Discussion
Current Care Guidelines are well known among the Finnish primary health care physicians. The guidelines have a remarkable
effect on physicians' clinical declsion-making. Primary health care physicions consider the guidelines very valuable for thelr work.
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DIAGNOSTIC IMAGING PATHWAYS: ACHIEVING STANDARDS IN GUIDELINE DEVELOPMENT?
Phillip Bairstow, Richard Mendelson, Adrian Yesurainam {Royal Perth Hospital, Perth, WA, Royal Perth Hospital, Perth WA)

Background

Diagnostic imaging in Australia accounts for approximately 15% of Medicare benefits paid and has become a major driver
of rising health care cosfs. Inappropriate use of diagnostic imaging amplifies the growth and exposes patients fo risks without
benefits. Studies have indicated that vp to 33% of radiclogical examinations are totally or partially inappropriate.

A significant threat to appropriate imaging is lack of knowledge. In response fo a 'medical knowledge crisis’ Diagnostic
imaging Pathways (DIF} was developed as a web-based {www.imagingpathways.health.wa.gov.au) education and decision
support tool for requesting clinicians. More than 100 pathways are based on consensus opinion and the best available graded
evidence, and provide advice aimed at minimising inappropriate imaging and maximising diagnostic yield.

Purpose
A question posed by the developers of DIP and (presumably) any potential user is whether DIP meets suitable and accepiable
standards for guidelines. This paper explores whether this guestion can be answered af present,

Methods

A range of pofential indices of suitability and acceptabilily were considered for application to DIP, namely:
+ conformity to an independent 'guideline on the development of guidelines' (NHMRC)
frequency of review, revision and development of content

multi-stakeholder engagement and editoricl independence

support from published evidence

user acceptance and satisfaction

professional endorsement

independent accreditation (HON Foundation)

an assessment of quality {(AGREE Insfrument)

an assessment of practicability {GLIA}

o 2 2 0 0 0 &0

Problems with the indices were documented.

Results
There were difficulties with the potential indices including, measurability, applicability, credibifity, practicability and scope.

Discussion

An instrument for measuring whether DIP meets appropriate standards has not been found. There are other diagnostic guideline
packages broadly similar to DIP, and it is imporiant to be able o camy out comparative assessments. We seek to collaborate
with conference participants in the establishment of a standard for suites of diognostic guidelines.
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GUIDELINES FOR RADICLOGY: A DEMONSTRATION PROJECT Martin Reed
(Department of Radiology, University of Manitoba, Winnipeg, Manitoba)

Background

The number of diagnastic imaging studies being performed in Canada is increasing steadily. This rend has alse been
documented in many other countries. Generally between 10 and 20% of these studies do notf help in the management of
patients. Severdi factors contribute to these nappropriate studies: duplicate examinations, self-referrat and an information gap.
Information gap refers fo the fact that because of the amount of new information continually presented to them, physicians
cannot keep their knowledge current abeut the most appropriate use of diagnostic imaging.

For this reason the Canadian Asseciation of Radiologists (CAR) has published a set of guidelines for the use of diagnostic
imaging. However, the printed format is not as effective a method of presenting guidelines as providing them at the point of
care,

Purpose
The purpose of this study is to determine the effectiveness of incorporating imaging guidelines inte an electronic order entry
system.

Methods

An efectronic order entry syslem has been implemented at the Children's Hospital of Winnipeg which uses the CAR guidelines to
advise a physician of a more appropriate examinaticn if his order is inappropriate. An independent qualitative and quantitative
anaiysis of the effectivenegss of this program is being underiaken.

Results
The qudfitative analysis indicates that physicians like the program.

Of the 4180 orders placed in the system to the end of February, 6% were duplicates and 15% triggered advice.
The compliance rate was 10% for cancelling a duplicate order and 32% for directions to change or abandon an ordered test,

Discussion

The perceniage of inappropriate orders Is not as high as in some previous studies probably because the physicians at the
Childrens' Hospital have a close relationship with the radiologists and a concern about radiation risks in children and therefore
they order imaging studies more appropriately than other physician groups might do.
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'SIB OP MAAT: AN ONLINE DATABASE FOR PATIENT INFORMATION ON ANTICANCER DRUGS
Joke van den Bogert, Marion van Girschot, Dorien vanr Benthem, Monique Kroeze, Maureen de Boer {The Dutch Association of Comprehensive
Concer Centres}

Background

The ACCC is an dliance of the nine CCC's in the Nethertands, its purpose s to provide cancer patients and their families’ access
to comprehensive and high-quality care as close to home as possible. The services of the CCC's are directed towards improving
the professionat, organisationat and relational quality of care.

Purpose
The goal of the ACCC was to develop al tool to support the health professionals in giving patient information on anticancer
drugs.

Methods

The ACCC developed an onlfine database on anficancer drugs called 'SIB op maat' {www.ikcnet nifsib), which contains side
effects of prescribed drugs such as cytostatic, immunotherapeutic drugs and hormones. The drug information consists of side
effecis occurring in more than 10% of the patient populafion and supportive measures, safe handling of excreta and fhe means
of administration.

Resulls

'SIB op maaf’ gives taitor-made, printable information to support the oral information given to patients by health professionals.
The website is accessible for professionals and patients and can be used os an information source. 'SIB op maat' has a lot of
innovative features compared fo other known databases and information sources. The database has a search engine and can
generate a combination of drugs, without doubling the side-effects. The ACCC allocate autherisations fo make hospital
database. Authorised users can save drug combinations in this hospital database as a freatment plan. Also, authorised users
can adjust their database by adding their loge and hospital specific information according to their needs, such as telephone
numbers. Central ediforship guarantees up fo date data. More specialized features include an email service to send the
information to ofher caregivers and contact with the webmaster for questions. The ACCC offer implementation support to the
hospitals,

Discussion
With 'SIB op maat’ the ACCC provides the health professionals with an excellent tool for patient information on anticancer drugs.
{www . ikcnet.nlfsib)
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EVIDENCE MATIERS (EM): A NEW TECHNOLOGY PROVIDING CUSTOMIZED, UP-TO-DATE EVIDENCE-TABLES AND
EVIDENCE-GRAPHS FOR DIVERSE PATIENT POPULATIONS
Ofer Avital (Evidence Matters, Montreal, Quebec)

Background

To provide evidence-based care, guidelines developers, clinicians, and other decision-makers need help managing the flood
of new research. Instead of using out-of-date reviews, EM's technology allows creation of an instant, up-to-date, customized,
evidence table {or graph} synfhesizing the literature answering a particular question.

Purpose ‘

with the PICO-structured "osk-a-question” interface, a user can instantly organize old and new frial results info custom formats.
For example:

- Sorting by the outcome result, fiming of the measurement, or the year of publication;

- Qrganizing by strength of research design, year, and journal of publication;

- Fittering for patient age, sex, naticnality, disease stage, co-morbidities, blinding characteristics and many other characteristics.

Methods

EM is an online database of indexed resulls from thousands of peer-reviewed clinical trials.

Trial results have been hand-abstracied, and digitized, according to a novel evidence-based outcomes taxonomy allowing
comparisons across many trials, Links are available to muttiingudl, bullet-point summaries of every article.

Resulis

The system seif-updates daily, with up to ten new frials added daily, from secondary dalabases covering over 14,000 journats.
EM contains over 150,000 outcomes in 10 specialty areas, representing 75% of admissions to hospitals, based on reports from the
U.s. CDC.

EM is used in eight couniries in English, French, and Spanish.

Discussion

EM significantly speeds and facilitates the production of evidence tables and guidelines.  EM also makes keeping evidence
tables and guidelines up-to-date much easier. A wide range of users may benefit from the system, including health guideline
developers, clinicians, policy-makers, librarians, and teachers.

EM was designed by physicians and epidemiologists from gcademic centres in North America, with $2million in funding.
including competitive federal R&D grants from CANARIE {Telehealih Canada) as well as the Canadian Medical Discoveries
Fund.
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INNCVATION FOR SUSTAINABLE QUALITY PATIENT CARE: THE ROLE OF ELECTRONIC FORMULARIES IN CREATING VALUE
Michelle Goulbourne {Depariment of Health Policy Management and Evaluation, Faculty of Medicine, University of Toronto)

Background

Cancer Centre formularies coniain systemic therapy regimens approved for oncology patient care. Formulary regimens
standardize chemotherapy treatments and help to guide the care delivery process. However, once printed, they are soon out
of date as new regimens are added to the treatment arsenal.

The Regional Cancer Program Formulary Software (RECAP-FS®) was developed in order 1o fill this qualily gap.  RECAP-FS® is
user-friendly software that automales the process of editing, updating, archiving and printing chemotherapy regimen informa-
tion. Within a year of its formal deployment, RECAP-FS® has more than 400 users.

Purpose

The journey that takes an innovation from being a novelty to having a sustained impact on day-to-day clinical practice is an
important one. This presentation examines the developrment, deployment and evaluaiion of RECAP-FS® in order o shed light on
key factors that influence its rate of adoption and level of clinical use over fime.

Methods

This presentation will:

1. Describe the patient centric approach that was faken in the development and deployment of RECAP-FS®.

2. Summarize the resulis of interim beta tester surveys, web statistics and a confirmatory evaluation.

3. Discuss the relative impact of the following variables on the rate of RECAP-FS adoption: (i) characteristics of the innovation,
(i) communication network structure (i) cultural context and {iv) promotion efforts.

4. Assess the importance of agents of change in taking RECAP-FS® beyond the "fipping point” so that it can have an impact at
the cultural level.

Resulis
Technological innovations such as RECAP-FS® can facilifate the development of positive and sustainable changes in clinician

culture and practice.

Discussion
Tools such as RECAP-FS®, when supported by clinical practice changes, can have a positive impact on the quality of patient
care locally and within the global oncology community.
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) SETTING THE STANDARD: DEVELOPING BENCHMARKS FOR COLLABORATION IN THE GUIDELINE DEVELOPMENT PROCESS
(.’ Farida Homza-Mohamed, Michele Hilton-Boon, Joan Viayen, Sofia Qureshi, Beatrice Fervers, Magali Remy - Stockinger, Sylvie Guilio, for CoCanCPG
) [SIGN, Edinburgh, UK., KCE, Brussels, Belgium, SOR- FNCLCC and Centre Léon Bérard, Lyon, France, SOR, FNCLCC, Lyon, France, SOR, FNCLCC,
(- Paris. France)

. Background

“_"' The collection and interpretation of the evidence are key components in guideline development and updating, but they

{ are also cosily and fime-consuming. The CoCanCPG project was sef up to improve collaboration between cancer CPG

) programmes and reduce duplication of effort, Although the diversity of healihcare structures in different couniries can lead to
- legitimate variability in guideline recommendations, the evidence on which they are based should be the same. CoCanCPG

<ims to set up shared development among cancer CPG programmes, while recognising fhe cultural and organisational diversity
of the participating organisations and countries.

Purpose
To develop standards for identified shareable steps of CPG development in o format that could be used to benchmark CPG

proegrammes.

Methods
{ Questionnaire identified general overview of existing cancer CPG processes. A working group from three countries

(Task leaders, information specialists and CoCanCPG management), identified steps and tasks for searching, selection

and synthesis of current evidence and monitoring of new evidence. The proposed steps and standards were refined through
) peer review by international CPG specialists and all CoCanCPG members. Benchmarking of CoCanCPG members against
these standards through external review and self analysis.

Results
28 Standards have been set for literature review, critical appraisal, and monitaring and updating of evidence. These standards
b are being piloted in a benchmarking exerclse of the CoCanCPG organisations.

Discussion

Collagborative benchmarking involves comparisons of processes, proctices and performances with similar instifutions in the same
fleld and enables organisations to share learning and knowledge as a basis for collaborative approaches. The long-ferm aim is
to get everyone working o the same standard so that work is readily exchangeable between programmes, reducing costs and
duplication of effort. Our methodology and the agreed standards wilt be applicable to CPG development in other disease
areas as well as other evidence-based programmes such as ICPs and HTAs that use the same shareable components,
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A MULTIDISCIPLINARY APPROACH TO DEVELOPING LOW BACK PAIN GUIDELINES FOR PRIMARY CARE PRACTICE IN ALBERTA
Paul Taenzer, Christa Harstall, Carmen Moga, Ann Scott {Calgary Health Region Chronic Pain Cenire, Institute of Healfh Economics)

Background

Practice patterns for treating low back pain {LBP} vary widely among primary care physicians and are notoriously intransigent.
Cne way of promoting stakeholder ownership and increasing uptake is 1o adapt existing guidelines to the local healthcare
system.

Purpose
The Alberta Health Technology Assessment {HTA) Chronic Pain Ambassador Program is consirucling evidence-based,
Alberta-specific guidelines to assist primary care physicians in the management of LBP and reduce unnecessary referrals.

Methods

An Advisory Commitiee (provides oversight), a Working Committee (constructs the guidelines), and a Research Team

{provides research information} were formed through a mulfidisciplinary partnership of clinical experts, HEA researchers, and
representatives from physician associations, the provincial government, and regional health authorities. The Research Team
identified relevant guidelines on the prevention, diagnosis, or non-surgical treatment of adult non-mdalignant, non-specific LBP in
primary healthcare settings. Guidelines were appraised using a modified AGREE tool. The recommendations, number and type
of studies forming the evidence base, and study citations were summarised in evidence inventory fables. A physician sub-group
of the Working Committee used these tables and the AGREE scores to select, according to pre-determined criteria, the best
guideline(s), which the Working Commitiee will then adapt 1o the provincial context.

Resulis

Seven guidelines met the inclusion criteria: two on prevention; four on acute and two on chronic LBP freatment, The AGREE tool
identified well-developed and reported guidelines, but could not verify the validity of the recommendations and the underlying
evidence, or reconcile differences in evidence rating scales. Clinical judgement was essential when there were overlapping,
discordand, or absent recommendations.

Discussion

The key elements for creating clinically relevant local guidelines are: a flexibie, consist, and ransparent methodology; credible
resecrch; involvement of clinical and policy experts to ensure clinically meaningiul guidance that reflects local treatment
cptions; and an open, frusting relationship among all contributors,
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PROGRAMS OF CARE: A CONSENSUS APPROACH TO EVIDENCE-BASED CARE
Donna Bain (Workplace Safety and Insurance Board, Toronto, Ontario)

Background

Guideline develocpment is most commonly considered as an aclivity undertaken within academic, clinical and research settings.
In this case study, a third party payer, the Workplace Safety and Insurance Board of Ontario (WSIB) has taken a leadership role in

the development and implementation of evidence-based care protocols for the treatment of common werkplace injuries.
Participants in this guideline development inifiative include multidisciplinary community-based clinicians, researchers, workers
and employers and the WSIB as a payer.

Purpose
A key purpose of the work described in this case study is the effective ulilization of collaboration and consensus 1o develop
evidence-based delivery care programs that reflect science as well as the redlities of practice in the Ontario environment.

Methods

This case description explores the development of these programs which begins with the idenfitication of search terms for the
critical appraisal of the terature. Once consensus is reached with multidisciplinary participants on the literature review, o
knowledge transiafion phase follows which culminates in the publication of a program with algorithms to facilitate
implementation and reference to the scientific literature. The final step is the introduction of the new evidence-based
protocol to a mulfidisciplinary health care community across Oniario.

Resuvlfs
The WSIB Program of Care’ initiative 1s an interesting case study that highlights the challenges and opportunities created by
adopting a consensus based approach to guidelines while maintaining a high standard of methodological rigour.

Discussion

in 2006, more than 8,000 workers with musculoskeletal injuries were treated according to these evidence-based protocols that
identify recommended and non-recommended interventions and include diagnostic-specific outcome measurement, A
hallmark of these programs is the role of individual clinician judgement in evidence-based health care delivery.
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COLLABORATION TECHNOLOGY TO ACHIEVE GUIDELINE CONSENSUS AND CARE STANDARDIZATION:

CONTEMPORARY TOOLS, TRENDS, AND LESSONS LEARNED
Timothy McNamara, MD, MPH [CMO, HealthGate Data Corp., Burlington, MA and Medical Director, Center for Healthcare informatics, University of
Kansas Medical Center, Kansas City, KS)

Background

Many hospitals and healih systems are attempting to standardize clinical guidelines, protocols, and order sets both to improve
the quality of healthcare services and prepare for initiatives fike electronic health record deployments. However, most hospitals
and health systems struggle in such standardization initiatives.

Effective siandardization requires effective feamwork among clinicians and staff from multi-disciplinary backgrounds--often from
geographically dispersed facilities—to reach consensus on local care practices. Yet most hospitals and health systems have no
precedence or formal mechanisms for managing the kind of large-scale, sustained collaboration, decision-making, and consen-
sus-building activities that are necessary for successful guideline standardization and ongoing update.

Purpose

This presentation provides an overview of contemporary collaborative technologies that are being deployed by health systems
to standardize care, improve committee efficiency. reduce committee work, and achieve consensus on clinical guidelines and
order seis. This presentation also reports results from ¢ large survey of healthcare executives regarding attifudes, experiences,
and requirementis for collaborative technologies.

Methods

From December 2006 1o January 2007, 60 executives representing 60 health systems in 27 states were interviewed using a
standardized phone survey. The survey gathered data regarding participant involvement in committee work and assessed
approaches to team-based interaction and decision-making used at the facilities represented.

Results

Of the executives inferviewed, 40% were Chief Medical Officers (CMOs) or Chief Medical Information Officers (CMIOs), 18% were
Vice Presidents of Medical Affalrs {(VPMAS), 10% were Medical Directors and the remaining 24% filled other executive positions.
The survey identified significant inefficiencies in commitiee work, guideline/order set standardization, and other activities. Full
details of the resulfs will be pravided during the presentation.

Discussion
There is a need for improved fools and technolagies for collaboration among survey participants working on care
standardization. Examples from represeniative heaith systems that have invested in such tools will be described.
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A COMPARATIVE STUDY OF INTERNATIONAL GUIDELINES FOR THE MANAGEMENT OF HYPERTENSION
Gersende Georg, Pierre Mencton, sabele Colombet, Pierre Durieux, Joél Ménard (INSERM UMR_S 872, Eq. 20, SPIM, Paris, France, INSERM UMR_S
872, Eq. 20, SPIM, Paris, France;Université René Descaries, Paris, France, Université René Descartes, Paris, France)

Background
We compared four Clinical Guidelines (CG) {US, European, French and UK) published between 2003 and 2006 on the
management of hypertension,

Purpose
Differences across countries in CG produced on the same topic warrant a comparative study to understand where differences
originate from.

Methods

we analyzed the structure and all steps of CG development: blood pressure stratification, method of self-measure, methods of
cardiovascular risk estimation, place and role of lifestyle modification, choice of antfihypertensive therapeutic class, frequency of
follow up and, finally list of references of the full report. We then analyzed hek differences in the full report, and differences in
deriving recommendations from the full report. Finally, we analyzed similarities and discrepancies in the selection of scientific
references across CG.

Resulls

We observed differences between CG at almost every step of the guideline development. Whereas the definition of hyperten-
sion was consistent across CG, they differ in grade stratification. Differences in the number and intervals of recommended
follow-up were found between CG, despite similar full reports. Differences in recommendations for self-measurements of blood
pressure were found in both the CG and their full report. We noficed differences in cardiovascular risk estimation or ifs absence
in one case. Setection of antihypertensive drugs varies across CG. The differences in the full report may be explained by different
publication dates of CG or by the choice of references {1.2% are common to all four CG, 2.2% to three CG, and 8.8% to iwo
CG).

Discussion

Substantial differences exist in the national and interational recommendations for the management of hypertension across all
CG. These differences can be explained by the different publication dates of CG, discrepancies in the translation of full report to
guidelines and differences between the full reports that can be traced back to the use of different references.
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COMPARATIVE STUDY OF THE QUALITY OF THE CLINICAL PRACTICE GUIDELINES

Ifaki Gutiérmez-lbarluzea, M* Eugenia Esandi, Asun Navarro Puerto, Airfon Stein, Sonia Guterres {Osteba, Basque Office for Health Technalogy
Assessment, Centro de Investigaciones Epidemioldgicas de la Academia Nacionat de Medicina. Argentina, valme Univerty Hospilal. Sevilla.
Andalucian Healih Service, Grupo Hospitalar Conceicdo. Porle Alegre, Brasil, Secretaria de Salde do esiado do Rio Grande do SUl-BRASIL)

Background

As it has been stated before, Chnical PFractice Guidelines {CPG) are valuable tools for improving the decision-making process.
There is an enthusiastic involvement of professionals in the elaboration of CPG. Nevertheless, proliferationis not finked to quality ;
in fact, inconsistencies and discrepancies between guidelines focused on the same fopic have been observed.

Purpose
To analyse, catalogue and compare the qualily of the CPGs produced in Argenting, Brasil and Spain.

Methods

Systematic bibliographic and complementary search in: generic databases EMBASE, Medline, Lilacs, IBECS and IME; clinical
practice guidelines clearinghouses [NGC, NeLH, NICE, GIN, CMA Infobase, Guiasalud) and potential producers {scientific
societies, heaith related portals and web-sites of potential producers). Guidelines produced from 1995 to 2005 in Brasil,
Argentina and Spain that could be recovered in full text format were considered elegible {potential CPG -pCPG-). CPG were
independently selected by two reviewers on the basis of explicit criteria. Final quality assessment and catalogue was
independenily performed by 4 reviewers (AGREE instrument) and 2 reviewers {CPP), respeciively, using the EGOKI software.

Resulis

4,990 pCPG were identified: 1,037 were obtained from international databases, 2,910 from national databases, 443 from
different guidelines clearinghouses and 600 from Infemet searching. Almost 1000 potential producers belonging to the macro,
meso and micro level of the health system of the participant countries were identified: 417 were located in Spain, 348 in
Argentina and 214 in Brazil. Among all pCPG that were retfrieved, 535 were considered CPG. More than a half of CPG were
produced in Spain.

Discussion

There are several producers and country generic databases; nevertheless CPGs are scarcely distributed in different sources of
information. Those arguments define the need for a Spanish/Porfuguese language Guideline clearinghouse. CPG production
and quality could be a goed index to measure the level of development of a National Health System.
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PARTNERING FOR SUCCESS: GEITING MUSCULOSKELETAL {MSK) CLINICAL PRACTICE GUIDELINES (CPGS) INTO PRACTICE

THROUGH THE GETTING A GRIP ON ARTHRITIS ™ PROGRAM

Mary J. Bell, Sydney C. Lineker, Jennifer M. Boyle, Elizabeth M. Badley {University of Toronto, Toranto, Ontario, The Arthritis Society - Ontario Division.
Toronto, Oniario, The Arthritis Community Rasearch & Evaluation Unit, Torento, Ontario)

Background

Arthrifis is o Canadion population health Issue. Awareness, agreement, adapiation and adoption of published Osteoarthritis
{OA) and Rheumatoid Arihrifis (RA) CPGs in practice has been suboptimal because the knowledge translation and exchange
plan for these guidelines was non-existent,

Purpose

In partnership with stakeholders in arthritis care, to design, implement and evaluate a national, community-based,
inter-professional {IP} educational program to intfroduce, adapt, and support the use of OA and RA CPG's in Canadian
primary care {(PC) practice.

Methods

People with arthritis and an IP healthcare feam franslated OA and RA CPGs into best practices (BPs). Paper, elecironic and
telephene surveys determined the learning needs of arthritis patients and their primary care providers (PCPs} and community
capacity to deliver arthritis care. Over an 18 month period, a needs-based, multifaceted educational program that embedded
the OA and RA care BPs, was delivered across Canada. Multiple reinforcement methods were used. Baseline, é and 12 month
patient and providers surveys evalualed change In awareness and use of arthritis BPs. Key informant interviews defined system
change.

Results

900 PCPs attended one of 30 workshops. Immediafe post-workshop evaluation revealed high satisfaction with the program,

At 6 months, 80% PCPs indicated a high to medium positive influence of the program on patient self-management, access to
specialty care, collaborative care, early detection, and arthritis prevention. Patients {n= 567) reported statistically significant
change in their use of arthritis BPs. The program has been recognized at the local, provincial and federal government levels.
Enduring materials are available on The Arthritis Society website wwwe.arthritis.ca/gettingagrip. Twelve month outcomes will scon
be available.

Discussion
The Getling a Grip on Arthritis ™ program successfully increased awareness, agreement, adaptation and adoption of OA and
RA CPGs in the Canadian primary healthcare environment and has proven impact at the patient, provider and system levels.
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CREATING A ROAD MAP TO ENHANCE THE CONTINUUM OF CARE FOR RA PATIENTS

Marc White, Patience While, Dicne Lacdaille, Malthew Liang (Brigham & Women's Hospilal, Harvard Medicat School, Boston, MA, Arhrifis
Foundation & George Washington University Schoot of Medicine and Health Sciences, Washington, DC, University of British Columbia, and Arthritis
Research Centre of Canada, Vancouver, British Columbial

Background

Given major advances in RA freatment and ihe ability to mitigate disease severily in the madjority of patients, and evidence of
existing gaps in RA care, the Arthritis Foundation decided to create a roadmap to enhance primary care interest and participa-
tion in early identification and co-management of RA patients.

Purpose
To describe the planning process for developing a stakeholder-centered, theory-driven, evidence-informed roadmap.

Methods

A previously modified PRECEDE-PROCEED model for continuing medical education was employed as a framework to guide
formal and informal discussions with epinion leaders in US and Canada, to assess readiness for change and Inform planning
decisions. Other data collected included a review of strategic plans of stakeholders, idenfification of related RA initiafives,

review of current research on shared care initiatives, published literature regarding early identification of RA and access to

care,

Results

Factors identified included low prevalence of RA patients in primary care practice; generally underdeveloped rheumatology
education programs throughout the continuum of education; limited history of positive collaboration between target groups;
strong negative attitudes and beliefs regarding knowledge, roles and responsibilities of stakeholders; need for accessible validat-
ed decision-making tools; ability to order diagnostic tests to identify early RA, and fee payment barriers. Information needs of pri-
mary care praciiioners included the desire for clear and transparent (i) evidence tables derived from multiple journal sources
and disciplines, (i) risks and benefits of various tfreatment regimes from a public health perspective. Further research is planned
to assess generdlizability of these initial findings. These findings informed planning decisions. A strategic workshop is planned at
NIH featuring primary care continuum of care initiatives for other chronic diseases.

Discussion
The application of the modified PPM framework assisted in the identification of factors which could potentially enable or hinder
primary care and specialist interest and participation in collaborative activities to enhance early identification and co-manage-

ment of RA,
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MYTH-BUSTING NEWSLETTER: A STRATEGY TO TRANSFER KNOWLEDGE FROM EVIDENCE-BASED GUIDELINES TO

PRACTITIONER CHANGES AT THE BEDSIDE

Mary-Lou van der Horst, Shannon Buckley (Oniario Ministry of Health and Long-term Care/ The Village of Wentworth Heights LTC Home, Hamilton,
Ontario, Canada, Hamilton LIC Resource Centre / St. Peter's Hospital, Homilton, Ontaro, Canada)

Background

Evidence-based practice {EBP) has evolved as a doeminant theme within healfhcare. Despite considerable investment in EBP
guidelines, 30-40% of patients do not receive care that reflects the curent evidence and 20-25% of that care is unnecessary or
potentially harmful. The fransfer of EBP to the bedside is a long complex process. What works in one setting may not work in
another. Prinfed materials alone can result in a moderate change in practitioner behaviour and improve pafient outcomes.

Purpose
To detail the implementation and feedback on the "BP Blogger”, a newsletter targeting long term care (LTC) frontline staff,
designed to debunk common care myths using information from EBP guidelines.

Methods

The BP Blogger was created in response to the numercus barrlers to adopting EBP in LTC and the alfitudes, traditions, and myths
that permeate bedside care. Practitioners complain that inferpreting EBP guldelines is problematic. The BP Blogger is a knowl-
edge ool that franslates and adapts EBP guidelines inte a format that LTC praciifioners can understand, manage and use. It is a
knowledge uptake strategy that promotes easy handling of evidence and fits with LTC norms, values, and attitudes.

Results
Mondhly issues of the BP Blogger have been posted on the web since December 2004. The positive feedback from LTC has been
overwhelming. The myth-busting, easy to read and understand, and appealing information layout appears well-accepted.

Discussion

Turning EBP guidelines into actions that change clinical practice is critical in healthcare. However, guidelines do not implement
themselves. The BP Blogger confirms that knowledge transfer fools that lessen information complexity, allow for quick uptake of
bite-size pieces of information, fink values and fraditions with evidence, are timely and accessible, have emotional appeal, go
beyond relaying facts, and use an attention-grabbing format can tessen EBP resisiance and promote changes at the bedside.
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AN IMPLEMENTATION SUPPORT TOOL FOR NATIONAL NICE GUIDANCE ON SCHIZOPHRENIA AND ATYPICAL ANTI-PSYCHOTICS
Jane Moore, Geraldine Strathdee, Stuari Pack, Michael Pyne (Oxleas NHS Foundadion Trust, Darfford, Kent, UK)

Background

Guidance from the National Institule for Health and Clinical Excellence (NICE) should be implemented in alt National Health
Service (NHS} Trusts in England ond Wales. In 2002 NICE produced o guideline on schizophrenia which all NHS clinicians must
consider in thelr practice, and a technology appraisal on atypical anti-psychotics which is mandatory for all trusts fo implement.

Purpose
As an NHS mental health foundation trust in South East London we considered how fo implement this guidance, monitor its use
and link this o education and practice improvement in a way which was useful for busy clinicians, rather than an additional

burden.

Methods

A clinical audit of practice was conducted, comprising a retrospective case note audit. Following this an implementation
support tool was developed and agreed for use by clinicians to suppeort them in understanding the guidance and in changing
practice accordingly. An accompanying database was developed for clinicians to continue to monitor thelr own practice
using the tool.

Resulis

Re-audit demonstrated an improvement in adherence to the guidance, and the implementation support tool has now been
adopted by clinicians. | has been adopted by other mental health frusts in London, The tool has dlso been used for g national
audit by the Healthcare Commission, an independent national body set up to promote and drive improvement in the quality of
hedlthcare and public hedith,

Discussion

This project originally cimed fo ensure the implementation of national guidance in one team in a mental health trust through
clinical audit. As aresuit of this, an implementation tool was developed which was then adopted by the rest of the organisa-
fion, then other local organisations, and then by a national body. It Is an innovative project which has improved implementa-
tion of national guidance within the local healtthcare community, and promoted collaboration between organisations,

T
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SHOULD GUIDELINE REVIEW INCLUDE ASSESSMENT OF ADHERANCE 7
Stephen Hall, Stephanie Johnson {Queen's Cancer Research Institute, Kingston, Ont, University of Oftawa, Ctlawa, Ont}

Background

The Guideline Development Cycle is an 8 step process that begins by selecting a problem and ends wuth a plan for review.
Review should include the assessment of new or updated knowledge of the recommended freatments, the assessment of
compliance with the guideline and validation.

in 2002, based on the examination of 20 small published trials with different populations, different drugs, different regimes and
different outcomes, CPG #5-6a suggested 2 dlternative chemoradictherapy regimes for the treatment of patients with locally
advanced squamous cell carcinoma of the head and neck.

Purpose
Present feasibility, foxicity and ouicomes of regime A

Methods

Retfrospeciive cohort study with historical controls based on all efigible patients at terliary care regional cancer treatment center
in Ontario Canada from 1990 to 2005. We describe our experience with 55 patients treated with regime A as chosen by our site
group (low-dose daily platin based chemotherapy with conventional radiotherapy)

Resulis
The regime A is a feasible, toxic but tolerable and effective treatment for the patient population.

Discussion

There has been no province-wide assessment on compliance with the guideline for either regime A or B and the state of
chemceradiotherapy practice in Ontario is not known. No further trials or studies on the regime A have been published since
1997 and the best or ideal regime has not been identified in the literature. If CCO produces guidelines, should review, including
studies of adherance, be mandated as part of the cycle 2
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DEVELOPING REVIEW CRITERIA TO EVALUATE THE IMPLEMENTATION OF CLINICAL GUIDELINES IN PRIMARY CARE
Maria-Pilar Pérez, Javiera Léniz, Tomdés Pantoja {Departamento de Medicina Familiar, Pontificia Universidad Catdlica de Chile. Santiago, Chile)

Background

The Chitean health sector reform has put emphasis in the development of clinical guidelines. However, guidelines should be
implemented through specifically-designed sirategies considering different factors. Likewise, the effectiveness of those strategies
should be evaluated using validated methods.

Purpose
To develop a method for evaluating the effectiveness of guidelines implementation strategies in Chilean primary care.

Methods

The process was based on an adaptation of the methodology proposed by the NICE and the Dutch College of General
Practitioners for the development of qualily indicafors in a systematic way. The process was developed in five stages: Selection
of the toplc; Mapping the recommendations from the depression guideline; Prioritisation of the recommendations according to
the sfrength of research evidence and impact on patienis' outcomes; Reformulation of the recommendation as review criteria;
and external peer review using Delphi methodology.

Resulis

The mapping of the recommendations in the Chilean depression guidelines resulted in the identification of 24 statements. We
searched for depression guidelines in websites of guidelines developments agencies, the US Clearinghouse and the GIN website,
We found and critically appraised 10 guidelines using the AGREE insfrument. The high-quality guideline selected was the 2004
NICE guideline for depression. After mapping the recommendations out in both guidelines, 11 were selecied as those with the
maximum strength. These recommendations were reformulated as review criteria and currently they are being reviewed by an
external panel of evaluators,

Discussion

The use of guidelines has become common place in Chilsan health organisations. However, their level of implementation in our

heaith system has not been evaluated. We have developed a method based on review criferia mapped from a specific guide-

line to evaluate the effectiveness of the implementation efforts carried out for different healthcare organisations. We expect to
. use this method to develop review criteria for another guidelines prioritised in our healih sector reform process.
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DEVELOPMENT AND EVALUATION OF MEASURES FOR ASSESSING GUIDELINE IMPACT
Kirsten Woodend, Dianne Groll, Barbara Davies [University of Oftawa, Queen's University}

Background

The Nursing Best Practice Research Unit, a Canadian collaboration, is developing and testing tools useful in the evaluation of
the implementation of clinical nursing best practice guidelines. To camry out this work, teams of researchers, administrators and
clinicians form DREAM teams (Developing, Reviewing, Evaluating and Analyzing Measures).

Purpose

This thematic discussion session will explore the concept of using DREAM teams fo develop and test tools and will use the
example of two tfeams developing measures related to two guidelines produced by the Registered Nurses' Association of
Ontario (RNAO) about Chronic Obstructive Pulmonary Disease {COPD} and Vascular Access Complications (VAD].

Methods

DREAM teams were constituted fo develop and test measures for each of these BPGs, The first team modified and tested a
measure of inhaler device technique {IDAT); two outpatient pulmonary rehabititation settings and 40 adulls with COPD parfici-
pated. The second team focused on assessing two scales measuring the extent and sevesity of phiebitis and infiltration. These
were evaluated in an acute care hospital and a visiting home healthcare agency.

Resulis

The IDAT had good interrater reliability and the construct validity of the tool is supported. Nurses rated the tool as highly
acceptable and easy to use. VAD: For both the phlebitis and infiliration scales inter-rater refiability was good.  There were more
cases of both phiebitis and infiliration identified by the study nurses than recorded in the patient charts.

Discussion

Both of these tools involve the observation of actual patient behaviours/complications. Typically the evaluation of the
implementation of clhnical guidelines involves chart audit data; chart audits may not include relevant indicators and may have
missing data. A DREAM feam partnership approach involving clinicians, professional association staff, managers and
researchers is vital so that the impact of guidelines can be assessed with confidence and measures will be relevant to care.
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GUIDELINE BASED DEVELOPMENT OF QUALITY INDICATORS FOR SUBFERTILITY CARE

Selma Mourad, Roselia Hermens, Willkanne Nelen, Didi Braat, Richard Grol, Jan Kremer [dept. of Obstefrics & Gynaecology and Centre for Quality
of Care Research (WOCK), Radboud University Medical Cenire Nijmegen, Centre for Qudlity of Care Research [WOK), Radboud University Medical
Cenire Nijmegen. dept. of Obstelrics & Gynaecology, Radboud University Medical Cenire Nijmegen)

Background

infernationally, several institulions developed clinical guidelines for supplying patients with best achievable subfertility care.
However, guidelines are not self-implementing. To faciitate implementation, we first need to gain insight In the application of
clinical guidelines in daily practice. Therefore, valid quality indicators are necessary to estimate the quality of actual subfertility
care, However, none of the existing subfertility guideline programmaes is accompanied by a satisfactory set of quality indicators.

Purpose
In this study we cimed o develop a set of valid quality indicators for subfertility care, based on 10 Dutch guidelines and

intfernational literature.

Methods

A systematic é-step RAND-modified Delphi-method was conducted. After exfraction of key-recommendations, experts'
apinion (n=47) was used to appraise recommendations regarding efficacy. level of health gain, applicability and
improvement potential.

Results

Out of 303 recommendations, a representative set of 39 key-fecommendations was setected. These covered structural (2) and
procedural {37} aspects, the latter encompassing 'indications for treatment’, ‘diagnostic procedures’, 'treatment proceduwres’ and
‘natient information’. Selected key-recommendations were for example; "Clinics should evaluate their infra uterine insemination
resulis annually” and "No more than two embryos should be fransferred per cycle of IVF freatment”. No cutcome measures were
selected.

Discussion

The current study describes the systematic stepwise method for the development of 32 process and structure indicators for sub-
fertility care. The lack of cutcome indicators is not necessarily a flaw: process and structure indicators are of particular value
within quality improvement programmes, because they carry the advantage of assessing exactly where changes in care can
be made. Therefore, the monitoring of actual subfertiity care by means of the presented guality indicators may guide the devel-
opment of effective implementation strategies. Accordingly, it will support clinicians in their striving for best achievable care.
{Results of a practice test with this indicator set will be available by august.)
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ACTUAL AND DESIRED INFORMATION PROVISION IN SUBFERTILITY CARE

Selma Mourad, Rosella Hermens, Wilkanne Nelen, Didi Braat, Richard Grol, Jan Kremer {Dept. of Obstelrics&Gynaecology and Cenire for Quality of
Care Research {WOK). University Medical Centre Nijmegen. Cenire for Qudlity of Care Research (WQOK), University Medical Centre Nijmegen, Dept.
of Obstetrics&Gynaecclogy. Universily Medical Centre Nijmegen, and Cenire for Qualily of Care Research {WOK}, University Medical Centre
Nijmegen, Dept. of Obstelics&Gynaecoiogy, University Medical Centre Nijmegen)

Background

The Dutch Society for Cbstetrics and Gynaecology issued national subfertility guidelines to facilitate professionals in
providing effective, evidence-based care. These guidelines also describe the minimal degree of patient-information
that should be given prior to or during subfertility freatment. However, little is known about the actual adherence o
such information-recommendations.

Purpose
To assess the extent of guideline-recommended information provision in subfertility care.

Methods

All recommendations concerning patient-information were extracted from the 10 Dutch subferfility guidelines.
Recommendations were edited into patient-questionnaires and sent to 2698 couples frequenting one of 14 participating
clinics, Questions assessed the extent of guidelinerecommended information provision to couples. A transversal data-analysis
was performed on returned questionnaires.

Results

15 information-recommenddations were exiracted from the guidelines and returned questionnaires (n=14%9}were analyzed.
Selected recommendations regarded different stages of subferiility care: initial assessment of fertility (n=4), ovulation induction
{Ovl) (n=5}, intra uterine insemination (IUN) {n=1} and in vitro fertilisation {IVF} [n=5]. Infoermationrecommendations comprised
severadl domains; general treatment-information, possible risks and complications, lifestyle-advise, psycho-social and medical
aftercare. Only 67.3% of couples reported to have received any written information from their clinic. The omount of couples that
reported 1o be fully informed ranged from 13.3% o 95.7% per selected guideline-recommendation. Averagely, the percentage
of couples that received the required information was 57.9% for the initial assessment of fertility, 48.1% for Ovl, 92.0% for IUl and
47 4% for IVF,

Discussion

The reported levels of received information is far less than recommended in the guidelines. Even when taking recall bias into
account, we conclude that patients do not sufficiently know what professionals agreed upon in their guidelines. This underlines
the need for tailor-made implementation strategies to improve information provision in subfertility care.
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EVALUATION OF PERINATAL CLINICAL PRACTICE GUIDELINES IN BC
Diane Sawchuck ()

Background
Guideline evaluation has historically been the weakest component in guideline programs in health care.

Purpose

The purpose of this study was to evaluate the BC Perinatal Health Program, guidelines program. The study was
conducted in two parts: a) to determine the level of awareness and ufilization of perinatal guidelines in BC, and
b} to examine maternal/newbom population outcomes related to five cbstetrical guidelines.

Methods

A survey was disfributed to a sample interidsciplinary perinatal practitioners in BC, Their awareness of perinatal
guidelines and use in their practice, and the extent to which organizational policies supported the implementation

of these guidelines was examined. The facilitators and barriers fo guideline implementation were examined, and
predictors of guideline use were explored.

b) This consisted of a retrospective cohort study using maternal and fetal/newborn outcome indicators derived from the
Perinatal Database Registry for singleton births for the peried between Aprit 1, 2000 and March 31, 2003.

Resuits

Results were compiled from 313 of 1,206 surveys and indicated a high level of awareness [92%jand positive aftitudes
fowards the guideline program. Three significant predictors of guideiine use emerged: guidelines being readily available
{OR, 7.8; 95% CI, 2.9-21.1}, an eagerness for the uptake of new information {OR, 3.2; 95% Cl, 1.8-5.7}, and time to read
guidelines (OR, 1.9; 95% Cl, 1.1-3.5). The population outcome findings for two guidelines suggested outcomes as would be
expected with appropriate guideline use, For three guidelines, the maternal-newboeorn findings were not in the direction
suggested with appropriate guideline use.

Discussion

The findings reflect positive attitudes fowards the BCPHP guideline program, and emphasize the need for guidelines to
contain clear outcome objectives and baseline indicators/ measures so that they may be effectively utilized in evaluating
population health ocutcomes.
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LUNG CANCER GUIDELINE DEVELOPMENT IN ONTARIO: IMPACT ON POLICY, PRACTICE, AND RESEARCH

Dr. Williom K. Evans, Dr. Christopher A. Smith, Dr. Yee C. Ung, Cancer Care Ontario Lung Disecse Site Group (Juravinski Cancer Centre at Hamilton
Health Sciences and McMaster University, Hamilton, McMaster University, Hamilion, Toronto Sunnybrook Regional Cancer Centre, Toronto, Cancer
Care Oniario,Toronto)

Background
The provincial LDSG includes medical {17} and radiation {11) oncologists, thoracic surgeons (4) and research coordinaiors
(1}. A medical sociologist, patients, pathologists, and nurses have participated in specific PG development activities.

Purpose
To demonstrate how guideline development has impacted health policy, clinical practice, and research.

Methods
The LDSG uses the practice guideline (PG} development cycle described by Browman GP et al (JCO 1998; 16{3):1226-31).

Results

Over 10 years, 31 reports, including 25 PGs have been published in peer-reviewed journdls and posted on CCO's website,
www.cancercare.on.ca. Guideling topics have been selected on the basis of practice variation, coniroversy in practice, or
new data with potential to change practice. PGs on chemotherapy drugs {6) have dominated DSG activity and have
informed provincial funding decisions. 5 PGs on radiotherapy (RT) alone and as part of combined modality therapy (3) have
been completed. Analysis of RT practice shows increasing use of the combined modality approach and fraction number
recommended by the guideline.

A review of evidence on Posifron Emission Tomography (PET) in lung cancer supported iis use in the diagnostic assessmert of
solitary pulmonary nodules (SPN), but the evidence was conflicting on its role in the clinical management of lung cancer. As a
consequence, fhe provincial government funded PET for SPN and two clinical trials have been initiated 1o evaluale the clinical
utility of PET in non-small cell lung cancer.

Discussion
LDSG PGs have informed Ontario government funding decisions for chermotherapy drugs, influenced radiation therapy practice
in Ontario cancer freatment centres and resulted in evaluative studies of PET in lung cancer,
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DEVELOPMENT OF THE AMERICAN COLLEGE OF SURGEONS GUIDELINE PROGRAM:

PRELIMINARY RESULTS FOR CENTRAL VENOQUS ACCESS
_Andrew Freel, Mira Shiloach, Clifford Ko, John Weigeli {American College of Surgeons, Chicago, IL, Medical College of Wisconsin, Milwaukee, W)

Background

Many professional organizations help their members identify and use quality guidelines. These eiforts include developing new
guidelines as well as evaluating existing guidefines for their clinical usefulness. The American College of Surgeons Guideline
Program {ACSGP) recognizes useful surgical guidelines and identifies research questions that will help clarify existing clinical

guidelines.

Purpose
We used existing guidelines to develop "best practice recommendations” that could be used by practitioners interested in

establishing guidelines for clinical care. Our first project tackled existing guidelines for central venous access.

Methods

A comprehensive literafure search idenfified existing clinicat guidelines for short term cendral venous access. Two reviewers
independently rated the guidelines using the Appraisal of Guidelines for Research and Evaluation {AGREE) instrument.
Guidefines that scored highly were analyzed for content and their recommendations were cempiled into a summary table,
The summary table was reviewed by an independent panel of experts for clinical utility,

Resulls

32 guidelines were Identified and 23 met inclusion criteria. The AGREE rating resulfed in 4 guidelines that were strongly
recommended, and 5 that were recommended with alferations. Kappa between the two reviewers was 0.673, p < 0.001.
Three comprehensive tables of recommendations were produced: procedural, maintenance and infectious assessment, 50
summary recommendations were included in the table. A panel of experts came to consensus agreement on the final format

of the best practice recommendations.

Discussion

Our process consolidated numerous methodologically high quality guidelines covering a broad range of topics into a
comprehensive table that is clinically useiul to practicing physicians. The ACSGP will use this process to help validate the
clinical ufility of guidelines for practicing surgeons,
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INTEGRATING A DOCUMENT ENGINEERING ENVIRONMENT IN THE FRENCH GUIDELINES DEVELOPMENT PROCESS
Gersende Georg, Anne-Frangoise Pauchet-Traversal , Joélle Andié-Ver, Chrisfine Geffier-d'Acremont (French National Authority for Hedlth, Paris,
France; INSERM UMR_S 872, Eq. 20, SPIM, Pars, France, French National Autherity for Health, Paoris, France)

Background
Clinical Guidelines (CG) are sometimes criticized for their structure and the quality of their confent, and this has led to

difficuliies in their computerization. In this context, we propose a Document Engineering Environment (G-DEE), which
analyzes guidelings to automatically identify recommendations using Natural Language Processing techniques in order
to present users with a fast visualization of siructure and contents.

Purpose
We present experiments carried out at the French National Authority for Health {the French organization in charge of CG
production) to assist the CG development process.

Methods

We analyzed CG with G-DEE, and discussed the results with their project manager (PM). We focused on discrepancies
between G-DEE and the PM in the identification of recommendations. Each recommendation for which there is
disagreement is discussed and depending on this analysis, comesponding sections of the CG are reformulated, modified
or validated by the PM.

Results

We checked with the PM that recommendations marked-up are concordant o those identified by experls totaling over 100
pages of CG text. We observed, for example, that false negative senfences, L.e. sentences that were not marked-up by G-DEE
but identified as recommendations by PM, tend fo occur as supporting senfences for recommendations preceding them in the
text. We also found that false positive sentences are often misplaced within the document in ferms of sections.

Discussion :

Visualizing CG structure around recommendations proves to be useful for their analysis. i has been successiully used to
rewrite problematic expressions, in order to reduce the risk of ambiguily. G-DEE may also be used to faciiitate the CG
synthesis authoring, generation of decision algorithms, and the elaboration of a list of evaluation criteria. We are currently
developing metrics based on the occurrence of recommendations within CG and their ratio to background text,
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USING AN ONLINE RESOURCE TO DEVELOP AND PUBLISH EVIDENCE-BASED NUTRITION PRACTICE GUIDELINES
Kar Kren (American Dietetic Association)

Background

American Dietetic Association [ADA} is the nation's largest organization of food and nuirition professionals {65,000 members).
ADA serves the public through its members by promoting optimal nutrition, health and well-being. One of the ADA's most
valued resources is the Evidence Analysis Library at www.adaevidencelibrary.com which houses the synthesis of the best
nutritional research and the ADA Evidence-based Nutrition Practice Guidelines for various diseases and conditions,

Purpose

ADA has adopted its own process for developing guidelines using a rigorous multistep process that involves multiple
contributors throughout the various phases (analysts, experts, oversight commmittees, efc.). The objectives of this
presentation are fo:

¢ Describe ADA's evidence analysis process for developing guidelines

+ Review companion documents created to assist practitioners in applying the guidelines

¢ Describe methods used o develop and publish materials using an electronic medium

Methods
The ADA's process for guideline development includes the following steps, which involve the use of an online tool for
documenting and publishing the guideline materials:

. Setection of an expert panel

. Question development

. Systematic literature review

. Andlysis of research

. Development of conclusions grade assignment

. Formulation of recommendations

. Development treaiment algorithms

. Creation of companion Toolkits

. Review/revision

NSO AWK -

Results )
Since 2005, ADA has published three guidelines in the online library on Disorders of Lipid Metabolism, Adult Weight Management,
and Critical Hiness. The Pediatric Weight Management and Oncology guidelines will be published in 2007 and ofhers such as
Diabetes Type 1 and 2, Hypertension and Heart Failure are under development.

Discussion

The ADA guidelines are accessible and useful to a variely of heaith professionals who work with registered dietitians and care for
patients with nutrifion-related concems. The electronic medium is an efficient means for creating and publishing guidelines and
dllows for creative formatting and dissemination opportunities.
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DEVELOPING A GUIDELINE IMPLEMENTATION STRATEGY USING A THEORETICAL FRAMEWORK:

THE INTERVENTION FOR THE IMPLEMENT TRIAL

Simon French, Denise O'Connor, Susan Michie, Jil Francis, Jeremy Grimshaw, Joanne McKenzie, Rachelle Buchbinder, Reil Spike, Sally Green, and
the IMPLEMENT Study Group {Australasian Cochrare Centre, Institute of Health Services Research, Monash University, Australia, University College,
London, UK, University of Aberdeen, Scolland, UK, Clinical Epidemiology Program, Oftawa Hedlth Research Institute, Canada, Depariment of
Preventive and Social Medicine, University of Otago, Dunedin, New Zealand, Monash Depariment of Chnical Epidemiclogy at Calorini Hospital and
Deparfment of Epidemiology and Preventive Medicine, Monash University, Australia, Department of General Practice, Schoal of Primary Health
Care, Monash University, Australial

Background
The IMPLEMENT trial is a cluster randomised controlied frial to assess the effectiveness of implementing an evidence-based
clinical practice guideline (CPG} for managing patients with acute low-back pain (LBP} in general praclice.

Purpose
To develop a targeted implementation strategy for the IMPLEMENT triai that consists of behaviour change techniques based
on theoretical consiructs {predictors of the target behaviours) to increase the uptake of an evidence-based CPG.

Methods

Barriers and enablers for implementation of the guideline were identified by conducting focus groups with GPs underpinned by
a theoretical framework grounded in behavioural theory {Michie 2005) and by a review of the literafure, The intervention was
developed by applying behaviour change fechniques to overcome the identified bariers. The individual behaviour change
technicues were chosen because fhere Is evidence of their effectiveness and/or an expert consensus process suggests that this
technigue would be useiut (Francis 2005},

Results

The intervention will concentrate on delivering the CPG's key messages and will consist of two facilitated face-fo-face small
group workshops. There will be a pre-course reflective activity where GPs will document their management of some of their
patients with acute LBP over the two weeks preceding the workshop. The workshops will involve a combination of didactic
lectures and small group interaction that will utilise different behavioural change technigues including small group discussion
and reflection, persuasive communication, modelling, role playing and rehearsal, scripting and action planning.

Discussion

By basing the implementation strategy on a behaviour change framework and linking this to effective interventions we can
investigate both whether the sirategy works and how it works. This will inform the development of more effective interventions
and increase our understanding of the generalisability of the sirategy. This is the first project we are aware of that has used this
frarmewcrk 1o develop an implementation strategy.
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IMPLEMENTING GUIDELINES IN THE MEDICAL CARE OF A REGIONAE TUMOR CENTER AND A UNIVERSITY HOSPITAL:

EXAMPLE COLORECTAL CANCER

Monika Klinkhammer-Schalke, Christoph Ehret, Brunhilde Steinger, Ferdinand Hofstédler (Tumor Center Regensburg e V..,Regensburg, Germany,
Insfitut of Pathclogy University of Regensburg, Germany)

Background

Guidelines can be utilized as an insfrument to implement quality standards. Yet, unsolved is the problem of their
implementation into routine care in hospitals and practices.

One example of a successful implementation in a regional tumor center (2.2 Mio inhabitans, 46 regional hospitals, 1500
practionars) is standard chemctherapy of colon cancer UICC stage I After implementation the application of chemotherapy
increased from 45% (1993) fo 80% (2004}.

Purpose

The study strives for two goals:

- Comparison of the effects of the implementation in practice based and clinical systems

- Measurement of knowledge about guidelines and quality-indicators that were derived from guidelines
{e.g. rate of TME and primary adjuvant (radio)chemotherapy}

Methods

To implement a guideline or standard therapy no less than 5 sirategies should be conducted:

Project-group as quadlity circle with CME, deveilopment of the clinical pathway, pocket version of the clinical pathway as ¢ daily
{routing) reminder, barrier analysis, questionnaires 1o measure initial knowledge about §-3 guideline. The process of implementing
the national guidefine for colorectal cancer treatment was based on follow up tumer documentation [100.210 patienis} by the
tumeor center Regensburg.

Results
Three objectives have been achieved: The Implementation in the project group was successiul: all members agreed to

participate in the study and developed the clinical pathway. The pocket version and questionnaire were developed and
sent out. Data of the initial state {2005/ 2006) are currently being evaluated.

Discussion

The follow up documentation of a regional tumorcenter allows a precise registration of defined guality indicators. Comparison
of the two systems shows differences of implementation onto a center of maximum medical care and the siructure of regional
practice based medical care. Big varionce in guideline adherence within different institutions {adj. radio-chemo-therapy for
rectal carcinoma phase 2 and 3: 30-70%) demonstrates the polential to enhance quality of care.
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IMPLEMENTATION OF A NATIONAL WHOLE-OF-HOSPITAL VENOUS THROMBOEMBOLISM PREVENTION PROGRAM
Susan Philips, Zoe Kelly, Maggie Reid, Marlin Gallegher (National Insiitute of Clinical Studies, The George Institule for Infemational Health)

Background

The prevention of venous thromboembolism {VTE} in hospitalised patients is recognised intemationally as a serious patient
safety issue. Numerous clinical practice guidelines on the prevention of VIE have been published and yet many of their
recommendafions are still underutilised.

Purpose

Using the findings of a systematic review of effective interventions to improve VTE prophylaxis In hospitalised patients, the
Nationat institute of Clinical Studies implemented a national quality improvement program aimed at improving the prevention
of VTE at a whole-of-hospital level in 40 pariicipating hospitals.

Methods

Design: A prospective study of the effectiveness of multiple targeted interventions aimed at developing whole-of-hospital
policies, ralsing awareness, educating clinicians, providing timely unit/ward-specific qudit data feedback, using risk ussessment
fcols and elecironic or paper-based prompts and reminders.

Measures: Monthly or quarterly prospective audits of compliance with VIE prophylaxis policies in 20 consecutive admitted
patients per participating unit or ward per hospital. An organisational survey conductedt monih before and 10 month into the
pragram on Qrganisational systems o support best practice VIE prophylaxis in participating hospitals.

Selting: 32 multidisciplinary teams covering 40 public acute care hospitals with 50-450 acute care beds.

Results

The proportion of participating hospitals with whole-of-hospital pelicies on VIE prophylaxis increased from 41% at baseline to
72%. On average across all participating hospitals, compliance with best practice VTE prophylaxis in high risk paftents increased
from 54% at baseline (n=2818 pts audited) 1o 71% (n= 2227 pts audited) af 10 months in target areas. Qualitative improvements
measured using the organisational survey included improved access to risk assessment and management tools, better defined
accountabilities in policies and procedures, better defined indications and conira-indications, increased use of VIE prophylaxis
information in staff crientation programs and improved monitoring and reporting of VTE prophylaxis usage and outcomes.

Discussion

This naticnal quality improvement program provides evidence after 10 months that frained and supperted multidisciplinary
hospital teams can achieve on average a 30% improvement in compliance with best praciice VTE prophylaxis using a whole
of hospital approach combined with multiple targeted interventions.
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A RESEARCH AGENDA DEVELOPED BY A THEMATIC GROUP FOR IMPROVED IMPLEMENTATION OF CLINICAL PRACTICE GUIDELINES,
CLINICAL PATHWAYS, AND DECISION RULES OF RELEVANCE TO THE PRACTICE OF EMERGENCY MEDICINE

Gary M. Gaddis MD PhD, Peter Greenwald MD {51. Luke's Hospifal of Kansas City and University of Missouri-Kansas City School of Medicine,
NewYark-Presbyleran Emergency Medicine Welll Medical Cellege of Comell University)

Background

Implementation of Clinical Practice Guidelines {CPG), Chinical Pathways (CP), and Clinical Decision Rules (CDR} by emergency
physicians ks sub-optimal, whether for relatively simple outpatient DRs {exemplified by Cttawa Ankle Rules) or for more complex,
multidisciplinary CPs for inpatient management {exemplified by Sepsis Bundies).

Purpose

We developed one of 13 designated themes ot a Consensus Conference (CC} convened fo develop a research agenda
designed to advance Knowledge Translation (KT} in Emergency Medlicine (EM). Our theme fitle is, "Toward Improved Guideline
and Critical Pathway Implementation’.

Methods

Experts in the development and implementation of selected CPG, CP, and CDR were invited to participate in
consensus-building. Thematic consensus was developed via "Google Groups”, which included these content experts,
and interested others from around the world, to facilitate and refine ongoing e-discussions of themes suggested and
managed by theme leaders. Live discussion fo finalize the agenda, developed elecironically, was heid ot the 2007
Academic Emergency Medicine (AEM} Consensus Conference in Chicago, on May 15, 2007. The agenda will be
published in the November issue of AEM.

Results

Our research recommendations centered upon various cognitive, social, organizational, and motivational factors that influence
not only physicians, but also nurses and patients. These factors are to be studied to inform the general themes of "Gelling the
Evidence Straighi” and "Gelting the Evidence Used”. The entire set of approximately 10 final research recommendations will be
presented, along with key e-discussion and CC discussion items that greatly influenced specification of the final agenda.

Discussion

Enlisting a variety of individuals of varying expertise in an electronic discussion format, foliowed by in-person discussions, derived
a consensus fo develop a "road map" of promising strategies to investigate, regarding means to improve the KT of CPG, CP, and
CDR in the specialty of EM.
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Consumer Involvement in Guidelines Development: Results of An Inlernational Survey
Claudia Paglian PhD1, Joanne Topalian MSc2

15enior Lecturer in Primary Care, University of Edinburgh claudia.pagliari®ed.ac.uk

2Medlicol Student, University of Edinburgh (Presenting)

Background
While theoretical issues for consumer involvement in guideline development have been well desciibed, less is known about the
methods that are being used internationally, or their experienced benefits, barriers and facilitators.

Purpose
To address this niche.

Method
A mixed format questionnaire was emailed to 55 members of the Guidelines Infemational Network, representing organisations
involved in guideline development, implementation and/or research in 28 countries.

Results

34 organisations responded of which 27 were developers of guidelings, Of these. 18 had a consumer involvement policy. Most
used a combination of methods. Most sought consumer feedback on draft guidelines and developed lay versions, around a
third involved consumers on the development panel, in wiiting the guideline, and provided training. while few included
consumers ot a sirategic level or in the process of literature review, Selection was usudlly via nomination by a disease-specific or
generic pafient organisation, while nomination by clinicians occured less often. 2-3 consumer representatives were generally
involved and payment was common. Most strategies were based on those used by other guideline developers, although trial
and emor played a role. Consumer involvermnent was perceived to have improved the scope of questioning, identification of
relevant liferature, guideline wording and consumer awareneass. Perceived bariers included lack of lferature review skills and
medical language, white perceived facilitfators included establishing clear and redlistic expectations and ground rules from the
start and providing appropriate training.

Discussion

A number of guideline development organisations have consumer involvement strategies, which deploy a range of methods,
Secondary appraisal appears to be the most common, although many organisations are actively involving consumers as
members of guideline development panels. There Is evidence of inter-organisational learning around consumer involvement
methods and fhe process is perceived to have yielded benefits. These results suggest that an international consensus on
consumer involvement strategies would be well received,
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ADAPTATION OF PRACTICE GUIDELINES FOR LOCAL USE IN AN ABORIGINAL COMMUNITY

Margaret B. Harrison, RN, PhD, Fairleigh Seaton, RN, MSc, Jennifer Medves, RN, PhD, Susan Mcleod RN, Susan Laschinger, RN, MSc(A). . Cheryl
Pulling. RN, MScN. lan D. Graham, PhD [{Queen's University School of Nursing, Commurilty Heclth & Epidemiclogy. Queen's University School of
Nursing, Weeneebayke Hospital. Moose Factory, Canadian Institutes of Health Research)

Background

Canadian nurses in a remote northermn Gnitario Aboriginal community recognized a need for @ culturally appropriate clinical
practice guideline {CPG) related to gesfational diabetes mellitus (GDM} adapted specificdly for the women in iheir community.
Due to their aboriginal background women in this community are considered at high risk for developing GDM during their preg-
nancies.

Purpose
We set out 10 assess the qudlity and content of current guidelines on GDM and adapt recommendations for local use in a
remote Cree community.

Melhods

A clinical-academic parinership was formed between the community and Queen's University. Guided by the 10-step Practice
Guidelire Evaluation ond Adaptation Cycle, a systematic search was conducted 1o identify guideiines and then quality and
content appraisal were conducted. Qualily of guidelines was appraised using the Appraisal of Guidelines and Research and
Evaluation [AGREE) instrument. This was followed by a gudlitative process of assessing the content of recommendations.

Resulls

From 111 citations, 14 relevant guidelines were identified. 8ased on “igour of development” on the AGREE instrument scores and
overall assessment, 6 guidelines were excluded from content appraisal. Eight guidefines were included in the process of content
appraisal and the adaptation process. The recommendations matrix was organized by aspects of care and allowed for qualita-
five comparison of recommendations across the 8 guidelines.

Discussion

The Practice Guideline Adaptation and Evaluation Cycle provided o systernatic process 1o lead the adaptation of guidelines
and effeclively engoged ateam of frontline healihcare providers with the facuity members and researchers. The Cycle
promoted local skill and expertise for future guideline adaptations. Whiisi recommendations varied widely emongst guidelines,
the process allowed for selection and disciimination of rigorously developed guidelines for adaptation, and ultimately use, in the
remote Aboriginal community. We found it lead to development of @ contextually end culturally appropriate guideline for care
of women in this community.
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INCORPORATING GRADE WHILE UPDATING GUIDELINES: A BELGIAN TRY-OUT

Kristien Dirven. Paul Van Royen, Ann Van den Bruel, An De Sulter, Lieve Peremans, Nathalie Van de Vyver, Hilde Philips. Frans Govoerts, Jan
Michels, Martine Goossens (University of Antwerp. Antwerp, Belgium, Belgian Health Care Knowledge Centre, Brussels, Belgium, University of Geni,
Gent. Belgium, Domus Medica, Antwerp, Belgium)

Background
As most guideline developers, we recognize the impertance of grading medical evidence. However many different grading

schemes and systems are avdilable making it often very difficull 1o interpret or compare, let alone adapt recommendations
of guidelines from different sources. To avoid confusion a single system for grading quality of evidence and strength of
recommendations s called for. The GRADE working group aims fo develop a sensible and systematic grading system in order
to address this need.

Putpose
Since some of our guidelines needed updating, we 1ock the opporunity to abandon our own grading system and in ligu
incorporate the adjiusted "GRADE scheme”, allowing us to moke weak or strong recommendations, based on high, moderate

or {very} low quality of supportive evidence

Methods
As the GRADE software application was not yet avdilable, we followed the approaches reporied in Chest [2004; 129: 174-181]

and B [2004; 328: 1490-1498]

Results

After performing literature updates, we assessed the guality of 4% selected articles, using validated Cechrane checklists.
Subsequently evidence fables were made and per article the criteria for assigning grades of evidence (study design, study
quality, direciness and consistency) were assessed.

After categorizing fhe arficles per guideline keymessage, an overall [high, moderate, low or [very) low ) grade of evidence
was assigned 1o each key message, and based on the fradeoffs between benefits and risks, burdens, and potential costs a
consensus-based recommendation was formulated.

Discussion
By explicitely stating what (not) to consider and how, GRADE offered us a systematic, fransparant and easy-to-interpret grading
system. It furthermore allowed and even stimulated communication around the fudgments being made.
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EVIDENCE INTO RECOMMENDATIONS: AN OBSERVATIONAL STUDY OF NICE GUIDELINE DEVELOPMENT GRCUPS
Susan Michie, Stephen Pilling, Gene Feder, Paul Dieppe, Rosalind Raine, Francoise Cluzeau, Phil Alderson. Simon Hlis [University College London,
Queen Mary's School of Medicine, MRC Health Services Research Collaboration, Nationa! nstitute of Health ond Clinical Excellence)

Background

There are considercble literatures on evidence synthesis and implementation, but liitle on how guideline development groups
{GDGs) produce recommendations. This is @ complex proceass, with many influences on communication and decision-making
e.g. the qualty of evidence, methods of presentation, practica/resource constraints, individual values, professional and
scientific inferests, social and psychological processes. To make this process more replicable and effeclive, we need o
understand these influences.

Purpose
This study investigates the processes by which GDGs formulate recommendations on the basis of the reseorch evidence they
receive, using theoretical frameworks to guide the analyses.

Methods

Meetings of three Naticnal Institule of Hedlth and Clinical Excellence [NICE} GDGs, one from each of acute, mental health
ond public health, are tape recorded and transcribed. Interviews with a sampile of GDG members who bolth do and do not
contribute influentially to discussion are interviewed at the beginning, middle and end of the GDG's work. Site documents
including relevant e-mail interchanges, GDG meeiing minutes and stake-heider comments on recommendation drafts are
being collected. Data are selected for analysis if they refer to either evidence or recommendations; the focus is on "hot spofts”
e.g. dlemmas, conflicts, uncertainty. Data are analysed themdatically and by content analysis, drawing on psychclogical
thecries of decision-making and social influence.

Results
Thematic and content analyses of the first eight meetings of the acute care GDG will be presented.

Discussion
The findings will inform GDG practice e.g. GDG composition and procedures for presenting evidence, conducting discussion
and formulating re commendations.
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THE GUIDELINES ADVISORY COMMITTEE: ONTARIO’'S APPROACH TO GUIDELINE APPRAISAL AND ADOPTION
Valerie Poide. Jess M. Rogers, Atul K. Kapur, Kelly Lang, Yale Drozin, Dove A, Davis {Guidelines Advisory Commitiee, Toronto, ON}

Background

The individual physician does nol have time 1o assess the extensive profiferation of ¢limical praclice guidelines. Since guidelines
vary in qudality, guideline consumers would benefi from a service which compares published guidelines by providing consistent,
validated guideline methodologic rating as well as a summative opinion as to applicability and validity of content.

Purpose
To present best practice recommendations, from guidelines endorsed through a sigorous process, in a cltear format which

highlights supporiing evidence.

Methods

The Guidelines Advisory Committee (GAC) identifies guidelines on tepics appropriate for Onfario physicicns. Guidelines identified
are sent out for raiing by 4 Independent reviewers using the AGREE instrumenti. The guideline(s) that have the best evidence
base and have recommendations mest appropriate for the physicians of Ontario, are endorsed by committee vote. Endorsed
guidelines are summarized in a struciured summary formai which is published on the GAC website.

Resulis
Initial guideline searches for a fopic fypically identify 47.5 (range 7-105) guidelines, of which Medical Advisors select 9.75 [range

6-13) for appraisal by reviewers. On average, 3 or 4 guidelines thal scored highly with reviewers are considered by the GAC for
endorsement. The committee places greater emphasis on strong AGREE scores in the domains of rigour of development and
editorial independence, as well as applicability fo the Ontario practice setting.

Endorsed guidelines are summarized in a standard formal highlighting the key points of the endorsed guidelinels),
recommendations in the aciive tense, an identified level of evidence for every recommendation, and hyperlink reference

1o the actuat guideline for inferesied readers.

Discussion
GAC provides a structured guideline review and endorsement process using validated review instiuments, a sufficient number of

reviewers fo decrease bias, and independent committee review to provide practice-specific expertise and health systermn input,
and summarizes these guidelines in a brief format for access by clinicians.
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AMERICAN COLLEGE OF CHEST PHYSICIANS EVIDENCE-BASED GUIDELINE METHODOLOGY

Caorla Herreras. Sandra Zelman Lewis, Doreen Addrizzo Harrs, lan Nathanson, Fdwin Dellert, Julia Heitzer, David Gutterman (American Ceolfege of
Chest Physicans, American College ot Chest Physicians, New York University School of Medicine, Nemours Clinical Management Program, Medical
College of Wisconsin]

Background

Background: The American College of Chest Physicians [ACCP) has developed an evidence-based methodclogy for the
development, dissemination, and implementation of clinical proctice guidelines. This system consists of a simple, user-friendly
grading system that generates recommendations based on a balance of benefits and harms as well os the qudlity of research.
Two imporant newer components of 1his methodology are the inclusion of rescurce allocation and patient preferences

Purpose

Purpose: The ACCP guideline methodology and grading system are quite versatile and have been successiully used for a
variety of clinical diagnostic, preventive, and therapeutic fopics, eg, lung cancer and pulmonary rehabilitation. However, the
same methodology and grading system are now being implemented in the development of a nen-clinical guideline with
recommendations for developing evidence-based CME.

Methods

Methods: In 2005, the ACCP's Hedlth and Science Policy Committee convened two working groups: [1) to develop a grading
system that would be user-friendly and consistent across alf ACCP guidelines; and {2) 1o develop meiheds of incorporaiing
resource dliocation and patient preference info guideline development.

Resulfs .

Resulis: The ACCP methodology has proven to be very effeclive. It has been cited in ihe literaiure and other institutions have
adopted # or adapted it to fit their needs. Reviewers report that the grading system Is easlty understood and the methodology is
rigorous and thorough.

Discussion

We present a very stringent and systematic sysiem for developing, evidence based guidelines thal facifitales the processes of
dissemination ond implemeniation. This methodology could support evidence-based guideline development efforts from cother
societies and organizations.
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10 YEARS OF EVIDENCE BASED HEALTHCARE IMPLEMENTATION IN GERMANY: THE RELEVANCE OF GUIDELINES
Guenter Ollerschlaeger {German Agency for Quality in Medicine [AQuMed))

Background
Evidence based Medicine and the significance of clinical practice guidelines were mentioned in a German arficle for the Fist

fime in 1995. Ten years after, the German Social Laws require healthcore to rely explicitely on scientific evidence, and physicians'
professional bodies focus on iImplementing evidence based guidelines.

Purpose
1) To cutline the coniribbution of EB-Guidelines Programmes to EBHC implementation in Germany over a period of 10 years.
2) To discuss the bariers against guideline use resuling from a top down nation wide EBHC implementation using guidelineg

programmes as a key implementation tool.

Methods
1} Narrative description of the expansion and institutionalisation of EBHC and guidelineg programmes in Germany during the lost

decade. 2) Discussion of positive and negative results.

Resulis

First German articles on significance of EBM and guidelines published in 1995/19%6. AQuMed develops "Guideline for EB
Guidelines” (1994}, "German Guideline Clearinghouse” (1997). State Ministers of Health endorse officially EBHC {1998). HC
scientists establish the German EBM Network {1998 - more than 700 members 2005). AQuiMed and Ass. of Scient. Med. Soc. in
Germany (AWMF) agree on a national guideline methodology 12000). Notional Social Law requires to rely on EB guidelines
(2000). AGuMed and AWMF establish joint programme for nailional £8 guidelines [2003). The majority of primary care physicians
in Berlin are weried about guidelines interfering with clinical judgement and being primarity used os tools for cost containment

(2005).

Discussion
Development of EB-Guideline Programmes was a main driving force for expansion and institutionalisation of EBHC in Germany.

After o decade of guideline and EBMC implementation, the majority of outpatient care physicians seem o be woried about
the legal and economic consequences of guideline use. More effective implementation programmes are needed with special
respect to reinforce the use of guidelines as quafity management tools, and to reduce its use for cost containmeni regulations.
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A PLAN FOR ACTION: DEVELOPING A NATIONAL GUIDELINE IMPLEMENTATION PLAN FOR DIABETES
Kay Curie, Janice Davies [National institute of Clinicol Studies)

Background

Australian clinical practice guidelines are developed by a range of organisations including professional Colleges, peak bodies
and individual consortia. The Government has alse commissioned guidelines in its seven health priority areas to improve potient
outcomes and reduce varialions in practice. The National Health and Medical Research Council, Australia’s peck body for
supporting health and medical research, endorses guidelings which meet its standards based criteria.

Purpose

The Naiional institute of Clinicat Studies was selected to develop a nafional implementation pien for ning guidelines on dicbetes,
a key hedlth priority area. Currently, the diabeies guidelines are not routinely foliowed and there are gops between best
evidence and practice on all indicators. The implementation plan had to be generic and be doable over fime with imited

funds.

Methods
Development of the plan involved a literature review, service mapping, barrier and facilitator identification, an andiysis of the

gaps between evidence and practice and wide stakeholder consultation.

The implementation pian, based on theoretical models, has four principal components:
1. systerns of care;

2. communicaiion strategy;

3. educgation and training; and

4, local and regional evidence based strategies.

impiemeniation of 1he plan s predicated on the formaiion of an independent implementation group fo coordinate, quantify,
modify, and evaluate the outcomes over time,

Results
The resultant plan is @ national blueprint for multHlevel implementation and is currently being considered by Govermnment within

ihe context of political and population healih imperctives for action to address the increasing prevalence of diabetes,

Discussion
Development of a national plan for the implementation of diabetes guidelines is a formidable undertaking. Lessons learmhed

suggest that we needed to place more emphasis on winning support from inferested parties, organisations and powerful foblby
groups, government bodies and target populations in spite of the very short fime lines.
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THE NICE IMPLEMENTATION PROGRAMME - ADDRESSING BARRIERS AND ENCOURAGING CHANGE
Gilkan Leng, Nicela Bent, Annie Coppel, Jennifer Field, Julie Royce (Nafional Institute for Health and Clinical Excellence, London)

Background

The National institute for Healih and Clinical Exceilence (NICE} produces guideines based on the best available evidence of
clinical and cost effeciiveness. Changing clinicat practice to put these guidelines inlo practice can ke chdallenging, and in
recognition of this NICE lcunched an implementation programme in 2004.

Purpose
The dim of the NICE implementation programme is 1o ensure mechanisms for implementing guideline recommendaiions are

embedded within quality improverment systems throughout ihe NHS.

Methods

The implementalion strategy has three elemenis: encouraging change by working through other organisations/mechanisms
within the NHS to generate teverage’; providing practical support; and monitoring uptake of the recommendations to inform
future work. Approaches to leverage involve engaging with systems for financial regutation, inspecfion mechanisms, continuing
professional development and efficient use of information technology.

Practical support is provided In a number of areas:

A mcnograph for crganisations on "How 10" implement NICE guidance,

A forward planner 1o summarise NICE's fulure work programme and provide indicative costs

Practical imptementation tools {cost impact tools, audit criteria, slide sets and implementation advice).
Commissicning guides in an interactive web-based format.

A team of implementaiion consultants 1o provide practical local support

A shared learning database on the NICE website

Resuits
To meniter the uptake of guidance recommendations, NICE analyses data and collates published and unpublished reports to
build v a comprehensive overview. Assessment of NHS trusts in England in 2006 showed that only 4% did not have a system for

imptementing NICE guidance.

Discussion

Since the faunch of the NICE implementation strategy in 2004, significant steps have been made o address some of the
barriers to uptake and 1o respond to the practical needs expressed by heclthcare staff. The programme continues te
menitor challenges to uptake and to adapt is methodology in line with feedback and evidence.
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SUPPORTING KNOWLEDGE TRANSFER IN GUIDELINE IMPLEMENTATION
Cindy Hoerger, Paul Taenzer, Monique Assi {Calgary Health Region .Calgary, Albertal

Background

Knowing ihat the prevdience and longevity of chronic conditions is rising, and that the current health care system was designed
for acute, episodic care that does not meet the needs of people with chronic disease; clinical leaders within the Calgary Health
Region developed and implemented a Chronic Disease Mode! as asirategy to evolve from arecctive 'find i and fix it’ system to
one that is proactive, and provide comprehensive and coordinated care.

While effective inferventions exist for mosi of the major chronic condifions, data indicate that less than 50% of patients with
chronic conditions receive appropriate treatment.

Purpose
Develop a ‘¢clinical decision suppoert' /knowledge transfer framework as a key strategy to supporting comprehensive,

coordingied core.

Methods

Over the past 2 - 3 years multidisciplinary teams of local experts inferpreted the best evidence for specific chronic
conditions to:

« Embed evidence-based guidelines into daily clinical practice,

» Share evidence-based guidslines and information with paiients fo encourage their participation, self management, and
s Integrate specialist and primary care expertise info clinical practice across the hedalth continuum.

Resuits

Tvidence based clinical tools were developed to cammunicate and support integration of evidence info practice at ‘poini of
care'. Coordination of care for pafients with chronic conditions was improved through fargeted communicaticn and clear
definition of provider roles. Educcational programs for primary care physicians and frontline providers were planned and
delivered extensively to the provider cornmunity.

Discussion .
Case examples of two specific chronic conditions [Dicbetes and COPD} will highlight the evolution of the Clinicat Decision

Support/Knowledge Transfer framework to provide a valid, consisteni approach to supporting knowledge translation of point
of care, while improving cutcomes.
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NICE COMMISSIONING GUIDES -SUPPORTING THE COMMISSIONING OF EVIDENCE-BASED CARE
Annte Coppel (National Institute for Heclth and Clincal Excellence, Manchester, UK)

Background
NICE is an independent organisation responsiple for providing national evidence-based guidance on promoting good heaith

and prevenling and treafing i healih. To support the effective commissioning of services in line with NICE guidance, NICE is
producing new web-based, topic-specific resources - commissioning guides - largeted al commissioners.

Based on NICE clinical guidelines, these guides signpost and provide information on key clinicdl and service-related issues for
consideration during the commissioning process, and provide an indicative benchmark {0 help commissioners determine local
service levels needed. Each guide coniains an inferactive commissioning tool to estimate and inform the cost of local
commissioning decisions.

Purpose

The commissioning guides:

osuppori the commissioning of evidence-based care through the implementation of NICE clinical guidelines
osupport general cormmissioning decisions on poiential service reconfiguration

oassist financial modelling and costing

oassist with the preparation of a business case

oprovide a framework for investment decisions.

Methods

The siralegic direction of the NICE commissioning programme is advised by ¢ multidisciplinary Steering Group of key national
and local stakeholders. The content of each topic-specific guide is underpinned by relevant NICE clinical guideline recommen-
ddlions; and is informed, and peer reviewed, by refevant clinical experts, nationat policy leads and cecmmissioners. The commis-
sioning fool is preduced in partnership with an independent provider of health information for the Nationat Health Service.

Resulls
Initial user feedback is extremely positive. Use of the guides increases monthly. 73% of primary care crganisations in England

have registered to access the commiissioning fools. A formal evaluation of the impact of the commissioning guides is planned
for late 07/08.

Discussion
Five commissioning guides have been produced. NICE aims to produce 10 guides a year, and to update these annually.
Content and functiondlity will continue to evolve in line with commissioners' needs. Guideline developers need fo consider

providing appropriate information io support commissioners.
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CHANGING PROFESSIONAL BEHAVIOUR: AN UPDATED OVERVIEW OF SYSTEMATIC REVIEWS

Jeremy Grimshaw, Alain Mayhew, Adiienne Stevens, $tephen Graham (Clinical Epidermiolegy Program. Ottawa Health Research Institute, Otftawa.
Ontario, Cochrane Fifective Practice and Organisation of Care Group, OHowa. Ontario, Canadian Cochrane Network and Centre, Ottawa,
Ontaric, Canadian Agency for Drugs and Technologies in Heatth, Ottawa, Oniario)

Background

The Cochrane Effective Practice and Organisation of Care Group (EPOC) supports systematic reviews of professionat,
organizational, financial and regulctory interventions to improve hedlthcare delivery and care systems. It has conducted two
previous overviews of systematic reviews of professional behaviour change interventions published in 1998 [n=18) and 2002
In=41). We are currently updaiing these overviews. and have identified over 150 potentially relevant reviews.

Purpose
Overview of systematic reviews of professicnal behaviour change.

Methods

Systemnatic reviews published between 1966 and 2006 were idenlified from Pubmed and the Cochrane Licrary by EPOC.

Two reviewers independently abstracted data on the quality and results of the reviews. Vote couniing was used as the
common metric for dala synthesis. Interventions were classified as effective if more than two thirds of studies showed benefit,
mixed effecis if between cne ihird and two thirds showed benefii ond ineffective if less than one third demonstrated benefit.
In addition, we present the median absolute improvement in process of care measures {for example compliance with guide-
lines) if possible. The results are available in a secrchable website at:

hitp:/ fwww . cadth.cafindex.php/en/compus/optimal-ther-resources/inferventions.

Resulls

Cver 150 potentially relevani reviews were identified and the results of 50 key reviews were analysed for this project. Generally
effective inferventions included: prinied educaticnal materials (median absolule improvernent +4%j, interactive educationa
meetings, educational cutreach (+5%), local epinion leaders [+10%}, audit and feedback [+10%). The results varied considerably
within intervention categeries. Multifaceted interventions were not more effective than single interventions.

Discussion
There are a number of interventions that are generally effective for changing professional behaviour. The tocal applicability of
these findings should be informed by considerations of the potential bariers, mechanisms of action and resowrces available.
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DEVELOPING CLINICAL GUIDELINES ON LUNG CANCER FOR LIMITED RESOURCE SETTINGS:

A NOVEL METHODOLOGY, SUPPORIED BY THE INTERNATIONAL ATOMIC ENERGY AGENCY {IAEA).

Fergus Macbeth, Raymond Abralf. Kwon Cho, Branislav Jeremic, Richard Stephens {Velindre Hospital Cardiff UK, University of Cape Town, South
Afica, Naticnal Cancer Center, Goyang, Korea, IAEA, Vienna, Austria. MRC Cancer Trials Unit, Londen, UK)

Background

Lung cancer is an increasing problem in developing countries, where access 1o medical resources may be limited. It is essential
that effeciive and cost effective use is made of those rescurces, based on good evidence. Guideline recommendations from
developed countries may not be appropriate or implementable, and so a different approcch is needed.

Furpose
To develop relevant clinical recormmendations for these settings.

Methods

Anintemational panel, with a special interest in lung cancer and experience of guideline development, wes invited to a
meeting organised by the IAEA, at which the mcin approaches were drafted. Récent English longuage evidence-based clinical
guidetines and other recent systematic reviews, meta-analyses and research were consulted. Drafts were circuloted around the
greup members, a telephone conference held and a final version approved. We assumed thatl minirmum baseline resources for
diagnosis and treaiment would be avdiable. Tables were constructed that showed a baseline 'standard' freatment for different
clinicd situations and the additional benefits, risks and resource use from other treaiment options. Accompanying text
sumrmarised the evidence and jusiification for these options.

Results

Six tables were devised, each one giving between 3 and é options of varying complexity, resource use, foxicity and effective-
ness, A comprehensive list of 45 relevant references to current clinicad guidelines, systemaltic reviews and primary research was
included. The resuiting paper has been published in an internationa journal.

Discussion
This is an innovative approach because it does not give definitive recommendations. | summarises the research evidence but

makes ciear the additional resource use and risks as well as benefits of different freatment options. This would enable people o
make local decisions about best use of their avdilable resources or to develop more sophisticated cost effectiveness models for
theirlocal hedlth services. It will alse dllow those without even the baseline resources to lobby for their provision.
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CAPTURING 'LEARNINGS' DURING GUIDELINE DEVELOPMENT AND IMPLEMENTATION TO IMPROVE PRACTICE AND

MAINTAIN MORALE
Claire Haris, Fiona Wilkinson, Tori Tumner {Centie for Clinical Effectiveness, Monash nstitute of Haalth Services Research, Melbourne, Australia)

Background

There are many guides that set oui the steps required for methodclogicdlly rigorous development, implementation and
evalugtion of guidelines, However the steps can often be broad and fdirly non-specific eg ‘establish o multidisciplinary group'
o 'involve consumers' with Imited practical information to assist 1he guideline develepment team in how o actually go about
the task and how 1o make each step worik effectively and efficiently.

Purpose
To capture leamings in an ongoing, systematic way throughout the development, implementation and evaluation of

evidence-based guidelines within a heallh service and actively use the lessons leamnt o improve the process.

Methods

A variety of methods were employed to capture our practical experiences. ‘Learmings' and decisions aboul subsequent action
were documented ot every feam meeling. A refreat day was held af the conclusion of each guideline development process fo
review what worked, what didn't work and how things could be improved. Members of the Guideline Development Groups
were surveyed and 'Clinical Schotars in EBP' acting as guideline coordinators were inferviewed. Focus groups, surveys and
clinical cudit were used in the piloting phase of clinical paths used o implement the guidelines.

Processes for subsequent guidetines were adapted to uiilise enabling factors and efther prevent identified problems recuring of
minimise their impact if they were inevitable. The changes infroduced were then evaluated using the methods above.

Results
The process was repeated for six guidelines. The findings can be categorised into systems and documeniation, the influence of

project context, profect management, communication, warking with clinicians and working with consumers.

Discussion

An action leaming approach enabled more effective and efficient guideline development processes. An additional
unexpected benefit was the effect of tuming a negative incident info a pesitive cutcome - the action from our leaming.
Fecusing on leaming enabled the project team to maintain morale during difficult experiences.
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DEVELOPING NATIONAL CHRONIC DISEASE GUIDELINES
Jill Parham {National Collaborating Centre for Chronic Conditions, Royal Colfege of Physicians, 11 5t Andrews Place, Regents Park,
London, NW1 4LE ]

Background
The National Collaborating Centre for Chronic Conditions [NCC-CC) accepts commissicns from NICE to develop chronic disease

guidelines. The NCC-CC has considerable experience having publishing 10 guidelines with another five in development.

Purpose

To specifically focus upon guideline development for chronic disease guldelines
and:

e Reflect upon and evaluate the lessons learnt

e Share tips and pitfalls

* Evolve and make recommendations for chronic disease guideline development

Methods
The NCC CC technicat fecm including the chair, clinical advisor, project managers, information scientists, research fellows and

hectth economists reflecled upon the guidelines pubiished to date and addressed:

Guideline guestions:

What constitutes a well focused question

Poorly worded or structured questions - how these were dedlt with

Complex questions - recommendations for how jo predict and address these
How to cope with question ‘creep’

How 1o achieve group buy-in

*« o o 0 0

Effective writing for guidelines:

¢ How o plan and organising the writing

s Resesarch fellow technigues for organising evidence statemenis?
* Project manager technigues for developing the guideline?

What have we learnte
¢ Whai would the technical tearn do differently for newly commissioned chronic disease guidelines?

o What are the top five learning points€

Results
Findings focus specificdlly on the issues of relevance to chronic disease guidetines

Discussion
The session cims o share NCC CC chronic guideline development experiences, highlighting successes and limitations
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SUSTAINABILITY OF GUIDELINE IMPLEMENTATION
Barbara Davies, Nancy Edwards, Jenny Ploeg, Evangeline Dorseco, Tazim Virani, Maureen Dobbins {University of Ottawe, Ontaric, Canada,
Mchaster University, Hamilton, Ontario. Canada, Registered Nurses Association of Ontario, McMaster University, Hamillon. Ontario Canada)

Background
Little research has been conducied on the long-teim perspective of clinical guideline implementation.

Purpose

To determine the pattems of use of 17 guideines developed by the Registered Nurses Association of Ontario in Canada af iwo
and three yvears after initial implementction. Topics included health promation |e.g. smoking cessation, fall prevention) and
chronic disease care (e.g. asthma, dicbetes, venous leg ulcers, pressure ulcers). Healthcare organizations, respending to a call
for propasals, were selected Irom ccute care, home care, long-term care, and community heaith services. Government fund-
ing was received for the initial 1 year implementation project.

Methods
A mixed-metheds study was conducied using data from interviews with key informants, site visits and document review atf 2
and 3 years after the origingt 1-year implementation project. Definitions and indicators of sustainability were reviewed by an
international paned (Australia, Canada, England, Scotland, Lisa) with 80% agreement and usefut suggestions for subsegueni
revisions.

Resuifs

Parficipation by organizations was excellent (90%, 37/41) with 87% (189/218) of key informanits [administrators, staif). After 2 years,
43% [16/37) of organizations continued 1o actively susiain and/or expand guidelineg implementation and at 3 years there was
59% (22/37) sustainability. Leadership, defined s recognizable role models, leaders, champions or administrative suport for the
continuing implemeniation of the guideline, was the main predictor explaining 47% of the variance in how strengly the guideline
permeated the orgonization.

Discussion

Implementing changes in practice using evidence-based guidelines takes time and is a dynamic iterative process reguinng
ongeing leadership and multiple implementation strategies. Some organizations report lulls in activity ond may take up to 3
vears to show that guideline recommendations are a routine part of care. Inferesting pattemns of expansion: of guideline
recommendations to other disciplines and ofher agencies provides insight about systems impact of guideline implementation.
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SHARING AND EVALUATING BEST PRACTICE GUIDELINES: CROSSING CONTINENTS AND DISCIPLINES
Tazim Virani, Doris Grinspun, majean Bojnek, Barbara Davies, Heather McConnell, Debra Bick {Registered Nurses® Association of Ontario, Toronto,
Ontario, University of Offawa, Ottawa, Ontarie, Debra Bick. Thames Valley University. Londen, England)

Background

A Nurising Infernational Collaborctive in Evidence-Based Implementaiion and Research with Guidelines {NICEBIRG) was founded
in 2002 to share and evaluate Clinical Best Practice Cuidelines (BPGs}). Members of NICEBIRG come from various countries and
meet both face o face and vifually to address issues of development, disseminaticn and evaluation of BPGs. Example of topics
addressed to date include the sharing of methodologies for guideline deveiopment, determining best strategies to promote
uptake of BPGs and identfifying joint funding opportunities for projects and research on impact of BPGs,

Purpose
In this networking session, members of NiCEBIRG will faciiitate an interactive diclogue for the purpose of leaming how different
individuals/groups/ disciplines/countries have addressed BPG evaluation,

Methods

Using a struciured focus group methodology, porficipants will engage in sharing and leaming from each other, relaled to BPG
evaluation. Each member of these groups will then take on the role of communicator and relay key themes discussed to
re-configured groups. The re-cenfigured groups will further debate and refine a final set of themes. The fina! findings will be
shared with the iarger group. The godl will be to collectively develop a synthesis report that would serve as the basis for o
publication on the topic and methodology. This report would be shared with the broader delegation.

Resulls
A synthesis report with key findings from the networking session identifying important strategies for evaluaiing the impact of
guidelines.

Discussion
There is much that can be leamed through structured and meaningful networking sessions. f is hoped that the stated objective
of sharing and fearning will benefit future work conducted by participants.
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TOWARDS EFFICIENT LITERATURE SEARCHING FOR GUIDELINES: CASE STUDY ON COLON CANCER GUIDELINE,
Rikie Deurenberg. Joko Burgers. Kitty Rosenbrand. Margiiet Moret, Ton Kuilipers (Dutch Instifute for Healthcare Improvement CBO, Ulrecht. the
Metherlands)

Background
For retrieving best evidence for guidelines, litercture is searched in existing high quclity guidelines or in databases as Medline
and Embase. This study analyses how "key publications” were found for a multidisciplinary guideline on colon cancer.

Purpose
To enhance efficiency in literature searching for developing guidelines.

Methods

This guideline was produced with methodologicd support by epidemiclogists and an information specialist. A working group of
chnical experts formulated eight key questions,

For each question, we searched for:

-Paragraphs of exisiing guidelines with evidence tables

-Relevant papers in Medline and Embase with detaited input fror clinical experls. Additional high quality literoture could be
added by clinicians from cwn sources.

We analysed steps In the process of selection from the list of 250 references to final "key publications” cited in the guideline. For
each clinical question the "retrieval source” of cited references in evidence tables was determined,

Resvlts

For two questions evidence (16 references) from existing guidelines was sufficient, for one question this evidence was completed
with search resulis, for five questions search results from daotabases were used (50 references) or ¢ limited number of arficles {7)
was added by clinicians. The database searches resulted in a mean of 250 references {127-282} per question, a range of 30
articles {22-40} were ordered full text and crifically appraised. In the final guideling 2,7% of arlicles were cited.

The fotal citations [66) in the guideline included 26 systematic reviews, 14 randomised controlled trials and 21 observational
studies.

Discussion
Only a minority of articles retrieved by literature searching cre used as supporting evidence of 70% of recommendations in this
guideline. Efficiency could be enhanced by specifying clinical questions and by using predefined selection criteria.
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NO3
GUIDELINE IMPLEMENTATION IN COUNTRIES OF GERMAN LANGUAGE: RESULTS, BARRIERS, OPPCRTUNITIES FOR DEVELOPMENT

Guenter Ollenschlaeger, Ina Kopp, Monika Lelgemann {German Agency for Quality in Medicine {AQuMed). Ass. of the Scientific Medical Sacieties
in Gerrmany [AWME], HTA Unit, University of Brermen]

Background
During the G-I-N Lyon Conference 2005, the first G-I-N Networking Session for Countries of German Language took place

focussing on guideline development in medicine and dentistry. The participents expressed their inferest in a follow up session
during the Toronto Conference 2007.

Purpose
1) To exchange experiences conceming successful guideline implementation projects, as well as barriers against guideline use in

Austric, Germany and Switzerand. 2) To identify opportunities for guideline implementation improvement in countries of German
language. 3) To discuss proposals for country specific implementation improvemeni plans.

Methods
Moderated netwerking session of healthcare experts from Austria, Germany and Swilzedlend in German lenguage.

Pre-conference information on session” fopic (Recommended reading: Kunz A.U. Leillinien in der Medizin: Anwendung,
Einstetlungen und Barrigren - eine Befragung Berliner Housaerzie. Berlin, AGQuMed 2004.
Internet: http://www leitlinien.de/impiementierung/pdffmagisterarbeitrk_ pdf)

Resulls
Expecied resulls: At the end of the session, participants (1) are informed about recent and ongoing guidetine implementation

projects in the Gemman specking countries; (2} are able to network with implementation experfs; {3) moght be interested in
contributing to the development of national guideline implementation improvement plans.

Discussion
The German Language Networking Session's final goal is o prepare country specific action plans for improvement of guideline

implementation in Austria, Germany and Switzerland.

NO4

DEVELOPMENT OF GUIDELINE FOR HEALTH AND COMMUNITY MANAGEMENT:

CHALLENGES FOR MULTIFACETED DISEASES WITH MODERATE TO RARE PREVALENCE

Gagnon Cynthia, Chouinard Maud-Christine, Mathieu Jean, Jean Stéphane (University of Montreal, Montréal, Québec, Canada, Unwersne du
Québec a Chicoutimi, Chicoutimi, Québec Canada, Clinique des maladies neuromusculaires, CS3S de Jonquigre, Jonguiére. Canada)

Background

Development of guidelines for mullifaceted diseases with moderate to rare prevalence presenis unique challenges and
ilustration with neuromusculor disorders will be discussed. On several management aspects of such compilex disease. few
literalures have been published to daife. For example, in myotonic dystrophy, an ongoing systematic literature review [1980-
2005) reveals that less than 40 articles addressed clinical services out of 4597 articles about this disease. Expert knowledge
need to be sought. This type of evidence is referred as colloquial evidence and calls for innovative synthesis strategies.
secondly, services are often crganized around an outpatient clinic requiring guidelines for community management including
interventions related to work or leisure. However, it is difficult 1o develop clinical guidefines for such complex area of
interventions and research synthesis need fo address several key quesiions.

Purpose
This networking session will present and discuss with the audience the challenges face with elatzoration of clinical guidelines in

moderate to low prevalence diseases. A preseniation of the adaptation of recognized methods made by our research group
will be done.

Methods

4 subjects will be discussed with the cudience:

Guidelines with muitiple key questions, Poor qudtity of the literature, Considering or grading clinical experiise, Environment of the
clients. Promising sciutions developed by our groups wilt be presented. Handouis will be given with each subject and further
solufions will be sought in small groups and then share with ihe entire group.
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IMPROVING COMMUNICATION BETWEEN DEVELOPERS, DISSEMINATORS, AND USERS OF PUBLISHED GUIDELINES
Michael Allen, Shawn Bugden [Dalhousie University Continuing Medical Education, Halifax, NS, Presciption Information Services of Manifeba,
Winnipeg, MB)

Background
The discussants are members of the Canadian Academic Detailing Collakoration, a group that faciitates knowledge translation

by providing evidence-based education to health providers in thelr practice settings. During topic development, we sometimes
find discrepancies between peer-reviewed evidence and clinical guidetines or find that uncertainlies in evidence are not
acknowledged in recommendaiions. However we have found it difficult 1o engage in meaningful communication with
guideline developers. Letters expressing our concerns are unanswered. Commentaries 1o the journals where gquidelines were
published may or may not be published depending on editorial priorities or the length of time between our comments and the
publication of the guidelines. When guidelines are published there appedars to be no systemalic way to make comments and
suggestions to those who developed them.

Purpose ;
To discuss how users and disseminaiors of guidelings can provide feedback to guideine developers.

Methods
We will present some examples of our experiences and invite the audience to discuss questions such as:

1. What are your experiences with developing, disseminating, or using guidelines?
2. How can guideline disseminators and users provide ongoing feedback to guideline developers?
3. What are the advantages and disadvantages of such ongoing feedback?

Results :
We expect to promote discussion among those who develop, disseminate, and use guidelines and come up with concrele

suggestions to facilitate ongoing feedback.

Discussion
Developing a systern for feedback on guidelines will allow identification of uncertainties or discrepancies that can be

considered when interpreting guidelines and addressed in subsequent updates.
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THE CCS HEART FAILURE CONSENSUS CONFERENCE PROGRAM:

SHAPING THE FUTURE OF HEART FAILURE MANAGEMENT IN CANADA

John H, Parker. J. Malcoim O. Amald, Jonathan Howlett, Heather Ross (Canadion Surgical Technologies and Advanced Rabotics, London, Ontatic,
University of Westem Ontario, London, Ontario, Dalhousie University, Halifax, Nova $cofia, University Health Network, Toronfo, Oniario)

Background

The Canadion Cardiovascular Society [CCS), comprised of 1400 cardiclogy, surgery and cardiovascular research specialists, has
embarked upon a multi-year knowledge translation pregram to evaluate the impact of its Cancdian Heart Failure Consensus
Recommendations on clinical practice patiems and health outcomes.

Purpose
In this session, the CCS will present its experiences with this innovative development model.

Methods

To do so, CCS has established a number of precedents with respect to the guideline development process. Ameng these is the
adoption of a 'clesed-loop’ performance modeai which enabies ongoing performance measurement and quality improvement
of dll processes associated with guidelines development including:

s end-user needs assessment, including those of patients

+ technicdl specifications

development and deployment

evaluation

impact assessment on clinical praciice patterns and health cutcomes working group

Each of these stages has occurred ot the national level and has involved the collaborative and interdisciplinary participation of
gight national heahih professional organizations, eleven Federal health organizations, boih Federal and Provincic governmenis,
policy and administration professional organizations as well as information technology, pharmaceutical and medical device
industries.

Results

To date, the CCS Heart Failure Consensus Recommendations Program, through its multi-disciplinary Primary and Secondary
Paneis and various development feams, has completed two annual cycles of its closed-loop approach wherein each of the
above stages has been carefully assessed.

in addition, CCS$ has introduced a number of "quality-control’ measures in its guidelineg development process including
development of a standardized literature review protocol, developed in collaboration with the Canadian Cochrane Network,
as well os introduction of annual Appraisal of Guidelines Research and Evaludiion {AGREE) reviews, in collaborgtion with the
Ofiawa Health Research Institute and the Canadian Institutes for Health Research.
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DEVELOPING INTEGRATED PUBLIC HEALTH AND CLINICAL GUIDANCE: THE NiCE GUIDELINE ON OBESITY

Adrienne Cullurm. Tim Stokes. Elizabeth Shaw, Vanessa Nunes, Mike Kelly, Jim McEwen, Simon Fliis, Francoite Cluzeau (Centre for Public Health
Excellence, Nailional Institute of Health and Clinical Excellence, UK. National Collaborating Centre for Pimary Care, University of Leicester and
Royal College of General Practitioners, UK, Chair, National Institute for Health and Clinical Excellence Obesity Guidance Development Group, UK)

Background

Obesity is a priority for action in England but there is significant variation in service provision. Many hedlth professionals are
uncertain about whal interventions cre effeciive. Guidance produced in other countries to date has only fully addressed
either prevention or management.

Purpose

The National Institute for Health and Clinical Excellence [MNICE) was commissionad to develop the first comprehensive,
infegrated guidance on obesity prevention, identification and management, covering the National Health Service and
the wider community {including schools and workplaces).

Methods

The Nationdal Collaborating Centre for Primary Care led on the clinical aspecis and the Cenire for Public Heatih Excellence at
NICE led on ihe public health aspects of the guidance development.

The Guidance Development Group was split into two sub-groups, working in parcilel with a joint chdir. Final recommendations
(including econcmic considerations) were developed joinily 1o ensure an integrated approcch. Standard NICE methodology for
clinical guidelines was used or adapled as appropriate {particulary in relation to the types of evidence and range of cutcomes
considered).

Results
The recommenddations emphasise the responsibilily of a range of settings and audiences to tackle obesity, highlight

- oppoertunities for aclion and provide paointers to best practice. As well as recommendations for hedith professionals and staff in
various settings, the Guidance stresses the need to take a stratedic approach, focusing on high level decisions to overcome
fundamental barriers fo action (such as time, training). Communication between agencies is stressed, and disseminction of the
guidance acknowledges the broad audience. Although the guidance focuses on local action, supporive action at a nationdt
level will facilitate uptake of recommendations and their likely impact. Research recommendations are considered.

Discussion
This is the first guideline tackling beoth the prevention and mancgement of obesity. Standard methodeology can be successfully
adapted for the development of igorous, integrated clinical and public hedlth guidance.
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AN INTEGRATED APPROACH TO IMPLEMENTING CLINICAL GUIDELINES FOR PRIMARY CARE AT AN ACADEMIC HEALTH CENTER:
AN INSTITUTIONAL CASE STUDY

R. Van Hamison, PhD, Steven J. Bernstein, MD, MPH, Wiliom E. Chavey, MD, MS, Connie 3, Standiford, MD [University of Michigan, Ann Arbor,
Michigan)

Background

The development and implementaiion of a single clinical guideline in a clinicatl setting is offen not simple. When guidelings for 10
fo 20 medical conditions are being addressed in the same clinicdl sefting, the process becomes extremely complex. Individual
hedalth core providers can be overwhelmed by the inconsistencies between guidefines and the inability to cocrdinate the
infrastructure of clinical care simultaneously to suppoert implementation of multiple guidelines.

Purpose

This session describes a successful institufional approach to developing and implementing clinical guidelines for primary care ot
an academic hedlth center. This approach exermplifies a system-based perspective to enhance care across many common
medical conditions.

Methods
This case study describes efforts in a largely inlegraled academic hedlih care system where the health care providers and
health care facllities are owned and operated by a university.

Four preseniations describe the broad institutional coordination of processes across severa common medical conditions
managed by primary care clinicians:

+ ihe deveiopment, conient, format and dissemination of clinical guidelines {Chavey)

¢ the measurement of clinical performance and provision of feedback [Bemstein)

+ performance improvement and coordination across units involved in implementing changes {$Standiford)

e develeping an institutional culture that fosters clinical care improvement {Harrison)

Resulls

Each of the presentations will describe results regarding the topic:

e 23 clinical guidelines developed and cngoing updates; acceptance and use

o more than 60 aspects of performance routinely measured with feedback 1o clinicians
« examples of coordination across units and enhanced performance across time

o examples of enhanced institutional and individual ability to implement needed change

Discussion

For the last third of the session the presenters will be a panel responding io audience questions. This discussion will address:
¢ institutional factors supporting a systematic approach to guideline-based improvement

« principles relevant to healih care providers implementing multiple guidelines
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THE DEVELOPMENT OF A CONSENUS-BASED GUIDE MAP FOR KNOWLEDGE TRANSLATION IN EMERGENCY MEDICINE

Eddy Lang, Peter Wyer. Susan Huckson, Michelle Biros, James Adams, Chrisios Tselios, Marc Afifalo, Richard Sinerl, Gary Gaddis {McGill University,
Colurmbia University, National Institute for Clinical Studies, University of Minnesota, Northwestern University, Staie University of New York, University of
Missouri-Kansas Cily)

Background

CGaps between research and clinical practice exist in Emergency Medicine [EM) as they do in other specidlties. The EM context
presents unique challenges and oppaortunities for consistent evidence uptake. Knowledge Translation (KT} is a critical area of
expertise in approximating these gaps. The jeurnal Academic Emergency Medicine [AEM) selected KT s the subject of its 2007
Consensus Conference {CC).

Purpose

The mission of the AEM CC was 1o stimulate the development of a research agenda in KT. By bringing together experts in
evidence-based medicine with a diverse cross-section of EM physicians we plan on finding optimd routes into ciinical practice
for consistent and reliagble implementation of the highest quality interventions.

Methods

Before the conference 13 therme leaders used Google group technology o lead discussion forums charged with developing
aresearch agenda and recornmendations for advancing KT in EM. Dreft recommendations underwent refinement and
consensus-ased endorsement ot the May 15th meeting.

Resulls

Represeniatives from 18 endorsing organizations as well as other inferested participants were invited o contribuie their input.
Financial support was provided by the Agency for Healthcare Research and Qudlity and the Canadian institutes for Health
Research. Over 200 parlicipants, with expettise in the field of EM and evidence-based medicine conlributed fo the online
forums. All 13 groups, covering topics as diverse as guideline implementation to health policy to international EM cpplications of
KT generated a serfies of recommendations thal were incorporated inte proceedings papers. Al proceedings papers including
original contributions are 1o be published in a free access issue of AEM in November of 2007.

Discussion

EM has iaken a lead role in developing a consensus-diiven process to establish priorities and set direction for KT 1o close
evidence practice gaps and suppert guideline implementation. We describe the first such exercise in a process sponsored
by a scientific journal.
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Theme b Evidence Implementation Clohat question
la. Guideline implementation How @an emergency medicine optimize evidence implementation and uptake
and dlinical pathways through the use of CPG implantation strategies and critical pathways?
t. Evidence syntheses and other  \Whiat are the most effective pre-appraiset and synthesized evidence fonmats
promising KT methods. avallable in Emergency Wedicine and what supplemental techniques fe.g., aca-

demic detailing, audit and feedback, reminders) will enhance this KT7
Theme i The EM Practitioner and 87

lta. CMECPD and What self improvement strategies and continuing professional development
self improvement initiathees are most conducive to the incorporation of evidence based interven-
ilb. Cognitive , sorial and tiens into the individual emergency physician’s practice?
behavioral How can cognitive, social, and behavioural issues inform the study of knowl-

edye translation in emengency medicing?
Theme li: The Emergency Bepartment and Clinieal Teadhing Unit
Hla, Undergraduate, Postgraduate How can medical education strategies both &t the undergraduate, postgradi-

and Continuing Medical ate and cortinuing medical education level promote evidence implementation
Education i gradusting end future emerygency physictins?
1k, frfommatics and KT What are the charactenstics of an ED-based informatics and decision suppert

system that can most effectively facilitate knoveledge translation?
Theme IV: Macro view: luues and perspectives af the broadder level

IVa. Health Policy and KF VWhat are the dharactenstics of health policy pregrams (loal regional and
national} that promote the incorporation o research evidence into the dlinical

[¥h, Medicelegal and ethical practice of emergency medicine?
considerations in KT A the macro level, what ang the cortributions that Bicethics can make tawvard

closing the evidence to practice gap?

Theme V: Contextually spedfic chiallenges to KT

Va, Interational Eb What are the most promising avenues to pursug in approzimating the gap
bebween knewledge and practice in the delfivery of emergency medical care
_ within the context of developing nations?
¥h. Ememgency Medical Senvices What are the rrost promising avenues to pursue i approximating the gap
. between knowledge and practice in the delivery of emergency medical care in
the pre-hospital setting?
Ve Public Health What are the unigue contextual elements that need to be addressed in order to
bring proven preventative and other public health initiafives int the £D setting?
Theme W The sclence of evidence bnplementation/dissemination of Innovation
¥ia. Research principles and What research directions and methodologies sheuld be employed to identify
methodelagy of KT research the most effective stratecges for apprasimating the research to practice gap in
emergency medicine?
Vib. Capacity development and What approaches should be emphasized in order to develop capacity and
research nebworks mrulti-penter consortiumes that will promote knowiedge translation research in
emergency medicine?
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"KNOWLEDGE TRANSFER USING A PEER-SELECTED OPINION LEADER NETWORK”
Rhoda Reardon, Jane Gibson, Daniel Way, Jess Rogess, Dave Davis (College of Physicians and Surgeons of Ontario, Toronto, ON, Institute tor Work
& Headlth, Toronto, ON, Guidelines Advisory Ccmmitiee, Teronio, ON)

Background

Accessing clinicians to enhance guideline implementation is the ‘holy grail’ of knowledge transfer. We will report on a project
designed to build a susicinable network of family physicians to enable an ongoing knowledge transfer and exchange to
improve heatlth care. This project was supported by five partners involved with using research evidence to improve healih care.
This thematlic discussion will invite audience input on their own experience and ideas about linking direcily with health
praciiticners 1o move knowledge and implement guidelines.

Purpose

The five project pariners are involved with professional practice leadership/continuing education, knowledge translation
research, guideline selection/implementation, qudlity improvement and waork/health research. The overall goal of the project
row known as 'POCKET [Physicions of Ontario Collaborating for Knowledge Exchange and Transfer) is to move guidelines and
other useful knowledge info family praciice o improve patient care and io direct praciice-based information and ideas back
fo research and policy inifictives.

Methods

This project uses a proven survey lechnique (Hiss) for idenfifying informal opinicn lecders [educationally influential physicians - Els)
who have an imporiant although offen unrecognized role in influencing their peers. The peerddentified individuals were
recruited 1o the network and a clinical topic was selected to test the concept. A series of workshops with cusiomized practice
materials were delivered. Focus group and survey methods were used to collect Bl physician participan! opinion on the initictive
as well as advice on continued development of the nefwork.

Resulis
This is ¢t formative evaluation shows the Et physicians have benefited from the initial workshops and materials. There is modest

evidence that information provided o them has been moved ouiwards to thelr colleagues.

180



104

Implementing Guidelines in the Real World - How G-I-N Special Interest Communities (communities of practice)
in Emergency Care, Diabetes or Cancer Might Work.

Catherine Maorshall, Hon Potron of G--N
Independeni Guideline Adviser and Healih Sector Consuitani

Sue Huckson,
National Health Medical Research Council's National institute of Cinical Studies [Australial

Heather Buchan,
National Health Medical Research Council's Naticnal Institute of Clinical Studies (Australia)

Michael Fung Kee Fung.
Cancer Care Ontario (Canadaj

G-I-N wants to support special inferest communities who wish to collaborate on practical activities involving the development
and implementation of guidelines. The workshop will start with a practica demonstration of how a communily of praclice
approach has worked in Australia for emergency care practitioners, and in Canada in the area of cancer core, followed by
interactive discussion & table top exercises.

This session will be chaired by Catherine Marshall, a member of the G-1-N Board, and will draw on the experience of Sue
Huckson, of the National Institute of Clinical Studies Emergency Care Community of Praclice (Australia) and Dr Michael Fung
Kee Fung, of the Cancer Care Ontario Surgical Oncology Program Community of Practice [Canada) who have successfully
used this method o implement evidence based guidelines.

People attending the discussion session will gain an understanding of:

+ Parlicipating in a G--N. special interest community - what are the benefits and what is invelved for participants
+ Co-ordination, infrastruciure and resources 1o support international networking and octivilies

¢ Chalienges in meeling participants’ pricrities

» Using different forums for communication, knowledge transfer and exchange

Workshop participanis will then breck info groups focusing on particular specidlty areas to discuss recommendations for
potentiat activities for G-I-N special interest communities. The oulcomes of this discussion forum will guide the development and
future agenda of the GIN special interest communifies cumrently being established in areas of diabeies, emergency care and
cancer core.
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HEALTHY WORK ENVIRONMENT BEST PRACTICE GUIDELINES: FACILITATING EVIDENCE BASED MANAGEMENT
DECISION MAKING IN HEALTH CARE

Irmajeon Bajnok, Linda O'Brian Pallos . Alan Pearsen, Tazim Vitani, Dons Grinspun (Registered Nurses' Association of Ontfario (RNAQ), Universtiy of
Toronto, Johanna Briggs Institute)

Background

The RNAC Healthy Work Environments Best Practice Guideline Program offers six guidelines to assist in the creation of hedlihy
work envirenments in areas such as leadership, collaborative practice, professiondlism, workload and siaffing, embracing
cultural diversity, and workplace health, sofety and weli being. This guideline development program was estaklished as an
evidence based sirategy to support sustained implementation of clinical best practices.

Purpose

The preseniation will provide the framework of hedlthy work environments used to guide the development process for all six
guidelines. Following an outline of the process of guideline development, and implementation strategies there will be a focus
on the value of such guidelines in supporting evidence based managemen?t decision making in health care.

Methods

The hedlthy work environment best practice guidelines featured a development precess that included colleboration with the
Johanna Briggs Institute, of Australia for conduction of the systemnatic reviews in each of the guideline development areas.
National expert panels ulilized the systematic reviews in development of the guidelines which were subject to extensive
stakeholder reviews. The guideline development, implementation and evaoluation methedcology wos adapted from the highly
successful RNAO nursing best practice guidelines program.

Results

The resulting guidelines have become important tools for use in nursing ond other health care professional groups fo create
qudlity hedlth care environments and positive cutcomes for nurses and other professionat groups, patients and organizations.
Strategies for guideline dissemination, implementation, and evaluation will be highlighted during the presentation.

Discussion

A discussion of evauation of the guidelines through pilot implementation in 10 different health care sites wiill be incorporated,
The preseniation will conclude with a didlogue cbout the importance of guidelines such as these thai support evidence based
management decision making in heaith care o enable evidence based practice, despite the Inherent chdllenges in fheir
development.
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GUIDELINES IN ONCOLOGY

Melissa Brouwers, George Browman, Bealrice Fervers, Joan McClure, Mork Somerfield {Cancer Care Ontario & McMaster University, Hamilton,
Canada, BC Cancer Agency & Canadian Partners Against Cancer, Victoria, Canada, Federation Nationale Des Centre de Lutte Conftre Le
Cancer. Lyon, France. National Comprehensive Concer Network, Jenkintown, USA, American Society of Clinical Oncology. Alexandria, USA]

Background

Guidelines and other evidence-based producis can be exiremely useful fools 1o advance a quality care agenda forward. They
have shown their capacity to improve quality of care and outcome of cancer patients. In the oncolegy field, there are unique
issues refevant to the guideline enterprise, from the perspectives of guideline development, evalualfion end application.

Some of these issues include:

significant duplication in effort

challenges integrating new evidence in a timely fashion

strong advocacy by patients, clinicians, and industry

limitations with quantity, qudlity and completeness of data

confroversies regarding relative benefits and harms

providing guidance o different targets who may nove competing agendas

* & 0 & 0

Purpose

This thematic - networking session has two primary goals:

o to examine these issues from an international perspective and 1o learn about the successes and chalienges of different
oncology guideline programs

+ 1o explore the development of a GIN-sponsored international community of interest {COl} specific o oncclogy

Methods

Panelists representing different oncology guideline programs will present their experiences with the issues presented. These
discussions will be used a spring-board for a larger nelwosking session whereby the concept of developing an international
CCl will be explored.

Specifically, we will explore:

+ what problems could be addressed by an international COl that would lead 1o improvernents in gudlity of cancer care®
+ what sirategies could an intemationat COI use to address these problems?

¢ how can we move forward to concept to action®?

Resulfs
The ouicomes of this session will be:

e identification of major challenges of cancer guideline programs
e defining of an oulline of an intemational cancer COI
e« develcpment of an agenda of activities and guestions o be addressed by the COI
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PROMISES AND CHALLENGES OF INTERNATIONAL GUIDELINE COORPINATION
Kafrin Uhlig, Gordon Guyait, Regina Kunz (Tufts-Mew England Medical Center, Boston, MA, McMaster tniversity, Hamillon, ON, Inslitute for Clinical
Epidemiolegy. University Hospital, Basel)

Background

Clinical practice guicefines are widely used to improve pafient care. While they aim to reduce unjustified practice variabllity,
guideline development ofien proceeds in locdl, regional and national initiatives in a fragmenied or parallel monner. Processes
and methods vary and guideline recommendations may be redundant or incongruent. This variabiiity indicates @ need for
coordination. Kidney Disease Improving Global Outcomes Initiative (KDIGO) is an intermational guideling initictive in nephrology.
It gims io promote coordination, collaboration, and infegration of initiatives in guideline development and implemeniation to
improve care and outcomes of kidney disease pdfients worldwide. Yet on a practical level, infemational guideline programs
face important challenges, such as how to pool resources, coordinate efforis and develop guidelings that are mindful of the
differences among patients and health care sysiems.

Purpose

+ Review promises and challenges of KDIGO as a case study of an infemational guideline initictive

» Ciitique and refine concepts for intemational guideline coordination, identifying what effarts should be centralized
or decenirdlized and how this should be done.

Methods

The facilitators will provide an introduction and an overview over KDIGO. Then participants will be asked 1o participate in a

discussion of the following issues:

= What topics or problems should be addressed by interndationally developed guidelines?

¢ How con we develop evidence reports that can be shared?

¢ How can we grade applicability and direciness of evidence when reference populalions and contexts vory?

* How can we determine net medical benefit or make frade-offs fransparent when alternatives, values and resources differ
across ceuntries and seftings2

* How can we facilitate local adoption of infernational guidelines?

« What efforts are best decentralized, or cocrdinated and streamlined in local initictives2

This seminar fargets participants with expesience or an interest in guideline development, implementation or quality
improvement initiatives and who are willing to share their perspective.
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WORKSHOP SEX-SPECIFIC ISSUES IN GUIDEHNE DEVELOPMENT
Hans de Beer, Debby Keuken {Dutch Insfitute for Healthcore Improvement CBC, Utrecht, The Neiherlands, Academic Medical Center / University of
Amsterdam, Department of General Practice, The Nethedands |

Background

Guideline-deveioping orgonizations do not focus systematiccally on differences between men and women when developing
guidelines, even though there is increasing evidence that being male or female may have an effect on health and hedalth
outcomes. In the Netherlands a training course was developed that aims fo enhance altention to differences between in-
patient charactenstics, with a focus on differences between men ond women, in guideline-development procedures (1}.
This training course was rated highly on knowledge, practicdl value and effect on awareness about sex differences. This
workshop is based on the training course.

{1} 'Attention to sex differences in guideline development'. A iraining course developed Hellema MU, Hadfkens JA, Ter Riet G,
Moerman CJ for the project ‘Diversity consultation for Guideline developers' in 2005, granted by the Netherlands Grganisation for
Heallh Research and Development.

Purpose
The dims of this workshop is o improve owareness and competence by systematically considering sex differences in the various

steps of guideline development.

Methods

Outline of the workshop

We will present a few examples from the literaiure to illustrate the feasibility of a sex-specific approach in guideline
development. The workshep will continue with an interactive session, using the example of applicability of screening
instruments 1o identify clcohol dependence in various subpopulations. it will follow the steps that are commeonly used in
guideline develop-ment. This means formulating a clinical guestion that allows sufficient aitention to potential sex differences;
constructing a literature secrch strategy that dlows the idenftification of potentiolly relevant literature on sex differences;
assessing the retfrieved studies on relevant information about sex differences; integrating information on sex differences into
recommendations.

Results
Pariicipants will learn how sex differences can be incorporated in several key steps in guide-lines development, ranging from
formulaiing clinical questions fo formulating sex-specific recemmendations.
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TURNING EVIDENCE INTO ACTION
Sue Scobie, Nicole Coupe (NI Guidelines Group)

Background
Relevani 1o conterence themes: Transfering knowledge; implementing guidelines, collaboration between relevant stakehclders
and organizations, innovative cases studies in specific countries, Involving consumers.

In 2005, The New Zedlcnd Guidelines Group [NZGG) was commissioned by the Minisiry of Health to runan innovative mulii-year
project designed to implerment key recommendations from the Assessment and Management of People at Risk of Suicide
guideline.

Purpose

The three main objectives of the project were to:

1. work with emergency depariments, Maori hedlth and mental health services to improve emergency mental health care for
the prevention of suicide and self-harm

2. promote collaboration within services and amengst clinicians to achieve and sustain change

3. conifibute to the knowledge base regarding methodologies needed for the successful implementation of guidelines.

Methods

NIGS adapled the Australian implementaiion model for a New 7edland context by overlaying a strong consumer focus, and
the Maoiri (indigenous people of New Zealand) cencept of ‘whakawhanungatanga' - connected relationships and shared
responsivilities between the individudt, the family and the service provider. MNearly half the hospitals in New Zealand were
supported by NIGG to parficipate in this 12 month collaborative.

Results
The results include sustainable changes based on the guideline. The relaiionships between services and systems 1o support

clinicians have significantly improved to achieve best practice.

Discussion

This workshop will discuss the results of using a collaboralive approcch between services and across hospitals to implement
guidelines into the clinicdl sefting including:

« improved resulls from involving consumers

the impaci of operating within an indigencus framework

changes in atfitudes of clinical staff about self-harm and suicide prevention

power of the pathway maps o highlight gaps and areas for improvement

changes in systems and processes (ranging from adminisiration to assessment processes)

improved collaboration and relationships between services

L
L
*
»
L ]
e accelerated leaming from sharing of resources nationally.
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THE EVOLVING NATURE OF CLINICAL PRACTICE GUIDELINE UPDATING AND ATTRIBUTE-REP ORTING:

PERSPECTIVES FROM THE NATIONAL GUIDELINE CLEARINGHOUSE.
Michelle Tregear, Mark Monteforte, Lisa Haskell, Vivian Coates, Mary Nix (ECRI, Plymouth Meeling. PA. .S, Agency for Heaithcare Research and

Quality, Rockvile, MD)

Background

Since the incepiion of the U.S. Agency for Hedlthcare Research and Quality's National Guideline Clearinghouse [NGC) in 1997,
ECRI, as AHRQ's conlractor, has reviewed and abstracted nearly 6,000 clinical practice guidelines for inclusion in ils online
repositery. A principal component of this work has entailed assessing guidelines aleng a number of primary guidetine aitribute
domains that coltectively comprise the NGC Complete Summary Templaie
[www.guideline.gov/aboul/CompleteSummaryDescrip.aspx), including aftributes that characterize: Guideline Scope,
Development Methodology, Key Recommendations and Supporiing Evidence, Implemeniation Mechanisms, and Commitiee
Characteristics/Financial Disclosures, During this time, there has been an increasing demand from key guideline stakeholders
(both developers and implemeniers) for transparency in reporting that would permit an assessment of a guideling's rigor.
Lkewise, there has been increasing demand for more frequent review and updating of existing guidelines to ensure thai
guidelines keep pace with accumulating evidence.

Purpose

In this session, we will report on observed frends and changes in both guideline reporting characteristics and updating praciices
emploved by guideline developers over the nine years following the launch of the NGC Web site, and how reperting along
these five attiibute domains, as well as "currency review” praciices, have changed. Additionally, we explore how fransparency
and completeness in reporting as characterized in the NGC Template might be used to gauge guideline rigor along the
above-menfioned guideline altribute domains

Methods
We will analyze data collected over ihe history of the NGC initiative, guantifying changes in updating and aitribute reporting.

Resulfs and biscussion

Al the end of the session, altendees will have a beiter sense of how repoarting and updating has changed over the last decade,
and how the NGC template might be used to assess guideline rigor. Attendees will be asked fo share thelr experiences and
challenges.
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FREQUENT CHALLENGES FOR GUIDELINE DEVELOPERS AND FACILITATORS - SPOT AND OVERCOME

OBSTACLES IN GUIDELINE GROUPS
Kunz Regina . Lelgemann Monika, Ollenschl&ger Ganter {Baset Insfitute for Clinical Epidemiology: Basel, Swilzerland, HTA-Center University Bremen:
Instituie for Health Law and Medical Law, Bremen, Germany, Agency for Quality in Medicine, Berlin, Germany)

Background

Facilitators for guideline groups regularly face obstacles during the development of a guideline. Impeding questions can arise
from methodological topics, "What to do if systematic reviews do not provide sufficient information®”), process issues {"How 10
enable lay people to become a full member of the guideline group”), content issues ("How fo build a hierarchy of endpoints for
the clinical question”) or communication issues ["How to communicate the GRADE system to the publicg”). lgnoring those issues
can endanger the group dynamic, threal the infernal validity of the guideline, prevent dissemination and implementation
among the professional target group, and impede general gecceptance by consumers and patients. While those problems are
common, little is published about successful opproaches to fackle them. Guideline facilitotors often need io find their own
solutions.

Purpose
Focus of the Train The Trainer workshop is on challenges, questions and problems that commonly arise In guideline groups. Aim s
fo exchange techniques, experiences and viewpoints on issues generally not discussed in guideline manudals.

Methods

We will perform an informal survey among recognised guideline organisations to identify commeon day-to-day challenges in the
guideline work. Three to four miscellaneous topics will be selected. various experienced guideline group facilitators will shortly
outline a specific challenge using examples from their own background and run a discussion about the experience among the
workshop participants.

Results

The interactive format should offer a low threshold platform for exchange, joint analysis of the problem., its roots and
conseguences, and options / experiences for handing those problems. Thereby, the workshop should increase awareness
for common challenges, perceived obstacles and unsoived problems among guideline group facilitaiors and members and
expand their approaches to tackle them.

Discussion
Target group: Participants are expecied to have some experience in guideline development activities (facililator; participants)
and to share their approaches and concepis.
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GUIDELINE ADAPTATION: A METHODOLOGY TO ENHANCE EFFICIENCY IN GUIDELINE DEVELOPMENT AND IMFROVE UTILIZATION
Béatrice Fervers {1). Joko § Burgers (2), Melissa Brouwers {3), Magadli Remy-Stockinger [4]. Anita Simon (5). Najoua Miika-Cabanne (6}, Bernard
Burnand (7). for The ADAPTE Collokorafion (1 SOR, Fédéralion des cenires de lutte contre le cancer Cenire Léon Bérard - Lyon - France, 2 Dufch
Irstifute for Healthcare Improvement, CBO - Utrecht - The Netherdands, 3 Progrom in evidence-based Care. Cancer Care Ontario, McMaster
University ~ Hamilton - Canada; Cancer Conirol Guidelines Action Group, 4 $OR. Fédération des cenires de luite contre le cancer - Lyon - France, 5
Alberta Cancer Board - Calgary - Alberfa. 6 Haute autorité de santé, Service des recommandaiions Professionnelies - Paris - France, 7 Heaith Care
Evaluction Unit and Clinical Epiderniology Centre, IUMSP - Lausanne - Switzerland)

Background

Development and upddaling of high-gudality guidelines requires substantial time and resources. in an effort to reduce duplication
of effort, enhance efficiency, and promote the translation of evidence info practice, we advocate taking advantage of existing
high-qudility guidelines as an alfernative io de novo guideline development and for failoring guidelines to the iocal context in
ihe implementotion process.

Purpose
Workshop to present ADAPTE and how it works.

Methods

Ouiline of workshop: Part 1: We will present the ADAPTE process with practical examples. Part 2: We will present the evaluation
study and raise interest in participation. This includes a twe-part perception survey of the manual and the resource toolkit and
an evalualion of the use of ADAPTE in various contexts.

Resuils

ADAPTE is a systematic approach to adapt existing guidelines to a different setling. The ADAPTE process is designed 1o ensure
thal the adapted guideline is relevant o the new context of use and its cultural and orgonizational envirenment, The process
has been pilot tested in Canada and France. ADAPTE is supporied by @ manual and rescurce toolkit. The evaluation study will
assess the ADAPTE program implementation, its use, acceptability and benefil 1o different user groups (e.g., guideline develop-
ers, heaith care professionals, decision makers).

Through the workshop participanis will achieve practical understanding of applying the ADAPIE process and using the manual
and ressource toolkit. They wil be offered participation in the evaluation study.

Discussion

The ADAFTE process has been designed to assist groups with varying rescurces interested in developing or implementing guide-
tines. The parficipatory approach of the ADAPTE process will foster users' sense of ownership with adapted guidslines. ADAPTE
also provides an opportunity for national and international collaborations amang organisations 1o share common issues and
investigate more efficient ways to develop and implement guidelines.
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ASKING FOR LESS AND GETTING MORE: SIMPLUFICATION OF CLINICAL PRACTICE GUIDELINES AS A COMPONENT
OF IMPLEMENTATION STRATEGIES
Cmil Bhatacharyya, Merick Zwarenstein (Li Ka Shing Knowledge Institute, University of Teronto, Terento, Ontario)

Background

wWithin a clinical practice guideline, the evidence base for individuadi recaommendations varies, the hedlih impact of different
recommendations varies, as dees the feasibility of consisiently following them. Reducing the complexity of guidelines may be on
effective way of increasing ihe uptake of key recommendations.

Purpose
Propose methods for simplifying guidelines as part of an implemeniation strategy.

Methods

Two case studies of mixed method controlled tricls of implementation including guideline simplification will be presented s the
basis for elaboration of a generdl approach. Workshop parficipants will review the literature on clarity and simplicity in clinical
practice recommendations and attempt to exiract key peints from a guideline.

Results

A randomized controlled trict of introducing a simplified guideline for lung hedlth increased tuberculosis case detection in
nurse-led primary care centres in South Africa. A controlled before-cfter tial of guideline simplificotion increased stctin
prescription in diabetes in remote aboriginal communities in Canada. Both sfudies involved reducing the guideline to key poinis
and prioritizing them. These approcaches were well-received by nurses, though criticized by doctors in the fatter case. Reducing
complexity may increase uptake, but it may be perceived to be incompatible with physician’s values, particularly their interest in
individualizing care.

Discussion

Guideline simplification requires rigorous methods for comparing the healih impact and ease of implementation of different
recommendations to determine which ones to emphasize. Implementation stralegies may vary between physicians and nurses,
in order to accommodate the work styles and professional cultures of different classes of professionals. Simplifying guidelines may
be the most cost-effective approcch to increasing quality of care. net only In areas with shertages of health human resources,
but in any setting where coping with provider workload requires a focus on some aspects of care af the expense of others.
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INTEGRATING EVIDENCE WITH ELECTRONIC HEALTH RECORDS - WORKSHOP OF 1.5 HRS

Minna Kailg, likka Kunname, forma Komulainen (Finnish Office for Heolth Technology Assessment, Finnish Medical Society Duodecim }

Background

Hecironic patient records {EPR) are being developed and used around the world, All expected advaniages have not yet
been redlized. There are challenges with structuring the contents of the EPR and using the data stored in the EPR. Clinical
practice guidelines have been produced in guideline programmes, and there the challenge s implementation into clinical
practice. Elecironic Decision Support Systemns [EDSS) show promise in bridging between the EPR and implementation of
gquidelines/integrating evidence into the everyday clinical practice.

Purpose

Aim of the workshop is sharing experiences of buillding and studying EDSS, discussing highlights of ongoing projects and iearming
from others how o overcome obstacles. The target group consists of guideline implementers and those inferested or involved in
EDSS.

Methods

Short presentations by EDSS experts atiending the congress of e.g. highlights or an overview of Open Clinical and presentation of
EBMeDS [Evidence Based Medicine Electronic Decision Support), an ongoing EDSS-development and -research project (title
How to integrate guidelines with electronic health records?). The idea is to have short, max 15 -minute presentaiions followed by
discussion. There is room for two or three presentations; the programme will ke finalized once people attending the congress are
known.

Resulis
Nefworking with others interested in EDSS. Learning from each other. A sheri paper on the presentations and mcin discussions.

Discussion
Conciusions will be made after the workshop and in the paper that will be circulated to those present in the workshop and if
deemed useful, to others as well.
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IMPROVING GUIDELINE IMPLEMENTABILITY USING GLIA
Richard Shiffman, Catherine Masshall (Yale Center for Medical Informalics. Independent Guideiine Adviser & Health Sector Consultant)

Background

The Guideline implementability Appraisal Inslrument (GLIA) identifies 10 dimensions that affect whether a guideiine can be
readily implemented and was developed to assist guideline developers to remedy detects in their guidelines prior to
publication. A 2006 review by the {Austrdlic) National Institute of Clinicat Studies of tcols used to assess whelher guidelines
could be implemented, identifled that GLIA was currenily the only validated instrument that covered most parameters of
implementability. The GLIA Instrument is in use in the USA and is being tricled in the UK and Australia.

Purpose

The purpose of the workshop is:

¢ To review the development of the GLIA instrument

e Tointroduce the instrument

e Tc cpply GLIA to a”demonstration” guidefine to demonsirate its capabilities.

Methods
Rick Shiffman and Catherine Marshall will ron o 20 minute workshop suitable for both guideline developers and implementers

{up to 30 pariicipanis).

A 30-40 minute presentation on the background to the development of ihe tool will be followed by each participant
conducting an appraisal of a "demonstration” guideline. The workshop leaders will then faciitate a discussion amangst
workshop paricipants to review the diferent perspectives and comments made by the paricipants and to slimulate o
discussion on the merits and deficiencies of the "demonstration” guideline.

Results
At the end of the workshop, participants will have a practical understanding of how the GLIA instrument car be applied and
undersiand facters that impede successful implementation.

Discussion

GLIA is designed to help improve draft guidelines. Therefore the emphasis of the workshop will be on both identifving logical
and clinical deficiencies, as well as providing constructive and pesifive advice 1o guideline cuthors. This workshop is open to
people from all backgrounds. We have found it useful io have a mix of parlicipants with clinical as well non-clinical back-
grounds. Clear thinking and a pesitive approach are the only essentidls.
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GUIDELINE ADAFTATION: A METHODOLOGY TO ENHANCE EFFICIENCY iN GUIDELINE DEVELOPMENT AND IMPROVE UTILZATION
Béaliice Fervers (1), Jako S Burgers (2], Melissa Brouwers (3}, Magali Rermy-Stockinger [4), Anita Simon [5), Najoua Mika-Cabanne (6], Bemard
Bumand {7), for The ADAPTE Collaboralion {1 SOR, Fédération des centres de lutle contre le cancer, Cenfre Léon Bérard - Lyon - France, 2 Dutch
Institute for Healthcare Improverment, CBO - Ulrecht - The Netherands, 3 Program in evidence-based Care, Cancer Care Cntario, McMaster
University - Hamilien - Canada; Cancer Control Guidelines Action Group. 4 SOR, Fédération des centres de lutie contre e cancer - byon - France, 5
Alberta Cancer Board - Calgary - Alberta, 6 Haute autorité de santé, Service des recommandations Professionnelles - Paris - France, 7 Health Core
Evaluction Unit and Clinical Epidemiclogy Cenlre, IUMSP - Lausanne - Switzerland)

Background

Development and updating of high-quality guidelines requires substantial time and resources. In an effort to reduce duplication
of effort, enhance efficiency, and promote the iranslation of evidence into practice, we advocate taking advantage of existing
high-quality guidelines as an aliermative to de novo guideline develepment and for tailoring guidelines to the local context in

the implementation process.

Purpose
Workshop o present ADAPTE and how it works,

Methods
Outline of workshop: Part 1: We will present the ADAPTE process with practical examples. Part 2: We will present the evaluation

study and raise inferest in participation. This includes o two-part perceplion survey of the monua and the resource toolkit and
an evaluation of the use of ADAPTE In various contexts.

Resulls

ADAPTE is a systemalic approach to adapt existing guidelines to a different setting. The ADAFIE process is designed to ensure
that the adapted guideline s relevant to the new context of use and its culiural and organizational environment. The process
has been pilot tested in Canada and France. ADAPTE is supported by a manual and resource toolkit. The evaluation study will
assess the ADAPTE program implementation, its use, acceptabilly and benefit to different user groups (e.g., guideline develop-
ers, health care professionals, decision makers).

Through the workshop participants will achieve practical understanding of applying the ADAFTE process and using the manual
and ressource toolkit. They will be offered participation in the evaluction study.

Discussion

The ADAPTE process has been designed o ossist groups with varying resources inferested in developing or implementing guide-
lines. The parlicipatory approach of the ADAPTE process will foster users' sense of ownership with adapted guidelines. ADAPTE
also provides an opportunity for national and intemational collakorations among organisations fo share common issues and
investigate more efficient ways to develop and implement guidelines.
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SUCCESSFUL IMPLEMENTATION AND EVALUATION OF GUIDELINES THROUGH PERFORMANCE INDICATORS AND CARE PATHWAYS
Mona van ce Steeg, Teus van Barnveld, Rubern ven Zelm [Duich Institute for Healthcare Improvernent, Utrecht. the Netherlands)

Background

The Belgion-Dutch Clinical Pathway Network is a collaborafion of over hundred Belgian and Cutch healthcare organizations
(mainly hospitals), focused on development, implementcation and evaluation of clinical pathways (CPs). In the perspeciive of
this network CF's are tools te achieve high qudlity care by both standardization and a patient-fecused approach on healthcare
processes. CP's describe so called key interventions' that have impact on cutcome and/or process time. These interventions can
be derived from evidence based guidelines by selecting 'key recommendations’.

Recently we have included performance indicators in the development of clinical practice guidelines and CP's, and in the
evaluation of their use in practice. Indicators are measurable aspecis of care which provide an indication aboui the guality of
care.

Purpose
The objective of this session is to offer parlicipants knowledge and todls to derive indicators from guidelines and 1o develep

clinicdl pathways in order to implement guidelines in their own organization.

Methods

In this workshop, the following questions will be addressed:

1. How to search tor and derive 'key recommendations' from guidelines?

2. How to iniegrale selected recommendations in clinical pathways?

3. How to evaluate the embedding of clinical pathways in the organization?

4. How to achieve that indicators preseni in a correct and objective manner what we intend 1o measure?

We will ask participants to answer these questions from their own experience and wil provide examples of best praciices.

Resulis

Our answers on these questions will be presented. These include selection criteric, integraiing guidelines with the same scope as
the clinical pathway {e.g. diagnosis and freatment of breast cancer) and guidelines with a more generic scope {e.g. postepera-
tive pain management), the use of the AIRE-instumeni ond The Leuven Clinical Pathway Compass.

Discussion
Using guidelines in the development of clinical pathways is a promising strategy fo improve the implementation of guidelines.
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E-BASED SOLUTIONS TO PROMOTE USE OF CLINICAL PRACTICE GUIDELINES

Tazim Virani, Heather McConnell, 2anet Nevala, Lisa Valentine, Cindy Bolton (Registered Nurses” Association of Onlaric, Toronto, Ontaric. The
Pregrom Training and Consuliation Centre, Ottawa, Oniarie, Sunnybrook Health Sciences Cenire, Joronte, Ontario, Kingston Genera! Hospital,
Kingston, Cniario)

Background

Promoting the curmen! knowledge in clinical practice is ¢ challenging task. This is furfher complicated by the noture of health
care setiings in the ability o create forums for transiating, impariing and ensuring the successful and sustainable uptake of
knowledge. The use of web-based scolutions is one way of addressing these challenges.

Purpose
In this presentaticn, we wil ilustrate the translation of clinical practice guideling in e-iecning, self-direcied leaming tools, using

three distinct demonsirations.

Methods

The framework and methodology used to translate knowfedge from best practice guidelines to electronic medium will be
outlined. Demonstrations of three e-leaming modules include: 1} Helping People Quit Smoking; 2) Vascular Access Devices -
Assessment, Selection and Care $trategies to Reduce Complications: 3) Mancging Hyperiension. The steps used to develop
the e-based solution will be highlighted os well as the key use of educational concepts and strategies to delivery the conient
fo clinical nurses.

Resulls

E-based scivtions have been developed ond disseminated broadly. All are accessible through a website at no cost. One of the
e-learning modules has been formally evaiuated with point of care clinical nurses. Overali, the course was well received by all
participants, who found it to be interesting, enjoyable and easy to use. There were few technical problems and the modular
format allowed users t¢ use the e-leaming at their own pace. Users reporied preference for a variety of interacitive media,
avoilabifty of more printable materials as well as an accompanying manual.

Discussion
Making avcillable e-based guidelines in an educational, interactive, self-directed format allows ease of access fo cliniciaons and

students and has the potential for iarge scale knowledge transfer.
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PROMOTION OF INTERNATICGNAL GROUPS AND NETWORKING: IBEROAMERICAN NETWORK EXPERIENCE
lgnacio Marin Lteén, Antdnic Voz Carneiro. Aifton Tetelbom $tein (Coordinator of Red Ibercomericana de Guias de Pratica Clinica, Member of the
Coordination of Red Ibercamericana de Guias de Pratice Clinicaj

Background
The ibero-american Network has been in operation since the GIN Conference in Edinburgh and it has been pushing forward
guideline culture in Latin America, Portugal and Spain environment.

Purpose

To facilitate a closer contact between ibero-americans in order to raise cooperative and partnership infliatives.

To move from the step of developing guidelines 1o the implemeniation one, by sharing implementation experiences.

To build a cooperctive netweork to increase the quality of the guidelines development process, puiting methodological fools
avdilable.

Methods
The workshop will last for two hours and will be divided in three parts:

alRound-table type - duraticn of 40 minutes
The aim of this section will be to brain storming main topics on how to achieve the specific objeciives in the region.

b}Panel on Lessons learned from CPG Adapiation and Implemeniation Experiences and innovative case studies in specific
countries or regions - duration of 30 minutes

Results

Four speakers will make 10 minutes presentations of real experiences in Latin American, Portugal or Spein settings of adapiation
or implementation of guidelines, frving to answer three questions: What kind of things you would net repeatl anymore? What
tools have been used, and they could be available to others? wWhal is the main lesson thaf you have learned from your
experiences?

Discussion
This workshop will develop a specific communication strategy for Latin Amertica, Spain and Porlugal, It will aiso provide health
decision-makers information cbout GIN and what it could offer o them.
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EVIDENCE TABLES - THE "HOLY GRAIL" FOR UTERATURE REVIEWERS
Ngjoua Miika-Cabanne, Sara Twaddle, Michel Laurence (HAS, Saint Denis, France, SIGN, Edinburgh, Scolland)

Background

The first step in undertaking systematic reviews to inform recommendations [about interventions or actions that affect health), is
to critically appraise the existing fiterature and to determine if it provides evidence of the effecis of the different options under
consideralion.

Systematic reviews require capacity, resources and are time consuming. Therefore, fo reduce duplication of effort existing
reviews should be used when possible and updated if needed. A standard format for summcarizing the appraised literature
would be the ecsiest way to achieve this.

Purpose

The dm of the workshop is to promote the concept of information sharing in guidelines development and usalsility of ¢ minimum
dataset for surmmarizing the appraised liferature.

This workshop will be of most interest to those who deals with literature review {l.e. guidelines or HTA developers) and those who

wish to adapt ofher's work.

Methods

This workshop will present the work so far done of the ETWG. #t will present:

s Work on defining an evidence table

e The ETWG fempilate (standard data format} for summarizing studies addressing intervention stuclies

e An example of completing the template.

This will be followed by a discussion about the usefulness and the difficulties encountered in complefing the proposed farmat.

Resulis
The expected outcome from the workshop is 1o frain the attendees in using the proposed format and have their feedback on if.

Discussion
Aftendees will be expecied to discuss the proposed template for summarizing studies appraised and discuss the items contents
in term of relevance, clarity of the instructions and the table completion.

Wi5

IMPLEMENTING GUIDELINES: FROM EVIDENCE TO ROUTINE CLINICAL PRACTICE
Susan Philfios (National Insiitute of Clinical Studies}

Background
Implementing best practice guidelines involves influencing change al muttiple levels: clinicians, patients, health care settings

and the health care sysiem. Reviews of systematic reviews of effective interventions tell us how well different strategies for
changing praciice work, but knowing how o apply this knowiedge when faced with the task of implementing best practice
guidetlines in complex health care settings or across a number of different hedlth care selfings is o daunting task.

Purpose

This workshop aims to increase participanis’ understanding of evidence implementation by summarising what we know about {
what works best to improve evidence implementation; to look at some of the availchle models that can help pariicipants apply

this knowledge in a siructured way: and 1o practice appiying this appreach to the preblem of venous thromboemibolism {(VTE)

prevention in hospitalised patients.

Methods

The workshop will include an initial presentation of the evidence on effective interventions for influencing cliricians 1o adopi best

practice and on knowledge translation medels and will be followed by two facilitated inferactive small group sessions that will

enable participants to practice identifying and analysing barriers 10 best practice VIE prophylaxis in hospital setiings and to

praciice designing implementation strotegies that best match the identified barriers. .

Resulis

Examples from the Naiional Institute of Clinical $tudies” VTE Prevention program will be used to illustraie how this approach can .
result in significant improvements in compliance with best practice VIE prophylaxis in 40 participaiing hospitals from metropolitan -
and rural areas in Australia.

Discussion
Participants can expect to learn how o toke a more effeciive approach to the implementation of clinical practice guidelines [
by using knowledge franslation moedels and adopting a structured gpprocch 1o the preparation and design of guideine

implementation programs. ( ’
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Workshop "Usability of Search Filters for Guidelines”

Rikie Deurenberg, Kitty Rosenbrand, Tom Oliver, Sylvie Guillo, Michele Hiltton Boon.

Dutch Institute for Healthcare Improvermnen! CBO. Utrecht, The Netherlands. r.deurenberg@cbo.nt
Tom Oliver

Cancer Care Ontario Program in Evidence-based Care, McMaster University. Hamilten, Canada
Syivie Guillo Fédération Nationale des Cenires de Lutte Conire le Cancer, Paris, France

Michele Hilton Boon

SIGN, NHS Quality Impravement Scoiland, Giasgow, Scolland

Background
Most papers about "search filters” focus on the development of filters, Only a limited number tell more about the issue
of usability.

Purpose
To discuss criteria that are impoeriant 1o determine if using a specific search fiter is effective for searching evidence
for guidelines.

Methods

Questionnaire:

The workshop will siart with multiple cheice questions to introduce a sfandard ferminology. Jenkins {2004) mentions in her review
‘Evaluation of methodological search filters' how confusing current terminology is and she strongly recommends slandardization
for this issue. The final mulliple cheice question for the parficicants will be: "What do you consider as the mest important search
filer for Medlineg"

Results of this final question will be summarized immediately and will be used for the discussion part.

Discussion in subgroups:

o Benefits of applying a filter.

e Standards in applying a fiter

* nventarisafion of selection steps to select the most optimda filter.

+ Limitations of filters, for which intervention is the use of specific filters not recommended.
+ s it possible to solve this problem and how?

Questions to answern:

» What are important checkiists/tests to know if a filler is applicable?2

s Whatl are important checklists/tests to know if a filter is valid?

s What are imporiant checklisls/tests to know if a filler is specific enoughg
+ What are important checklisis/iests o know if a filter is sensitive enough?
e s standardization possible ?

Results:
Inventarisation of checkiists/iests to decide if a specific fiter is effective.

Conclusions:
Concrete steps to standardise the use of specific search filters,

Jenkins, M. Evaluation of methodological search fillers--a review. Hedlth Info Libr J 2004:21:148-63.
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APPRAISAL OF INDICATORS TROUGH RESEARCH AND EVALUATION (AIRE} INSTRUMENT
Johan de Koning, Jako Burgers (Department of Social Medicine. Academic Medical Cenire, University of Amsterdam, the Netherlands / Centre for
Puklic Health Ferecasting, National instifute for Pubfic Health and the Environment, Bilthoven. the Netherlands, Dutch Institute for Healthcare Qualily

CBO, Ukrechi, The Netherlands)

Background

This workshop is to proemote the concept and understanding of ‘good’ indicators by using @ structured method [AIRE Instrument)
for assessing their qudiity. The Appraisal of Indicators through Research and Evaluation [AIRE} Instrument has been developed
and validated by researcher from the Academic Medical Center of the University of Amsterdam. Presently, the instrumeni is
validaied internationally. This workshop will be relevant io any conference participant involved in developing or using qudaiity
indicators.

Purpose

1. To identify and understand the essenticl elements of ‘good' qudlity indicators.

2. To Assess the usability and practicdlity of the AIRE Instrument based on the practical experience from the workshop.
3. Te identify petential partners for participation in on interaiional validation study.

Methods
The workshop will comprise three parls:

1. Welcome and introduction {20 minutes)
A brief background 1o the ARRE Insirument. # will outline the siructure and content of the instrument and will present o summary

of its development process and preliminary validation.

2. Small group appraisal (45 minutes)
Interaciive session in which parlicipants will be divided into small groups of 6-8 people. All groups will apprdise two pre-selected
indicaters using the AIRE insfrument. Their work will be facitated by the workshop leaders,

3. Group feedback, plenary discussion & summary (25 minutes)

Presentation of resulls by particioonts, followed by a structured discussion about the usefulness of the AIRE Instrument and its
application in practice. Feedback about the workshop will be obitdined from the participants by means of a short evaluation
qguestionnaire. This will include a few questions about interest in active participation in further validation of the insfrument.

Each parhicipont will be given a pack containing:
e The AIRE Instrument

¢ Two selected indicaters for appraisat

+ Handouts of presentation

o An evaluation form
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HETEROGENEITY IN EVIDENCE-BASED CLINICAL PRACTICE GUIDELINE AND HEALTH CARE QUALITY MEASURES DOCUMENTATION:
WHY IT IS PROBLEMATIC, HOW 1T COULD BE STANDARDIZED

Mary Nix. Vivian Coagfes, Mark Monteforte. Michelle Tregear. Melanie Swan (LS. Agency for Healthcare Research ond Quiity, Rockville, MD;, ECRI.
Plymouth Meeting, PA)

Background

The U.S. Agency for Healthcare Research and Guality (AHRQ), sponsor of the Nationdl Guideline Clearinghouse™ (NGC) and
the National Qualily Measures Clearinghouse™ (NQMC), and ECRI, technical coniractor for NGC and NQMC, have the unigue
advantoge of reviewing thousands of evidence-based clinical practice guidetines and quality measures. Documentation of
scope, rationdle, methodology. recommendations {guidelines), specifications (measures), implemeniation, conflicts of inferest,
efc. is helerogeneous and is sometimes missing. These are essential elements, however, for end users of guidelines and measures
[nof just users of NGC and NQMC) to evaluate qualily and fit for pofential adoplion or adaptation. Additionally, as guideline
developers also pursue the development of quality indicators {or as they consider contracting with other organizations for
measure development), understanding whal 1he essential elements of measure documeniation are becomes more important.

Purpose and Methods

in this session, AHRQ and ECRI will report on just how heterogeneous the documentation is for the guidelines and measures
subrmitted to the Ciearinghouses, ideniify though interative case sludies why this is problematic, and lead a discussion on the
use of the attributes specified in the NGC and NQMC structured abstract [complete summary) as efficient and effective tools in
standordizing guideline and measure documentation, respectively. A comparison will be made o other tools alse avdilable fo
assist in slandardizing documentation (e.g., Guideline Element Mode! [GEM] for guidelines, Nafional Quaiity Forum [NQF]
requirements for measures).

Results and Discussion
At the end of the session, attendees will be able to explain the impartance of documenialion stondardization and offer ideas
for applying existing tools 1o their own guideline and measure development effarts.
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MANAGING CENTRAL VENOUS ACCESS DEVICES

Esther Green, Gail Macariney, Pairicia Marchand, Lia Kutzscher, Pamela Savage, Linda Robb-Blenderman, Jocelyne Volpe, Lesley Collins, Melissa
Brouwers, Carolyn Zwaal, Mary Johnson, Hons Messersmith {Cancer Care Ontaric, The Ottawa Hospitat Regional Cancer Program, RS Mclaughiin
Durham Regional Cancer Cenire, Royal Victoria Hospital Barmie, Princess Margaret Hospital, Kingsion General Hospital/Cancer Centre of
Southeastemn Ontario, The Hospital for Sick Children, Pediatric Oncology Group of Ontario, Cancer Core Ontario Program in Evidence-Based Care)

Background

Central venous access devices (CVADs} have been used over ihe past 20 years to ensure the safe delivery of chemotherapy
and supportive therapies for individuals with cancer. Catheter related complicafions, such as thrombosis or infection, are
common. There Is a wide variation in oncology nursing practice among care settings.

Purpose

The following questions were answered by this systematic review:

1.In order to prevent catheterrelaled intraluminal thrombosis and locat or systemic catheter-related infection, minimize the need
to replace devices, and enhance quality of life of adults with cancer:

Should CVADs be locked with heparin or saline?

« What volume and strength of solution should be used fo lock CVADs?

s How frequently should CVYADs be locked or flushed?

o What type of catheter should be used?

2.In patients who require systemic therapy for cancer, what are the indicafors that have an impact on the decision to insert
central venous access device?2

Methods

The MEDLINE, CINAHL, EMBASE and Cochrane Library databases were systematically searched for relevant guidelines and
studies. Recommendations were formed based on the evidence reviewed and where that lacked through consensus. External
review of the recommendations by Ontario praciifioners was obtained though a mailed survey; the recommendalions were
then revised by the CVYAD Working Panel. Final approval of the systematic review and recommendations wos obfained from
the PEBC Report Approval Panel.

Results

There was insufficient evidence for or against the choice of a particular profocol in the adult cancer population,
Recommendations by the panel regarding the schedule of solutions, volumes, concenirations, and frequencies are based
on a consensus of the expert clinical opinion and the experience of the CVAD Panel in their practices and the best available
evidence.

Discussion
Research institutions need to develop frials that can supply evidence to inform decision-making on these issues.
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A CONTENT ANALYSIS OF CLINICAL PRACTICE GUIDELINES
Hiromichi SUZUKI, Takeo NAKAYAMA (1) EBM Supporting Office, Internafionat Medical Information Center, Tokyo, JAPAN, 2) Department of Health

Informatics, Kyoto University Schook of Public Health, Kyoto, JAPAN)

Background

In Japan, the official movement to develop Clinical Practice Guidelines [CPGs) began in 1999 with the financial support of the
Ministry of Health and Welfare {presently, the Ministry of Health, Labour and Welfare}. Since then, CPGs in various fileds, have
been developed or are now under development, and developmental methods using the principles of evidence-based
medicine are becoming popular: Now about 40 CPGs are developed already.

Purpose
The objectives of the study is to clarify how many CPGs developed in Japan, and to evaluatge the CPGs analysically.

Methods
We have searched the existing CPGs developed in Japan from both electronic and manual searches. Qut of the 400

retrieved CPGs, well-formulaled ones were selected if they met the following criteria: defining clinicat questions to be
addressed, reviewing evidence, and determining grade of recommendation. We have compared the developing rmethods,
developing cost, grade of recommendation, patient involvement, economic analysis, number of the developers, style of the
products, revision transtation, distribution.

Resulis
Over 40 of them are well-formulated, and almost all of them they have searched only 2 or 3 databases. Using Medline, lgaku-

Chuo-Zasshi {Japana Centra Revuo Medicing), and Cochrane Library is most popular. Each GPGs cited on average 600
references that includes 150 Japanese literatures. Over 90% of them are published by commercial company. 1/3 of them are
supported by the fund from the Ministry of Health Labour and Welfare.

Discussion
Almost those CPGs are supported by both the Academic Society, and the government indireciory. Our study revedled that

there are few Japanese CPGs that include relevant information about patient involvement.

P03

A SUCCESS EXPERIENCE ON TOBACCO CESSATION PROGRAM IN A PUBLIC INSTITUTION IN BRAZIL
Maria Eunice M Oliveira, Elaine $ Segura . Airton Tetelbom $tein, ma Rossa, A Pacheco, KF Basso, RP Santos, ERS Barreto, MC Martins (Respiratory
and Mental Health Program of Conceigdo Hospital, Brazil, Teaching ond Resecrch Unit of Conceig@o Hospital, Public Health Professor FEFCMPA

and Ulbra}

Background
Tobacco addiction programs tradilionally present a low indicator of success, in which the quit rate had been around 30%.

The aim of these programs is to have tobacco cessation.

Purpose
To determine the effectiveness of interventions for smoking cessation guideline in an outpatient setfing.

Methods

Conceicdo Hospital has a referral service for smoking cessafion. 269 patients have participated in the smoking cessation
program. A quasi-experiment was designed and three evaluation {enroliment, two and twelve months) were caried out.
Those who did not show up were contacted by felephone. The inclusion criteria were patients who had followed the program
for at least 4 weeks and a clinical consultation was performed (including medication for smoking cessatfion). The outcome
variable was abstinence of nicotine for at least 72 hours. The other variables were: age, sex, physical dependence grade
through Fagersirdm test. Cox muitivariable analysis was carried out and odds ratio {OR) and Confidence Interval {Cl} were

calculoted.

Resulis

84% of the group of patients who participated in the program was fernale. The quil rate was 57%. There were 50 patients {19%)
who continued fo smoke and and 66 patients (24.5%) had retumed to smoke. In relafion to the use of medication, 123 patients
{45%) had used Nicotine Replacement Therapy {NRT}, 113 patients {42%) had used bupropicn and 33 (12%} had not used any
medication at all. A Cox mulfivariote analysis had shown the following faciors associated in relaiion to relapse: female sex
OR=1,1 (CI 95% 0.7-1.6}; NRT OR =0.47 C! 95% (0.24-0.83). bupropione OR 0.58 Cl $5% (0.33-1.04); Fagerstrdom test >=6 OR= 1.4¢9 {C]
95%0.94-2.36}.

Biscussion
High intensity behavioural inferventions and free medication access ond follow-up contact were effective in promoting smoking

cessation.
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APPROPRIATENESS OF INITIAL TREATMENT FOR MILD-TO-MODERATE LUMINAL CROHN'S DISEASE:

APPLICATION OF EPACT CRITERIA TO THE EC-IBD EYROPEAN COHORT

P Juillerat, V Fitlet, C Motiet, C Felley, V Wiellisbach, £ Gonvers, RW Dubois, JP Vader, B Burnand, F Froehlich, F Wollers, R Stockbruegger, P
Michettt {Division of Gosiroenterology. Lausanne University Medical Cenire, Swilzerland, Institute of Social and Preventive Medicine, University
Hospital Center and University of Lausanne, Switzerland, Zynx, Cerner Heallh Insights, Beverly Hills, United States, Department of Gastroenterology
and Hepatology, University Hospital Maastichi, Maasticht, Netheriands)

Background
The appropriate use of therapy for mild-to-moderate luminal Crohn's Disease has never been formally assessed. The European
Panel on the Appropriateness of Crohn's Disease Therapy (EPACT) has developed appropriateness criferia to guide physicians in

clinical practice.

Purpose
These criteria were applied, retrospectively, to the EC-IBD prospectively-assembled, uniformly-diagnosed European
population-based inception cohort of inflammatory bowel disease {IBD} patients diagnosed between 1991 and 1993,

to evaluate appropriateness of given therapies.

Methods

EPACT criteria were developed using an explicit method based on published evidence combined wilh expert opinion). 426
Crohn's Disease (CD) patients from 13 European participating cenfres {10 countries) were included at the time of diagnosis

(first flare, naive patienis, no maintenance treatment, not steroid-dependart or refractory}. EPACT definition of mila-to-moderate
uminal CD and disease location were used Yo classify patients. The initial drug prescription of this cohorl was analysed,
according to the EPACT criteria.

Results .
163 [38%) of the cohort patients inifially suffered from mild-to-moderate luminal CD. The disease location was leal or leocolonic
for 92 patients {56%) and colonic only for 71 {44%}. A single treatment was given in 8% cases (55%) and 74 patients received >1
drug simuitaneously or successively during the acute episode. %6 patients {60%) received af least an appropriate treatment,
while for 66 pafients (40%} the freaiment was uncertaln and in T case (<1%) inappropriate.

Discussion

The EPACT panel criteria {www.epact.ch} were applied, retrospectively, for the first fime o a European population-based 1BD
patient cohort. An appropriate freatment was given in the majority of cases for the initial freatment of mild-to-moderaie luminal
CD, but was associated with a treatment of uncertain value for two-thirds of the palients, thus increasing the potential risk of

adverse events and decreasing (cost-jeffectiveness.
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ARE TRIAL-BASED GUIDELINES POSSIBLE IN CHRONIC KIDNEY DISEASE?
Allison Tong, Denise Campbell, Jonathan Craig (NHMRC Cenire for Clinical Research Excellence in Renal Medicine, Centre for Kidney Research,
Chitdren’s Hospital at Westmead, Westmead, NSW 2145)

Background
Idedily clinical praciice guidelines {CPGs} are supported by high quality evidence. However, In comparison with other specialties

in Infermal medicine, randomised controlled trials (RCTs} in nephrology are relatively few in number.

Purpose
To assess the proportion of Caring for Australians with Renal Impakement {CARI} guideline recommendations supported by high

quality evidence compared with suggestions for clinical core based on low or missing evidence.

Methods

All Ausiralion CPGs (published 2004-2006) for topics in chronic kidney disease {CKD}, dialysis and fransplanfation were reviewed.
For each guideline fopic, we referred to the Australian National Health and Medical Research Council's [NHMRC) levels of
evidence to assist our data collection on the guideline author's reported use of Level 1 (systematic review], Level 2 [RCTs), Level
3 {pseudc-RCTs, cohort studies, case control studies) and Level 4 evidence (case series), and author opinion.

Resulls
Of the 129 guideline subtopics reviewed: 56 {43.4%) are supported by at least Level 1 or 2 evidence, 33 {25.6%} are supported

by at least Leve! 3 evidence, 11 {8.5%) are supported by at least Level 4 evidence and 29 {22.5%) are not supported by trial
evidence. There was little difference in the proportion of subtopics supported by at least Level 1 or 2 evidence across the CKD,
dialysis and fransplantation areas.

Discussion
Less than half of the CAR! guideline and clinical care statements are supporied by high level evidence, confiming the need for

more high quality RCT evidence In nephrology. Qur results highlight the need for guideline groups to collaborate closely with trial
and systemalic review organisations {e.g. frial networks, Cochrane Collaboration) to ensure that clinically important topics are
investigated, evidence gaps are identified and all high quality evidence is included in a CPG. Ultimately, this will lead o more
cost-effective processes and clinically usefut CPGs.
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BARRIERS TO IMPLEMENT STROKE CPG
Amanda Hurdowar, tan Graham, Marion Hau, Mark Bavley, Sharon Wood-Dauphinee [Toronto Rehabilitation Insfitute, Oftawa Health Research

Instituie, McGill University}

Background

Five stroke rehabiitation units from across Canada participated in a 6-month pilot implementation of evidence-informed
practice recommendations {EIPR). Immedialely foliowing the implementation, the heaith care providers (HCP) (occupationdl
therapists, physictherapists, nurses and hospital management] participaled in focus groups to discuss thek experiences during

the pilot implementation project.

Purpose
The objective of this study was to discuss the barriers that were encountered by the HCP when implemeniing evidence-informed

practice in stroke rehabilitation.

Methods

At each site, ¢ separate 60-90 minute focus group was held with 4-6 participanis from each discipline. The groups were
iaciiitated by an individual who was experienced leading focus groups with HCP. Two research feam members observed the
focus groups and took notes. All groups were audio-recorded and both researchers took detailed notes. Emerging themes were
identified and a code book was developed. Two researchers independently reviewed and coded the notes using the code

book to verify the emerging themes.

Resuils
Twenty-one focus groups of 3-6 HCP were held in total. The sessions were held within 2-4 weeks after each site compieted the

implementation. All groups combined included 79 HCP: 23 Ofs, 17 PTs, 23 nurses and 16 directors/managers. There were é
emerging themes of common barriers that HCP encountered during the pilot implementation. These included lack of time,
siaffing issues, raining/education, provider/ paiient safety. equipment, and team functioning/communication.

Discussion
Overall, HCP were receplive fo implementing the evidence-informed practice recommendations. However, a variety of barmiers

were identified ol the patient, provider and organizational level. While the issues are categorized info six mcijor themes in this
siudy, it is evident that these categories are not mutually exclusive. Future investigations should examine feasible solutions fo
overcome the barriers HCP face when translofing EIPR info siroke rehab practice.
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BENCHMARKING CANCER GUIDELINE DEVELOPMENT ACTIVITIES IN THE COCANCPG CONSORTIUM USING THE AGREE INSTRUMENT
Joan Viayen, Farida Hamzo-Mohaomed, Magali Remy-Stockinger, Safia Qureshi, Béatrice Fervers, for the CoCanCPG caonsortium {Belgian Health
Care Knowledge Cenire [KCE). Brussels, Belgium, Scoffish Infercollegiate Guidelines Network (SIGN), Edinburgh, UK, SOR, Fédération Nalfionale des

Centre de lutte contre le cancer (FNCLCC), Centre Léon Bérard, Lyon, France)

Background
The CoCanCPG project aims towards cooperation between cancer CPG programmes, and therefore, guideline development

methods need to converge. However, important heterogenelly exisis for key elementds in guideline development. Guideline
quality is the result of the methodological rigor of the guideline development processes. By promoting intermational standards
for guideline development and benchmarking cancer CPG programmes against these standards, it is hoped that the standards
will be adopted by maost programmes leading o higher quality end products.

Purpose
To benchmark 15 CPG development programmes using the AGREE instrument as the standard.

Methods
Based on the information of a systematic survey. the 15 CPG programmes were matched against the AGREE instrument. Nine

iferns (1-3, 7, 15-18, 21}, refening to the information contained in the report of a specific guideline rather than to the process
used for ifs developrnent, were excluded.

Resulis
Although 11 programmes declare using the principles of the AGREE instrument for guideline development, application of the

AGREE criteria varies. For example, only one organisation (7%) completely follows the standards in the domain Rigour of
development'. Five other organisations (33%) follow at least 5 of the 7 items. Seven crganisations {47%} follow two or less
standards. Item 8 {systemnatic evidence search] is applied by ¢ organisations {60%). 11 organisations search in ot least 4
databases. ltem 12 {link between evidence and recommendation} s applied by ¢ organisations {60%), while item 11 (healih
benefits, side effecis and risks considered when formulating recommendations) is applied by only 4 organisations (27%j).

Discussion
This is the first benchmarking exercise of CPG development processes. These resulls provide o basis for future collaboration and

might stimulate organisations fo adjust their procedures. The next sieps of the CoCanCPG project are a detailed benchmarking
of search, selection and synihesis of the evidence to define common procedures for CPG development 1o faciiilate future

collaboration.
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BRAZILIAN GUIDELINES: CEBM-OXFORD GRADES OF RECOMMENDATION AND THE IMPACT-FACTOR
Moacyr Nobre, Wanderley Bernordo, Giovenni Cerm {Associag@o Médica Brasileira)

Background
The guidelines developed by Braziian Medicat Association (hitp://www.projetodiretrizes.org.br/} provide evidence-based
recommendations that are graded by Oxford-CEBM levels of evidence {hitp://www.cebm.netfievels_of_evidence.asp)

Purpose

Appraise the JCR-2005 "Impact Factor” of the journals related to ithe articles thot support the recommendations of the guidelines,
and compare it with CEBM-Oxford grades of recommendation. since these grades speak directly 1o the validity of evidence,
considering only the methodological quality of original articles.

Methods

The scientific articles were selected by the physicians of the national specialty societies, to develop the guidelines.
Independently, two clinical epidemiclogists recorded the grades of recommendation A, B, C and D. For each one of these
grades, we calculate the mean of the "impact factor” of the journals where ihe articles were published.

Resulis

We search 11 guidelines with the iotal of 395 bibliographic citations. The guidelines was about thyroid cancer, endometrial
cancer, turner syndrome, surgical complicated kidney transplantation, congenital neck neoplasm, nutritional treatment of
obesity, pharmacological treatment of abesity, acute medial ofitis, posimenopausal osteoporosis and fibromyalgia. The
narrative review articles pubfished in high "Impact factor” journals {13) and the Cochrane Reviews (19) was discarded. We find
79 articles with grade A, 131 grade B, 53 grade C and 99 grade D. The mean of the Impact-Factors was respectively 9.187 for
articles graded A, 4.978 for grade B, 2.952 for grade C and 2,006 for grade D.

Discussion

The processes of developing Brazilion Guidelines allowed us to show that CEBM Oxford criteria for evaluate the methodological
quality of the articles that support the recommendations are directly related with the traditional criteria fo asses the impact of
the journal where these arficles were published.

PO?

CANCER CARE ONTARIO PROGRAM IN EVIDENCE-BASED CARE: 10 YEAR REVIEW
Manya Charette, Melissa Brouwers, Sheila McNair (McMaster Universily, Homillon, Ontario and Cancer Care Ontario)

Background

The Cancer Care Ontario Program in Evidence-based Care (CCOPEBC) is a publicly funded program that has existed since
1997. The CCOPEBC's core responsibility is the development and dissemination of oncology-related evidence-based products
for heatth care professionals in the province of Ontario, Canada.

Purpose
The purpose of this absiract is to highlight the past, present and future activities of the CCOPEBC.

Methods
A review was undertaken to determine the activities and productivity of the Program over the last 10 years and to identify

areas for future development.

Resulis

The Program began with the formation of 10 standing committees of valunieer health care professionals supported by PEBC
staff. These committees represented the major cancer disease sites and their work mainly focused on the development of
treatment-related clinical practice guidelines {CPGs). These commitiees siilf exist, bul the CCOPEBC recently has undertaken
collaborations with nine Cancer Care Ontario programs to broaden the scope of its activities. In addition 1o freatment
guidelines, there are now guidelines representing other aspecis of the continuum of cancer care including prevention,
diagnosis, screening and palliative care.

The number of producis completed in any given year has increased from 10-12 at the beginning o 42 for 2006. At the end of
2004, the CCOPEBC had completed a grand fotal of 173 products.

CPGs were and still are the primary product produced by ihe CCOPERC. However, recently, the Program has begun 1o
develop methodologies for organizational and practice standaords.

Discussion

After 10 years, the CCOPEBC s recognized s a leader in the production of oncology-related CPGs and has contributed signifi-
cantly to the development of an evidence-based culture of learning and sharing for oncology professionals. The CCOPEBC
plans fo continue production of CPGs and organizational standards and 1o further refine the use of environmental scan, adap-
tation and formal consensus methods.
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GUIDELINE IMPLEMENTATION: A CANMEDS PERSPECTIVE

Douglas Wooster, Hazel Markwell, Ann Russell, George Tolomiczenko, Thomas Lindsay {University of Toronto and University Bealth Nefwork--Teronto
General Hospital, Toronto, ON, Universily of Toronto, St. Michael's Hospital and St. Joseph's Heallh Cenfre, Toronto, ON, OISE, Universidy of Toronto
and St Michael's Hospital, Toronto, ON, University of Toronto and Toronto Region Research Alliance, Toronto, ON, University of Toronto and University

Health Network—Toronio General Hospilal, Toronto, ON )

Background

The Royal College of Physicians and Surgeons of Canada CanMEDs initiative has identified the roles of a physician: medical
expert, communicator, coliaborator, scholar, manager, advocate and professional. Each role has specific competencies
described. Implemeniation of guidelines impacis on practice in each of these roles. Effective guideline implementation

reguires that each role be addressed.

Purpose
To identify and discuss how the implementation of guidelines impacts on each of the CanMEDS roles in a practical scenario.

Methods
A panel of physicians, an ethicist, psychologist and educator with an interest in education and guideline implementation has
been assembled to address each of the CanMEDs roles in the praciical setting of the recently publisheq guidelines for screening

for aortic aneurysms.

Results
This scenario will be used to relate the CanMEDs initiative, guideline implementation strategies and education opportunities. As

a specific example, professional and ethical issues relate o physician selfreferral, societal responsibilities and individual patient's
access, freedoms and limitations imposed within the guidelines. Specific crossover to scholarly, advocacy, communication,
collaboration and manoagement ssues arise from this. .

Discussion
Brief formal presentations based on case examples related to each role will be followed by open discussion amongst the

panefisis and participants.

Specific areas of focus to be addressed include: guideline development and implementation, achieving consensus, linking
guidelines to education, Continuing Professional Development, monitoring use of guidelines and networking
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CLINIPEARLS: COLLABORATION FOR ELECTRONIC DECISION SUPPORT AT THE POINT OF CARE
Céline Cressman, Helen Novak Lauscher, Noreen Kamal, Luke Ferdinands, Kendall Ho {University of Briish Columbia, Vancouver. BC)

Background
Fomily physicians are becoming increasingly competent using informafion and communication technologies. Many have come

to expect clinically relevant condent to be available in formats such as PDAs. Previous research done by the UBC Faculty of
Medicine, Division of Continuing Professional Development and Knowledge Translation (UBC CPDKT) suggesied a sfrong need for
clinical practice guidelines (CPGs) that were both easy to use and suited lo point-of-care (POC) decision support. A recent
survey of B.C. physicians' learning needs found over 50% currently use PDAs; 60% desired lraining in the usage of handheld tech-
nologies to access CPGs. Further; compliance in the use of guidelines is poor.

Purpose
UBC CPDKT was engaged by the Minisiry of Health, B.C. Guidelines and Protocols Advisory Commitiee, B.C. Medical Association,

and B.C. Cancer Agency to develop a software system to deliver reformatted guidelines to healthcare providers for POC use
via PDA and web inferface. To increase uptake and adherence of CPGS this inifiotive aimed to create a common platform
acceassible and effective for all physicians.

Meithods
Building on existing research the partners collaboratively developed a system to facilitole condensing, entering and updating of

guideline content through a web/desktop interface. The development process involved building consensus around standardized
presentation of the guidelines so they are easily accessible and usable for physicians.

Resulis
To date, we have developed CPGs for nine chronic diseases and two for cancer in a format suitable for delivery via PDAs. The

resulting product complements existing guidelines and provides a new format specifically addressing practitioners’ POC needs.

Discussion
Future directions include developing additional modules and integrating content from other groups. We aim to evaluate the
uptake of these guidelines, thelr impact on physicians' practice patterns and the usability and efficacy of CliniPearls software as

well as understand fis potential for faciitating eheatth integration.
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COMPARISON OF GUIDELINE DEVELOPMENT METHODOLOGIES USED BY 7 GUIDELINE GROUPS

Denise Campbell, Alison Tong, Jonathon Craig (NHMRC Cendre for Clinicat Research Excellence in Renal Medicine, Cenire for Kidney Resecrch,
Children's Hospita? at Westmead, Westmead NSW 2145, Australio, NHMRC Centre for Clinical Research Excellence in Renal Medicine, Cenire for
Kidney Research, Children's Hospital ot Westmeaod, Westmead NSW 2145, Ausiralio; School of Public Health, University of Sydney, Sydney NSW 2008,

Australia)

Background

There are many clinicat practice guidelines {CPGs} available for consumers and practitioners to refer to. The process of
developing evidence-based CPGs is labour-intensive and expensive. There are calls for guideline organisations to pool thelr
resources and develop guidelines collaboratively.

Purpose
To compare the CARI Guidelines development process with the process used by a number of major guideiine organisations.

Methods

Six guideline organisafions {APRAC, NZGG, SIGN, NICE, KDOQ)I, EBPG), apart from CARI, had their guidefine development
process reviewed. The Iatest Australian NHMRC guidance on essential steps in guideline development was used as a
benchmark. A sample recent guideling from each organisation was also assessed vsing the AGREE criteria.

Results

Of the 15 process steps suggested by the NHMRC, one group [APRAC) performed 13 steps; two groups performed 11 (NZGG,
NICE) and the remainder carmried out only nine of the recommended actions. A comparison of four selected process steps
showed that 5 of 7 groups have a rigorous process for topic selection, 5 of 7 group members received critical appraisal training,
2 of 7 groups conduct adequate economic evaluations, while all groups hold adequale stakeholder consultations. The sample
guideline assessment revealed the variable quality of guidelines with only 2 of 7 groups getting a high overall score (NZGG =
18/23; NICE = 17/22).

Discussion

_There are wide variations in the process used by different groups and some of these are due to the difference in rescurces
available to groups, but not all. For example, many of the well-funded groups did not have an economic analysis done for their
guideline. The updated NHMRC suggested process is extensive and some steps were commonly not performed by most groups
(e.g. determination of benefits/harms). Some steps such as cost-effectiveness analysis will be hard for groups to achieve
because of resource issues.
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CONSUMER INPUT INTO GUIDELINES: THE CONSUMER ROLE IN SETTING STANDARDS

AND TRANSFERRING KNOWLEDGE
Sarah Ingersoll {University of Southemn Californic)

Background

Consumers are finding their voice. The internet featwres consumer opinion on a range of products and services. Healthcare,
however, has lagged. "If | have breast cancer, or you have prostale cancer, where do we find the data we need? ronically,
data about performance-not feelings-are readily available for cars, mutual funds, cereals, bul not for the most important
consumer purchase, the one that will determine whether we live or die." (R Herzlinger, guoted in The Wall Street Joumnal,
September 14, 2006},

Guidetines are most often developed by experis, with input from the librarian and research community. Patient input is limiled at
best. The current online IOM News [April 16, 2007) notes "there is a growing appreciation for the centrality of patient involvement
as a contributor to positive healthcare cutcomes, and as a catalyst for change in heaolthcare delivery.”

There are several sites that systematically seek input irom the consumers of healthcare, and a few are have gained some Trac-
tion, especially in focused markets ) :

Purpose
The purpose is to showcase the contriowttion of web-based patient input. This poster will provide an overview of current

development efforts, and will focus on specific examples that are directly or potentially applicable fo the process of guideline
development and update.

Methods
The poster will feature online review of selected sites along with an evaluation of the impact or potential impact on existing

guideline efforls.

Resulls
The evaluation of the impact or potential impact on existing guldeline efforts will be imited to specific examples.

Discussion
The discussion is an extension of the IOM's "Leamning Heallhcare System" theme, "opportunities for consumer engagement.”
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DEVELOPING EVIDENCE-BASED BIPOLAR DISORDER CLINICAL PERFORMANCE MEASURES

Wiliom E. Golden, MD, FACP, Richard C. Hermann, MD, MS, Paul E. Keck, J. MD, Cheryl Brewster, MHA, Mark Jewell, PhD, Qing Harshaw, PhD
{University of Arkansas for Medical Sciences: Arkansas Foundation for Medical Care, Tuff's University Schoot of Medicine - Center for Quality
Assessment and Improvement in Menlal Health, University of Cincinnafi - College of Medicine, EPFQ. Inc.. EPI-Q, Inc.; University of liinois Schoot of

Public Health, EPI-Q. Inc. )

Background

The STAndards for Bipolar Excellence (STABLE] Project is a qualily improvement initiative to advance the care of persons with
bipolar disorder through the development of evidence-based process performance measures. A National Coordinaling Council
{NCC} comprised of national content experts in bipolar disorder, psychiatric practice, primary care practice, and quality
measurement was convened fo guide and direct the STABLE Project. The Project developed measures that were important,
sciendifically acceptable, valid, reliable, feasible, useable and actionable,

Purpose

STABLE Projeci Goals:

1. identify, develop, and fest evidence-based clinical performance measures for bipolar disorder

2. Develop a qudlity improvement mechanism, STABLE Resource Toolkit, to support use of the measures in out-patient practice
3. Seek endorsement and promeole adoption and use of the performance measures by public and private national stakeholders

Methods

Phase |: Select concept statements using RAND Appropriateness Method

Phose II: Operationdlize the measures; develop specifications and data collection strategy

Phase Ill: Pre-pilot data collection strategy

Phase IV: Pilot Test, collection of data, determine feasibility and inter-rater reliability

Phase V: Fleld Study: 800 records in 80 Out Pafient sites, gecgraphically dispersed in US.A. Continue data feasibilily and
inter-rater reliabiity

Phase VI Analyze findings using data algorithms

Fhase ViI: Final NCC review and selection

Resulls
15 evidence-based performance measures

S measures endorsed by the National Quality Forum; December 2004
Field test resulls suggest need for significant improvement in following evidence-based guidelines

Discussion

Evidence-based clinical performance measures were developed by an expeart panel. Measures were derived from following
guidelines:

American Psychiairic Association, Practice Guideline for the Treatment of Patients with Bipolar disorder (2002}

2004 Expert Consensus Guideline for Treaiment of Bipolar Disorder

Texas Implementation of Medication Algorithms; 2005

2005 Canadian Network for Mood and Anxiety Treatments (CANMAT) Guidelines for the Management of Patients with Bipolar
Discrder

Rigorous process resulted in 15 performance measures available in the public domain,
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DEVELOPMENT OF CANADIAN GUIDELINES FOR THE PREVENTION AND MANAGEMENT OF COMMUNITY-ASSOCIATED
METHICILLIN-RESISTANT STAPHYLOCOCCUS AUREUS IN CANADA: AN EXAMPLE OF MEDICAL EDUCATION IN A

CANMEDS FRAMEWORK
Spenta Kakalia, Michael Howkes, Michelle Barton, Elizabeth Lee Ford-Jones [Hospital for Sick Children}

Background

Community-Associated Methicilin-Resistant Staphylococcus aureus [CA-MRSA) has emerged in epidemic proportions in several
US communities, and has already made inroads in Canada. To address this urgent problem, new Canadian guidelines for the
prevention and management of CA-MRSA have been developed, with the participation of infectious diseases frainees.

Purpose :
To describe the process of CA-MRSA guideline development, as an illustration of a medical education initiative satisfying

CanMEDS objectives.

Methods

Sources of information for the guidelines included a comprehensive literalure review, a multi-disciplinary Working Group meeting
of Canadian experts, and a writing commifiee who debated and revised the objectives in a rigorous iterotive process. In order
to disseminate information from this expert consensus document to frontline practitioners, the following methods were used: (1)
publication of full guidelines with online access; (2) publication of a public health commentary in the Canadian Medical
Association Joumnal with wide readership among Canadian practifioners, with media coverage including CTV News, the Toronto
Star, and the National Review of Medicine; (3} numerous oral presentations targeting pediatric residents, praciicing pediatri-
cians, infection conirol practitioners, and infectious disease trainees and specialists. Infectious diseases rainees participated in
the guideline process at all stages, including as principal authors of the full guidelines.

Results

Knowiedge iranskation of expert consensus recommendations has been undertaken through publication in scholarly journals
and mainstream media and through numerous oral presentations o crifical stakeholders {frontline practitioners and trainees).
The guideline development process reflects the CanMEDS essential physician competencies of Medical Expert, Communicator,
Collaborator, Manager, Health Advocate, Scholar, and Professional.

Discussion
Participation in the development of practice guidelings may be an effective fool for medical education.
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ECONOMIC IMPACT OF IMPLEMENTATION OF REGIONAL GUIDELINES FOR HIP FRACTURE IN THE HEALTHCARE SYSTEM

OF MARCHE REGION-ITALY )
Alberto Deales, *5tefeno Marasco, Federca Franchin . *Barbara Corneval, Fratinf Marina, Roberio Papa, Fabio Mascella, Rachele Zorzan. Fronco
Racco, Margherita Vitdli, Francesco Cicchitell, Maurizio Belligoni {Healthcare Regional Agency , Marche Regicn, Italy, *Université Politecnica delle

Marche, Ancona, Ttaly)

Background
Regional Healthcare Agency of Marche Region (iialy} planned and delivered implementation of regional guidelines to improve

clinical outcomes for all people with hip fracture

Purpose
This study assesses the potential economic impact of implementation of the regional guidelines for hip fracture using integrated

clinical pathway

Methods

- The study's perspective is that of a target hospital trust. The study s based on the analysis of the production cosis to treat
patients with hip fracture.
Costs are estimaled by reviewing medical records of patients with hip fracture treated in the target hospital trust from 31st
March 2006 fo 30th June 2006, under the following criteria:
1.surgery within 72 hours from admission;
2.length of hospital stay between 25° and 75° percentiles of hospital length stay for hip fracture {in the target hospital in the
same period);
The theoretical cost of clinical pathway is esiimated on the basis of consumptions of health care as recommended by the
regional guidelines. The theoretical cost of clinical pathway is compared o the median cost per patient sustained by the hospi-
tal trust,

Resulis

It is estimated that the introduction of the clinical pathway would decrease the median cost per patient, from 2,841 euro to

2,744 ewro. The decrease is the consequence of the following factors:

« reduction in the consumption of drugs

¢ reduction in the use of laboratory test and of diognostic imaging

+ elimination of non recommended procedures (e.g. routine vescical catheterization and routfine use of femporary leg
fraction)

+ infroduciion of new recommended procedures (e.g. mulfidisciplinary assessment by a geriatric ieam)

Discussion
implementiation of clinical pathway, based on the regional guidelines, could save resources by improving health care based on
sclentific evidence. Costs for treating patients according to clinical pathway wilt be closely monitored to verify achievements of

its implementation over a period of fime.
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EVALUATION OF A MULTI-CENTRE EMERGENCY DEPARTMENT ADULT ASTHMA CARE PATHWAY PILOT PROJECT
M. Diane Lougheed, Jennifer Olgjos-Clow, Kim Szpiro, Patii Moyse, Brianna Julien, Miao Wang, Andrew Day {Clinical Research Cenire, Kingston
General Hospital: Queen's University)

Background
Gaps between cuirent practice and guidelines for asthma management in the emergency depariment (ED) exist in Ontario.
The Ontario Hospital Association {OHA)'s Asthma Care Pathway (ACP) includes pre-printed orders, medication guidelines, a

teaching checklist and discharge instructions.

Puipose
To evaluaie whether the OHA's ED ACP Improves adherence with Canadian ED asthma management guidelines and outcomes.

Methods
10 Ontario hospital EDs (5 intervention (1], 5 control {C)) participated in a pre-post intervention study of adults (>12 years of age}
with asthma. Asthma care was compared by intention-to-freat analysis {change {post-pre] at [ versus (vs.) C sites) and by ACP

use vs. non-use af | sites.

Results

Participation rates were 356/647 (55%} pre, 384/553 {69%) post; 340/653 pre (52%), 34%/540 (65%) post for t and C respectively.
101/383 visits af | sites used the ACP [26%; range 6-60%). | vs. C sites increased use of salbutamol by MDI (+28% vs -16%, p<0.0001).
ipratropium by MD! [+18% vs. -20%, p<0.0001}, documented more inhaler feaching (+10% vs. -0.2%, <0.0001) and made more
referrals to specialized osthma services (+21% vs. +4%; p<0.0001}. At | sites, patients on vs. not on the ACP had increased use of
peak flow recordings (71% vs. 27%, p<0.0001}, systemic steroids in ED (63% vs. 36%, p<0.0001) and on discharge (627% vs. 35%.
£=0.0007}. as well as documentation of any teaching (47% vs 24%, p<0.0001) and follow-up care arangements (61% vs. 45%,

p=0.005).

Discussion
The OHA's Adult Asthma ED ACP increased adherence with ED management guidelines, education and referrals. Since use of

the ACP varied widely, even greater improvementis may be observed if barriers to use can be overcome.

P18

AN EMERGING PARTNERSHIP MODEL: COLLABORATION BETWEEN A REGULATORY BODY AND MEMBERS TO ENHANCE

APPLICATION OF STANDARDS AND GUIDELINES IN THE DIMENSIONS OF NURSING PRACTICE
Czerniawski, Barbara, Adler, Lori, Kreick, Myra, Levesque, Linda, Stec, Sandra, McNabb, Angela (Coflege of Nurses of Ontario, Toronto. Ontcrio)

Background

The College of Nurses of Ontario (CNO) mission Is fo protect the public's right to guality nursing services by providing leadership
fo the nursing profession in seif regulation. A new Quireach Program was developed to address the nurse’s needs in infegrating
standards info practice. This unique practice sector specific program is based on a coliaborafive model with nurses across the

province.

Purpose
The goal of the program is to link the CNO with the cordinuously evolving practice setting realifies of nurses.

Methods

CNOQ, through the Outreach Program, is developing communities of practice drawing on sector expertise 1o establish priorities
and enhance policy development.

Environmenial scans, accomplished by seeking feedback from nursing leadership, sector advisory groups and individual
comsultation, have identified frends and issues that are impacting the speciic sectors. The Nursing Leadership Advisory Group
is comprised of nurse leaders from each sector. Secior Advisory Groups {SAG) are made up of a diverse cross section of nurses
working in ofl categories, roles and practice sectors across Ontario.

Resulis
An overview of this innovalive parinership from the perspectives of the College of Nurses, nurse leaders and nurses from a variety

of practice settings will be presented. A brief overview of trends and issues from sector groups will be presented.

Discussion
The fit between current practice redlities and the regulatory body's practice standards and guidelines will be explored from the

CNO and nurse perspectives. Discussion will address the potential of this program fo strengthen CNO's role within the many
dimensions of practice and to actively engage nurses in self regulation. Discussion from a SAG member will incarporate how this
strategic partnership has enhanced practice and impacted on the dissemination of information from the CNO.
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EVALUATING GUIDELINE IMPLEMENTATION STRATEGIES OF A PRIVATE HEALTH PLAN
Jussara Munareto, Jorge Azevedo, Airton Tetelbom Stein, Ronaldo Bordin (Unimed Porlo Alegre, Epidemiclogy Postgraduation Ufrgs, Epidemiclogy

Postgraduation Ufrgs)

Background A
Inapprepriate faboratory utllization {overuse and underuse) have been wasting health imited rescurces and there s a need to

rationaiize the use of diagnostic lest in ambulatory settings.

Purpose
To evaluaie guidelineg implementation strategies on diagnostic tests that is requested in ambulaicry seiting. To compare ordered
tests between intervention and control groups based on guidelines !

Methods

A randomized controlled frial wilt be caried out in a stratified sample to evaluate the adhesion by physicians of two diagnostic
guidelines in patients seen at ambulatory care linked to a Private Health Plan in Southern Brazil {Unimed Porto Alegre}. In the
intervention group a guideline wilt be presented o chnicians on the evaluation of thyroid and the other for obstetricians guiding
on the collection of streptococcus of the vagina and anus in the last month of pregnancy. Academic detailing based on these
guidelines will be performed at the physician’s office [the intervention group) and those in the control one will be evaluated

without any teaching.

Resulis

Guidelines on rationat use of thyroid tests and how frequent to collect streptococcus tests In pregnant women have already
been developed. The average number of tests ordered per patient

during six months ior each physician's group (intervention and control} will be perfcrmed.

Discussion
The choice of thyroid tests and sireptococcus fests were based on well known ideniification that the first is overused and the

latter is underused. Both recommendcations are regarded as highly recommended. This randomized conirol frial will evaluate the
application of academic detailing on the rational use of diagnostic tests in Brazil.

222



P20

EVALUATION OF THE IMPLEMENTATION OF HYPERTENSION GUIDELINE IN A POOR POPULATION
Stein AT, Gleice Gatti Bottarelh, Mauro Binz Kalit (Guideline Coerdinator of Conceigdo Hospital, Public Healih Professor of FFFCMPA and ULBRA .

Fomily Practice Resident of Community Health Service of Conceigao Hospital)

Background

There are abundant data showing a link between poverty and ill health. The problem of inequality in health s very relevant in
every country. Authors have shown that hypertension accounts for nearly 6% of the global burden of deaths. Severdl studies
have shown that individuals with lower socioeconomic stotus, as measured by education and/for occupation, are more ikely 1o

have cardiovascular disease than are individuals with higher socioeconomic status.

Purpose
To evaluate the implementation of a hypertension guideline in a poor community.

Methods

A home based cross-sectional study in order to identify every hyperiension that lives in a shanty fown was carried out In the
North area of Porlo Alegre. Brazil where 206 adulls older than 20 years old live. The Community Healih Service of Concei¢cGo
Hospital provides comprehensive primary health care to this community. The hypertension program implemented is based on
the Seventh Report of the Joint National Committee on the Prevention, Detection, Evaluation, and Treaiment of High Blood

Pressure.

Resulis

The hypertension prevalence in the shanty town was 16%. The description of the population identifies that 25 {76%) were women,
the mean age was 51 years old, 18.18% were diabetes, 21.21% were smokers and 84.84% had used the jocal primary health care
unit. In the last 12 months, 33% of the patients did not seek medical care and 54.55% reported to use regularly the medication.
Systolic pressure was higher than 140 mmHG in 51.52% and 27% of the patients had the tests ordered according to the Seventh

Report of INC.

Discussion
The urban poor in the developing world has a high prevalence of hypertension and there is a need to implement effectively

guidelines on this vulnerable populaiion. This study has supported the poor management of hypertension in the most vulnerable
population. -
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EVIDENCE BASED INDICATIONS OF DRESSINGS: SYSTEMATIC REVIEW AND FORMAL CONSENSUS

Michel Vaneau, Guitaume Chaby, Hubert Galmiche, Catherine Denis, Bernard Guillel, Olivier Chosidow  (Houte Autorité de Sanié, Saint-Denis La
Plaine, France, Department of Bermatology, CHY d'Amiens, Amiens, France , Department of Dermotclogy, CHU de Montpellier, Montpellier, France
.. Depariment of Dermatology and Allergy, Assistance Publique-Hopitaux de Pars, Hopital Tenon, Paris, France )

Background
Current clinical practice guidelines on the freatment of chronic or surgical wounds have not established a care strategy for

each type of wound.

Purpose
To derive a consensus on the use of modern dressings in healing wounds by secondary intention.

Methods

Critical review of studies with the following endpoinis: rate of complete healing, time fo complete healing, rate of change in
wound areq, and general performance criteria (MEDLINE, EMBASE, Cochrane trials register; Jan. 1990-Jun. 2006}.

Consensus process {derived from the nominal group technique adapted by RAND/UCLAJ: A questionnaire on chronic wounds
and one on acute wounds including burns were sent 1o experts with fong-standing experience of wound care. The iwo panels
were selected from lists of nursing staif and physicians (specialisis/general practitioners) provided by 15 French leamed societies.
They scored the value of each possible dressing/indication combination in two rounds of rafing. The final recommendations

were peer reviewed by a Working Group.

Resulis

Systematic review: (i} Hydrocolloid dressings proved superior to saline gauze or paraifin gavze for the complete healing of
chronic wounds; (i) alginates were betier than other modern dressings af the debridement stage; (i) hydrofiber and foom
dressings, when compared with other fraditional dressings or a silver dressing, respectively, reduced time to healing of acute
waounds; {iv] no dressings had special clinical vatue in terms of general performance criteria.

A strong consensus wos reached for the following combinations: For chronic wounds: (i) debridement stage, hydrogels;

{ii} granulation stage, foam and low-adherence dressings; (iil} epithelisation stage, hydrocolioid and low-adherence dressings.
For the epithelisation stage of acute wounds, low-adherence dressings. For fragile skin, low-adherence dressings; for
hemonrhagic wounds, dlginates; for malodorous wounds, activated charcoal dressings.

Discussion
This work constitutes a sound basis for establishing guidelines for the use of modern dressings in the freatment of chronic and

acute wounds.
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IDENTIFYING, ASSESSING, SUMMARISING AND PRESENTING EVIDENCE FOR PRESCRIBING AND DRUG USE INTERVENTIONS
DIRECTED 1O CONSUMERS

Sophie Hill, Rebececa Ryan, Nancy Santesso, Stephen Graham, leremy Grimshaw [Cochrane Consumers and Communication Review Group,
Lafrobe University, Australia, Cochrane Effective Practice and Organisation of Care Group, Oftawa, Oniaro, Canadian Agency for Drugs and
Technologies in Health, Ottawa, Oniario, Oitawa Health Research Institule, Otawa, Ontario)

Background
The Canadian Oplimal Medication Prescribing and Utilization Service {COMPUS} aims fo idenfify and promole best practices in

drug prescribing and use by health care professionals and consumers. The Cochrane Effective Practice and Organisaiion of
Care (EPOC) and the Consumers and Communication Review (CC&CRG) Groups have expertise 1o synthesise and summarise
this evidence.

Purpose
identify, assess and summarise synthesised evidence of the effects of interventions directed fo consumers to change prescribing

and drug use. Facilifate access to and use of this evidence in an on-line database.

Melhods.
EPOC and CC&CRG systermnatically searched for systematic reviews in the Cochrane and DARE databases. A taxonomy to

orgonise the Iiterature was developed. Review quality was assessed using AMSTAR. Methods 1o summarise the evidence into
vseful summaries with statisiics, and to standardise statements of the effectiveness of interventions were developed. The
database was designed fo facilifole access.

Resulls ‘
A database of summaries of systematic reviews of interventions directed to consumers and professionals to improve drug

prescribing and use was crealed (hitp:/fwww.cadth.cafindex. php/en/compus/optimal-ther-resources/inferventions). The
toxonomy organsises the database info easy-fo-browse categories. The overall effects of the interventions are summarised and
user-friendly summaries of the individual reviews highlight key information ond relevant evidence for decision makers, Evidence
focuses primarily on adherence, additional research evaluating other outcomes is needed. Practical medication monagement
strategies, self-monitoring, reminders and simplified dosing are generally effective, although successiul elements of those
interventions are not well understood. Mixed resulls were found for interventions such as mass mailings, packaging changes
and patient support. No evidence for consumer participation was found; more research is needed.

Piscussion
A user-friendly and useful resource was developed for decision makers by using rigorous methods fo identify, assess, summarise

and present synthesised evidence.
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EVIDENCE FOR QUALITY (EQUAL) IN MALAYSIAN CLINICAL PRACTICE GUIDELINES FOR TB DISEASE (PHASE 1) P
Rugayah Bakri, Noormah Mohd Darus {Heaith Technology Assessment Unit, Medical Development Division, Ministry of Hecith malaysia, Level 4, -
Block E1, Parcel E, 62590 Pulrajaya. Malaysia)

Background

There is great reason fo believe that the transiation of evidence to high quality care encounters peculiar difficulties in the health
care systems of developing couniries. Therefore a study was conducted to examine the development of Evidence Based fools
for Tuberculosis Management in Malaysia as part of a similar intercouniry {Philippines, Thailand. Indonesia, Vietnam and

Australiq) effort ior comparison

Purpose
To assess the methodological quality of 3 clinical practice guidelines {CPGs} on tuberculosis: 1994 - Guidelines for

chemotherapy, 1996 - Guidelines on management of T8, 2002 - CPG

Methods
Each guideline wos assessed independentily within one month by four appraisers using Shaneyfelt and Appraisal of Guidelines

for Research & Evaluation (AGREE} Instruments.

Resulls
There seems o be good agreement among the appraisers using the Shaynefelt instrument than using the Agree instrument.

The appraisers agreed in 76% [19/25) of the items in the Shaynefelt instrument whereds for the Agree insirument, the appraisers
agreed in 39% (9/23) of ihe tems for the 1994 CPG. The appraisers agreed in 68% (17/25) of the items in the Shaynefelt
instrument whereas for the Agree instrument, the appraisers agreed in 35% {8/23) of the items for the 1996 CPG. The appraisers
agreed in 60% {15/25) of the items in the Shaynefelt instrument whereas for the Agree instrument, the appraisers agreed in 30%
(7/23) of the items for the 2002 CPG.

Discussion
Qualitatively, the appraisers choose the Agree instrument. However, quantitatively, there were more agreements among

appraisers using the Shaynefeit insfrumeni. Owing to the sirengths and weaknesses of each instrumend, the reviewers decided
1o use both. Using the AGREE insfrument the reviewers would recommend the CPG with some alterations io some improvements
of the domains. Although these guidelines may accurately reflect clinical practice, few adhere to the standards set forth by the

AGREE instrument,
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PROCESS AND PROGRESS EXPERIENCED WITH DEVELOPMENT OF GUIDELINES FOR UPPER EXTREMITY MUSCULOSKELETAL
DISORDERS 1IN TWO REHABILTATION-FOCUSED PROFESSIONAL ORGANIZATIONS
Joy macDemid (McMaster University, Hamilton, ON, Hand and Upper Limb Cenfre, London, O}

Background

There are challenges in developing clinical practice guidelines (CPGs) that deat with upper extremity musculoskeletal(MSK}
disorders. Cumently available CPGs are of low quality. Challenges Include a lack of sirong evidence on the effectiveness of
elther specific interventions or averall approaches, inconsistent use of religble and valid cutcome measures in reported studies,
that rehabliitation varies at different stages of a disorder, the lack of classificafion scales to sori differen prognostic, severity or
staging subgroups and the muliimodalf patieni-specific nature of rehabilitation inlerventions

Purpose
The purpose of this presenteation is to share the challenges. approaches and progress towards developing CPGs in the area of
MSK upper exiremity disability in collaboration with 2 different profession groups: the American Physical Therapy Association and

the American Society of Hand Thergpists.

Methods
Review of current experience,process/outcomes in two different organizations developing CPGs in this area.

Resulls

Bolh professional associations have supporied guidefines development commiittees, but success in moving forward has been
related to funding and number/expertise of leaders. The lack of RCTs has been dealt in one group by using criticat appraisal
forms that address qualily of lower levels studies and in others by making evidence review less formal. A strategy used by some
groups has been to survey used/valued interventions to identify curent “siandard” professional practice. Even in higher quality
studies descriptions of interventions, particularly exercise and education were so poor they were not reproducible. Patient input
was variable but some groups used "qualitative” inferviews with success. One organization decided to link guideline develop-
ment to an ICF framework, and focused io a greater exient on prognostic classification/factors and outcome measures. All
groups sfruggled with how fo define practice in grey areas and how to provide specific, useable information

Discussion
It is dlifficult to create specific and usable CPGs for MSK practice
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GUIDELINE ADAPTATION: ALBERTA CANCER BOARD PROVINCIAL BREAST TUMOUR GROUP INITIATIVE ON THE OPTIMAL

USE OF TAXANES IN THE MANAGEMENT OF METASTATIC BREAST CANCER

Sasha Lupichuk, Karen King, Mare Websler, Sanrgj Bast, Darfene Whyte, Serena Rix, Lubna Baig, Anita Simon {fom Baker Cancer Cenire, Calgary.,
AB, Cross Cancer Institute, Edmonton, AB, Alberta Cancer Board, Calgary, AB}

Background
A current, evidence-based practice guidelineg pertaining to taxane utilization in the management of meiastatic breast cancer

has not yet been taken on by the Alberta Cancer Board.

Purpose
The purpose of this initiative Is to create a provincial guideline on the optimal use of faxanes in the management of metastalic

breast cancer using a formal guideline adaptation method, and 1o evaluale the process.

Methods
A multidisciplinary panel was assembled in January 2007, Panel co-chairs developed a protocol based on the Phases and

Modules of the ADAPTE Manual, Version 1.0. The process will be assessed before initiation and afier completion using prefiminary
ADAPTE Second Perception and Final Evaluation forms respeciively.

Resulis
Inter-rater refiabiity for assessment of ifems in the Second Percepiion Form was excellent{Cronbach’s clpha = 0.94). The ADAPTE

process was perceived as being clear, useful, comprehensive, and appropriate in design.  Confidence in feasibility was highly
rated. Set-Up Phase was completed and Adaptation Phase started in February 2007. Cancer Care Ondario {CCO} and National
insiitute for Clinical Excellence [{NICE} guidelines were selected and assessed for quality using the AGREE instrument and ADAPTE
Tool 13, Intervater refiability for assessment of the CCO guideline was high but low for the NICE guideline. Most panel members
recommended both guidelines for use in clinical practice with provisos. The main proviso raised was currency and hence,
relevant literature published since the CCO and NICE guideiines has also been considered. Recommendations have been
adapted. and de novo recommendations added. Final Production Phase will commence in April 2007,

Discussion
At the outset of this initictive, the ADAPTE method was perceived to be a feasible process for local guideline development. An

adapted guideline for use by the Alberta Cancer Board is pending external review. Results from the Final Evaluation form will be
presented.
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TEACHING HOSPITAL AND A GUIDELINE COORDINATION CENTER: STRATEGIES FOR DECISION MAKING BASED

ON THE BEST EVIDENCE
Airton Telbomn Stein, Zabe! Merlo, Luiz Ziegelmann , Julio Baldisserotto, Maria Augusta Oliveira, Rogério Amoretti {Teaching ond Research Sector of

Grupo Hospitalar Conceicao )

Background
Having a guideline sector and providing easy access for up-to-date information is important for a teaching hospital. Guideline
can provide a foundation for assessing and evaluating the quality and effectiveness ot healih care.

Purpose
To stimulate the implementation of guidelines by residents as well as by hegilth professional staff.

Methods

Grupo Hospitalar Conceicdo includes 4 hospital {a General Hospital with 882 beds, a Gynecology and Obstetric Hospital with
189 beds, a Pedialric Hospital with 222 beds and o Trouma Hospital with 282 beds) and a Community Health Service with a
catchmeni's area of 125.000 inhabitants. This Group belongs to the Ministry of Health and the staff comprises 6685 people. Care
provision is free of charge and is part of Brazilion Unified Health System. A specialist on evidernce based medicine is available o
provide support fo use this evidence on the development of guidelines. There is a documeniafion center, where there is easy
access for Cochrane Database, o number of full fext digital joumnais, a virtual library of Bireme which includes Scieto, Lilacs and
Mediine. The documentation center has librarians who are in charge of the organization of the material and also offer
continuing education on how to search ihe literature.

Results

All publications that have been developed by the Conceicdo Health Professionals are fisted onling, including the guidelines
produced by these professionals. There are 40 guidelines that have been developed in the lost three years. These guidelines are
available in the internet and are discussed during clinical rounds for adjustments. This is a way to disseminale the local scientific
products by the hedlth professionals and o sirategy to achieve sustainability for the implementation of guidelines.

Discussion
The develapment and imptementation of guidelines is a way 1o enhance the application of the best evidence for the decision

process.

229



P27

GUIDEHINE IMPLEMENTATION IN GERMANY

Guenter Ollenschloeger. Ina Kopp. Sylvia Saenger, Monika Lelgemann, Regina Klakow-Franck, Bernhord Gibis, Hons Konrad Selbmann, Allbrecht
Encke, Wilfried Lorenz (German Agency for Qualily in Medicine {AQuMed), Ass. of the Scientific Medical Sociefies in Germany [AWMF), German
Agency for Quality in Medicine, Berlin, HTA Unit, University of Bremen, German Medical Association , Nat. Ass. of the Sialufory Health insurance

Physicions, Ass. of the Scientific Medical Socielles in Germany)

Background
in Germany, a national disease management (DM} programme was established in 2000 to link prevention, acule care,
rehabilitafion and chronic care for high priority healthcare topics. Against this background AQuMed developed a strategy fo

institutionalise a "National DM CPG Programme” in 2002,

Purpose

Key goals: (1) Physicians' key organisafions to consent on rafional. methods, organisafion of a guideling programme within 1
year; (2} guideline development for 4 topics to start within 2 years involving relevant stakeholders, (3} consumer participation to
start within 3 years, [4) 4 EB-CPGs to be disseminated within 4 years, {5) evaluation of 1 implementation to be started within 5

years,

Methods

{1} Adaptation and dissemination of international methodologies, (2) business plan for a natfional guidelineg programme;
(3) lobbying within stakeholders of physicians' scientific and political organisations; {4} establishment of a national guideline
bureau; {5} guideline adaption; [6) multidimensionat dissemination; (7) structured implementiation on regional level;

{8} controlled evaluation study.

Resuits
A national guideline bureau was established by the German Med. Ass. In 2002, In 2003 the umbrella organisations of the

scientific medical associations (n=150) and of all German panel physicians {n = 120,000} joined the programme and consented
on a guideline methodology. Guidelines for asthma, COPD, CHD, Diabetes were developed and disseminated 2003-2006.
Consumer involvement started in 2005 with 3 patient guidelines disseminated in 2006,2007. Regional panel physicians’ quality
circles have been developing and using guideline based pathways for use In primary care practices. An evaluation study on the
asthma guideline implemeniation started in 2006.

Discussion
While consenting on needs, methodelogical and organisational issues, a countrywide disease management guideline
programme was established within 4 years, Untit 2008 12 living guidelines will be finalized and implemented into national quality

management and regional care setfings. programmes.
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GUIDELINES AND THE ICT IN HUNGARY
Csilla Dobai M.D. {Medical Center of University of Debrecen/Hungary)

Background
Nowadays there is a reform of the heaith care system going on in Hungary. What the professional background of reform

changes Is in Hungary, and what changes we could expect in the quality of primary care

Purpose
To give a more common  position for EBM In the PHC system , using. development. and adaptation. of the clinical guidelines

Methods
What the besi option is for intfroducing of clinical guidelines info the practice and for the everyday use by more and more GP.-s.

Resulis

1. The GP soffware connecied o a special server, providing a semanfics-based healthcare information infrastructure, to
seamiessly integrate services and information, that, through a proper level of care Knowledge Management and a Decision
Support System, supporting knowledge driven collaborative practices in Networks of Healthcare Professionals of new member
States, in order to minimise medical errors in diagnosis and treaiment. (The RIGHT project will gather the fechnical and scientific
partners, users and multipliers coming from across the Europe and in particular from the new member States allowing the
necessary integration of the research effort in ICT in an enlarged Union.)

2. The GP software is based upon the protocol managed healthcare ICT, which is strictly managing the problem solving and the
patient care. Advantage of this sysfem is that the protocols and clinical guidelines continuously help the work of GP-s and
nurses.

System could connect to the other servers or databases.

Combined use of both systems, which solution has opportunity.

The developing process of both systems had been started, running parallel with adaptation of foreign clinicat guidefines and
their development by own.

Discussion
There iBn't any organisation of the condition for accreditation of the softwares.
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GUIDELINES ARE EASY TO CREATE: PUTTING THEM INTO PRACTICE IS ANOTHER MATTER:
THE OCFP'S COMPREHENSIVE MEDICAL EDUCATION PROGRAM
Jan Kasperski {CEQ, Ontario College of Family Physicians)

Bauckground
The Ontario College of Fomily Physicians {OCFP} has been significantly successful in working with the Guideline Advisory

Commiltee [GAC) in Ontario to implement comprehensive medical education programs anchored in GAC's approved guide-
lines. The presentation will walk the audience through our journey and discovery from the Collaborative Mental Health Care
Network to our standardized 18 Mondhs Visit.

The practical application of guidelines through multiple educational formats including peer presenter workshops, faciitoted
small groups learning opportunities and web-based interactive education programs, focus on physician practice tools kits and
patient education tools 1o fransiate guidelines into praciice change.

P30

GUIDELINES FOR ADOLESCENT DEPRESSION IN PRIMARY CARE (GLAD FC):

ADAPTATION FOR THE CANADIAN PRIMARY CARE SETTING
Amy Cheung, Stan Kuilcher, Carolyn Dewa, Anthony Levitt, Ayal Schaffer, Janusz Kaczorowski (Universify of Toronte, Toronto, Onfario, Dalhousie
University, Halifax, Nova Scofia, University of British Columbia, Vancouver, Biifish Columibia)

Background

Depression in adolescence is a serious disorder that causes significant morbidity and mortality. However, primary care{PC}
practitioners have not been trained to identify and freat adolescent depression. Thus, a substantial gap exists between the
need for effective ireaiment of adolescent depression and the capability of PC practitioners o meet this need.

To meet this need, GLAD PC was developed by a group of stakeholders consisting of: experts in adolescent depression; PC
practiitioners; patient/parent groups; and policy makers from the United States and Canada. Their goal was fo develop a set of
evidence based guidelines, and foolkit that could be used by PC practitioners to identify, and manage adolescent depression.

Purpose
We will pilot the GLAD-PC tockil in the Canadian setling with the purpose of adapting it for use in the Canadian primary health

care context.

Methods
The research plan has four components: content review; initial refinement; feasibility application and final refinement. After our

convenience sample of 40 PC practitioners from 2 provinces completes the content review and provides feedback through
facus groups, the tookit will go through initial refinement fo reflect the feedback. The revised toolkit will then be applied in
everyday clinical settings by the same set of practitioners {feasibility application) for 3 months. The participants will then provide
feedback regarding the application of the tookit in their practices and the toclkit will be revised based on this final feedback

{final refinement).

Results
Key modifications of the toclkit, based on practitioner feedback, will be presenited,

Discussion
This study represents the first step in a research program to improve the mental heaith of adolescents in the PC setting. Based on

this study, the GLAD-PC toolkit will be modified and then tesied in an appropriate RCT to aid in our understanding of the models
of care needed 1o meet the needs of Canadian youth with depression.
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COLLABORATIVE EFFORT. HARMONIZING GUIDELINE DEVELOPMENT IN THE SPANISH HEALTH SYSTEM
Rosa Rico lturioz, Flavia Salcedo Femandez, Eva Lépez Madurga, Methadolegical Group for the Spanish Guideline Project {Basque Office for
Healih Technology Assessment, Institute for Health Sciences in Aragén, Colloboration Agreement for CPG Developmenti}

Background

Nowadays in Spain, only few Clinical Practice Guidelines {CPG) are being systernatically developed and based on the best
scientific evidence available. This fact is confirmed by several researches and by the scarce number of guidelines included in
the GuiaSalud (Heglth Guide} Project Cleaiinghouse: up-to-date just 32 guidelines have been accepted, representing an 11% of
the reviewed documents. In order fo imprave this current situation a Collaboration Agreement has been signed among the
Quality Agency of the Spanish Ministry of Health and Consumer Affairs and the Units ond Agencies of Healih Technofogy
Assessment (AUNETS) and other organizafions, in order to elaborate evidence-based CPG.

The Aragon Institute of Heallh Science, manager of GuiaSalud, is resporsible for the coordination of the present national project.

Purpose

1. Define a common methodology for developing evidence-based CPG for the Spanish National Health System [NHS).

2. Elaborate, update and adapt the existing CPG basing them on the best scientific evidence avdilable, which could tackle NHS
priotity areas in a coordinated manner and using the agreed common methodology

Methods -

The development of the methodology for producing guidelines was performed by a Methodological Group and an MBE expert
collaboration network. The development of Training Programmes for CPG developer teams, according fo their needs. Besides,
coordination and follow-up of the process has also been accomplished.

Resuils

A Methodological Document has been elaberated which will allow 1o harmonize the methodology on CPG production in the
NHS. Six AURIETS work along in the development of eight CPG on: Primary and secondary prevention of brain stroke, Eating
disorders, Schizophrenia, Digbetes I, Palliative care, Anxiety disorders in primary care, Depression in adulls and Prostate cancer
treatment.

Discussion
The present collaboralive and multidisciplinary project aims to bring: a reduction on the variability of the clinical practice and a

major improvement of both the methodological quality and health care in Spain.
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THE GERMAN DISEASE MANAGEMENT GUIDELINE FOR HEART FAILURE - THE ISSUE OF IDENTIFICATION THE 'RIGHT [

GUIDELINES FOR ADAPTATION
Thomas Langer., Berit Meyerose, Dogmar Villaroel Gonzales, Woeckel Achim, Weinbrenner Susanne, Gonter Ollenschldger {German Agency for

Quality in Medicine {AGuMed])

Background

The German "National Disease Management Guidelines Programme™ (DM-CPG-P} is based on a guideline adaptation
approach. Following such an approach identification of guidelines subsequently used as primary sources is crucial. We
present our Four-Siep-Model o select appropriate guidelines for a National Disease Management Guidelines on heart failure.

Purpose
To identify methodically high quality guidelines on the management of heart failure representing the internationat and national

standard of evidence-based health care.

Methods

We used a four step approach, consisting of the following stages:

I Searching - fo find cuirent guidelines on the management of heart failure

2. Filtering - to exclude guidelines which do not meet inclusion criteria

3. Appraisal - fo assess the quality of included guidelines using the German Instrument for Methodological Guideline
Appraisal - DELBI {an adaptation of the AGREE instrument)

4. ldentificalion - to finally select those guidelines which will be the primary basis for guideline development

Results

Through systematic searching in Medline and guideline databases we idendified 12 current guidetines dealing with heart failure.
Four guidelines, which did not meet our inclusion criteria were subsequently excluded. After assessment of eight guidelines we
selected four guidelines as principle sources. One guideline is used as primary sources, whereas the other three are used as
additionat references. Two of these guidelines including the one used as primary source were developed in Germany
representing the national setting. International evidence will be incorporaied through recently published guidelines from SIGN

{UK} and CCS (CAN].

Discussion

Adaptation of guidelines as an aliemative to developing guidelines from scratch is increasingly important, Identification of
suitable guidelines for adapiation is a very critical issue to meet demands of methodical quality and approprioteness. A
systematic approach comprising o tool supporting assessment of guideline characteristics is able to enhance ransparency

and objectiveness of such judgements.
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GUIDELINES IMPLEMENTATION IN PRIMARY CARE - IMPACT OF A LOCAL APPROPRIATION PROCESS BY PEERS:

A PROSPECTIVE COMPARATIVE STUDY
Phiippe BLANCHARD {Haute Autorité de Santé, Saint-Denis La Plaine, France)

Background

Methodology for elaboration of clinical guidelines is well established, assuring a good levet of quality and accuracy for most of
them, allowing to hope for an improvement in diseases management.

Though the implementaiion process is still looking forward for innovation, assessment and validation, peer workgroups and local
appropriation are some of the most promising fools,

Purpose
To assess the feasibility and effectivness of guidelines appropriation using local adaptation by peer groups within GP's
associations, sihce guideling dissemination without implementation strafegies is proved to be Inefficient.

Methods

1ocal association members choose to either enter an Adaptation workgroup {AG) or be Passive. GPs from a similar association
receives the guidetines as simple sending (Controls).

At reception of 3 guidelines every GP fils a questionnaire to assess there practice {baseline). Regarding results, a guideline is
chosen and AG meets to build an operating summary (OS] considering main or not reached objectives, local facilities and
discussion in groups of peer, with support from a methodologist. The O3S is presented to AG and Passives.

Practice assessment: at basefine, M1, M3, Mé,M12 for Passives and AG ; ai MO and M12 for Controls.

statistical analysis : Mean differences in quotation from MO:

s AG versus Controls at M3 {main criteria} and M12

e AG versus Passives

« For 1his guideline versus two other not processed

Resulis
Study in progress. Main results expected on 15/09/2007

Discussion

The implementation of clinical guidelines requires specific validated processes. Peer workgroups and local appropriation are
some of the most promising fools. This study is fallored to assess the efficacy of a local peer-managed adapiation of guidelines.
its design separates personnel {AG} and collective {Passives) appropriations. It will contribule to decide if this process has to be
widely disseminated and supported
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IMPLEMENTATION OF A NEW MULTIDISCIPLINARY METHOD TO DETECT MORE PATIENTS WITH HEREDITARY COLORECTAL CANCER
tucia Overbeek, Nicoline Hoogerbrugge, Joannes van Krieken, Marjolijn Ligtenberg, Rosella Hermens (Radboud University Nimegen Medicai
Centre, Niimegen. the Netherlands, Radboud University Nimegen Medical Centre, Njmegen, |

Background
Lynch syndrome is the most common type of hereditary colorectal cancer and accounts for about 5% of colorectal cancers.

Identification of Lynch syndrome by family history alone is insufficient. Therefore, we have developed a new multidisciplinary
approach, which identifies over two fimes more tynch syndrome pafients compared to cumrent practice. In this new method, the
pathologist applies microsateliite instability analysis (MIPA] on tumors of young patients with colorectal cancer. Nexi, the treating
physician discusses the result of MIPA and refenal to genetic counseling with the patient. The question is how this new method
can be implemented in routine clinical practice.

Purpose
To compare the effectiveness of two strategies to implement MIPA in routine clinical practice.

Methods
We performed a clustered randomized conirclled irial in 12 Dutch pathology laboraiories and the 29 hospitals in thelr

catchment area. An intensive implementation stralegy was compared to a minimal implementation sirategy. The intensive
strategy consisted of dissemination of the protocol and supporting materials. Furthermore, the pathologists received a monthly
reminder by Email and 3-monthly feedback, and the treating physicians received education and a reminder. The minimal
strategy consisted of dissemination of the protocol with references to published papers.

We measured the effectiveness of the two sirategies on application of MIPA by the pathelogist and on referral of patients to
genetic counseling by the treating physician. Process evaluation was used 1o assess the successful parts of the implemeniation

sfrategies.

Results
Preliminary dala shows that pathology laboratories of the intensive implementation strategy performed MIPA in 75% of patients

fulfiling the criteria for MIPA compared to 46% in pathology laboratories of the minimal strategy. Data about the referal to
genetic counseling and data from process evaluation will also be presented.

Discussion
The mosi effective strategy can be used fo implement MIPA in routine clinical practice in the Netherlands.
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IMPLEMENTATION OF CLINICAL PRACTICE GUIDELINES THROUGH A NATIONAL, COLLABORATIVE PROJECT
Oystein Eiing, Anne Hilde Rosvik, Runar Eggen, Eiin Opheim {National Knowledge Centre for the Health Services, Sykehuset Innlandet Health Trusi)

Background

The Norwegion National Electronic Healih Library {NEHL) is a government-funded website which provides free access to scientific
journals, major databases and clinicat practice guidelines {CPGs), for all Norwegian health practiiioners. in collaboration with a
trust of six Norwegian hospitals, NEHL/the Norwegian Knowledge Centre for the Healih Services pilot Jocal adaptation and

implemeniation of CPGs,

Purpose
To test whether easily comparable collections of CPGs and their AGREE scores on the internet can facilitate the use of CPGsina

health frust that actively supports their local use.

Methods

NEHL ideniifies Norwegian CPGs by regularly hand-searching internet sites, contacting stakeholders, and subscribing to e-mail
galerts. In 2007 we also conduct systematic searches for international CPGs. Only internalional guidelines published from 2005
onwards, with an explicit policy of frequent updating, are included. The guidelines are assessed by NEHL with the AGREE
instrument. All national guidelines. and alf recommended, international CPGs, are then presented at the NEHL welbsite,
accompanied by their AGREE scores. In the health frust, clinical groups adapt the best, recommended guidelines, fo a local
context. The groups are supported by a task force within the trust which provides evidence-based training, searches by medical
librarians and a toolkit including a manual.

Results
A comparison of the AGREE scores of the national and infernational guidelines, the experiences of the local groups, and
preliminary results of the adapiation and implementation process, will be presented.

Discussion

CPGs of high qudlity made easily avdilable through the Intemet have the polential to improve the quality of local guidelines,
and increase transparence concerning clinical practice. Adapting CPGs in a heaith trust on a broad scale will probably have to
be a simplified process compared fo elaborate adaptations of a imited number of CPGs.
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LINKING GUIDELINES AND BEST EVIDENCE THROUGH CAPRE ON LINE EDUCATION
Dr. Walter Rosser [Queent's University)

Background
CAFRE: Critically Appraised Practice Reflection Exercise, is an on line medical education program which delivers the most recent

evidence based liferature into the hands of healthcare providers and patients.

Purpose
CAPRE provides healthcare professionals {(HCPs) and patients with critically appraised information in an on-line format on a
variety of medical topics thereby transferring knowledge through the implementation of current guidelines and research. e

Methods

Registranis:

1. Choose a lopic and review the critical appraisal informaftion.

2. Search the literature including guidelines with differing information than that in the critique. If there are conflicting views,
assess the fiterature to determine impact.

3. Complete the Reflection Exercise and forward electronically for credits.

Resulis
A focus group of HCPs and a patient tested the program. Suggestions included reducing the amount of fext and adding more

visuals and tables. The HCPs liked having iImmediate access to research abstracts and guidelines. The patient suggested o
separate body of information with less medical jargon. User feedback is alse being solicited through the site. Resulls will be

shared.

Discussion

As this Is an evolving process in on-fine education, mere focus groups will be used 1o fest revisions and explore further options.
This program met the needs of HCP's, allowing them fo review various modules, download and review the literature and
guidelines, thus enabling them to make belter-informed decisions.

What are the benefits and challenges of involving the patient in this exercise OR should we go there af oll2
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AN IMPROVED METHOD FOR GUIDELINE DEVELOPMENT IN ONCOLOGICAL AND PALLIATIVE CARE IN THE NETHERLANDS
Joke von den 8ogert. Sonja Kersten, Nicole Feller, Maureen de Boer, Saskia Vonk {fhe Dutch Associafion of Comprehensive Cancer Cenires

[ACCC))

Background
The Association of Comprehensive Cancer Centres facilitates the development, implementation and evaluation of guidelines for

oncological and palliative care in the Netherlands. In the constant changing field of medicine, development of guidelines has

o become more efficient fo stay accurate.

Purpose .
The goal of the ACCC is 1o provide professionals with up-fo-date, mullidisciplinary guidelines based on the highest level of

evidence.

Methods
The ACCC has developed and implemented a new method of guideline development in the field of cancer care and palliative

care to confrot development time and financiol means. Long-range planning for the development and revision of our guidelines
is based on o survey ameng professionals and the following criteria: high incidence/prevalence of the disease, diagnosis and
freatment in both academic and general hospitals, involvement of muliiple disciplines and clinical condroversies in diagnoses or
treatment.

The improved guideline development process includes:

e shorf development fime

small, multidisciplinary guideline working groups

limited number of clinical quesiions

publication of guidelings on the websites Oncoling/Pallialine

existing guidelines are the basis for literature search

cross-links between clinical praclice guidelines and care practice guidelines

implementation is an important topic during development

establishment of indicators is part of development

Results

Guidelines are developed faster en cheaper, resulting in a development time of 1-1,5 years. Currently 17 guidelines are being
developed using this method. Thus far two guidelines were completed {colon carcinoma and recial carcinoma}. This year at
least ten will be published on our websites, which enhances guideline dissemination. The compifance to guidelines can be
measured, with use of the indicators, which in furn can be reason for revision,

Discussion
With this new method of guideline development, the ACCC provides healthcare professionals with up-to-date and to-the-point

guidelines, thus giving them useful tools to improve the qualily of health care.
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THE ACCC DEMONSTRATES THAT PATIENT PERSPECTIVE CAN BE INCLUDED IN ALL STEPS OF ONCOLOGICAL GUIDELINE
DEVELOPMENT

Maureen de Boer, Nicole Feller, Joke van den Bogeri, Sonja Kersten, Saskia Vonk, Patricia Huijbregts (The Dutch Associafion of Comprehensive
Cancer Cenfres {ACCC)The Dutch Association of Comprehensive Cancer Centres {ACCC), The Dufch Association of Comprehensive Cancer
Cenires {ACCC), Dutch Cancerpatients Federation {DCF))

Background

Development, implementation and evaluation of guidelines for oncological and palliafive care in The Netherlands is facilitated
by the Association of Comprehensive Cancer Cenires (ACCC). Patient participation is of crucial importance in the development
of guidelines. The ACCC approach shows congress delegates an example of how patient perspective in guidefines can actually

be achieved.

Purpose
To create an achievable, reafistic method for including patient perspective in guidelines.

Methods
In collaboration with the Dulch Concerpatients Federation {DCF) patient perspective is incorporated in the ACCC method, in

every step of guideline development as described by Grol et al *.

Results

Patient perspective in the ACCC method includes: ‘

+ An inventory among patients which clinicat questions should be addressed in the guideling
Forwarding patient related clinical questions

Patient involvement in the selection of clinical questions

Patient membership in the guideline working group

DCF support of patients who are members of a working group

Patient paricipation in the evaluation of the draft of the guideline

Authorization of the guideline by DCF

Identifying indicators on the level of patient care that can be used for evaluation of the guideline

Discussion

Patient related issues are extremely imporiani. When patients raise clinical guestions concerning issues that are not appropriate
for a guideline these issues are not disregarded. During thelr regular meetings DCF and ACCC decide how to deal with the
not-selected patient related questions. Evaluation of the ACCC method is a continuous process, aiming at furfher fine-tfuning to

achieve the best results possible.

*] R. Grol and M. Wensing, Implementatie: effectieve verbetering van de patiéntenzorg. (Elsevier gezondheidszorg 2006)
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DEVELOPMENT OF QUALITY INDICATORS FOR DIAGNOSIS AND TREATMENT OF PATIENTS WITH NON-SMALL CELL EUNG CANCER: A
FIRST STEP TOWARD IMPLEMENTING A MULTIDISCIPLINARY, EVIDENCE-BASED GUIDELINE

Roselia Hermens, Maniélle Quwens, Saskia Vonk-Oknuijsen, Vivianne Tjan-Heiinen, Horry Groen, René Termeer. Hub Wollersheim, Richard Grol
(Centre for Quality of Care Research WOK}, Radboud University Nijmegen Medical Cenire, , Comprehensive Cancer Cenfire East, Nimegen, The
Netherlands, Depariment of Medical Oncology, Academic Hospital Maastricht, The Netherdands, Deporiment of Medical Oncology and
Pulmonology. Groningen University Hospital, The Netherlands, Depariment of Pulmonology. Canisius Wilhelmina Hospital, Nijmegen, The
Netherlands)

Background

While developing and disseminating clinical guidelines are important to optimise healthcare, insight into actual performance is

necessary to achieve successful guideline impiementation. To measure performance, quality indicators have to be developed.
Although much about the need and usefulness of indicators has been published in recent years. good examples of procedures

to be followed are rare,

Purpose
Based on guidelines and previous experiences with indicator development, we aimed to 1] systematically develop indicators 1o
assess quality of care and 2) fest these in clinical practice. We used the Dutch multidisciplinary guideline "Non-small cefl lung

cancer {nsclc)” as an example.

Methods

To develop a set of indicators covering three guality dimensions {professional, organisational and patient-oriented)
Rand-modified-Delphi procedure was performed in three rounds: 1) extraction of all recommendations from the guideline: 2)
scoring of these recommendations on a 9 point Likert-scale by a national expertpanel; 3) a panel consensus meeting to assess
the final set. Next, we tested these indicators on their clinimetric characteristics (measurability, room for improvement,
discriminatory capacily) among patienis with nsclc in 6 hospitals in the south-eastern pant of The Netherlands by a medical
record search and patient gquestionnaires.

Resulls
Thirty-two of 83 recommendations were selected in the first round; 8 recommendations met the final criteria. These recommen-

dations were transiated into 15 indicators (5 professional, 3 organisational ond 7 patient-oriented). In the practice fest, 14 out of
the 15 indicators turmned out to be measurable. Most iIndicators (10) had an improvement polential of of least 40%. For eleven
indicators the variation between hospitals was 20% or more.

Discussion

To measure performance, quality indicators should be developed from evidence-based guidelines applying o solid procedure,
covering the three dimensions of quality of care. Most indicators in our study were measurable, had improvement potential and
discriminatory capacify.
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INTEGRATE CLINICAL GUIDELINE IN A COMPUTERIZED PHYSICIAN ORDER ENTRY SYSTEM
Chiehfeng (Cliff} Chen, Yu-Chuan {Jack] Li. Kung Chen, Wen-Ta Chiu, Chien-Yeh Hsu (Waonfang Hospital, National Yang-ming University, National
Chengchi University, Taipei Medical University}

Background
Clinical practice guidelines {CPG) provide a standard method and o collection of clinical experiences as a reference 1o help

physicians dealing with a specific medical condition. Physicians, however, usually do not comply with guidelines. 1t is sometimes
impossible to follow the steps in CPG, especially when the rule is complicated.

Purpose
To help physicians using CPG effectively, we developed a clinical decision support system {DSS) which integrated CPGs,

assisiing physicians prescribing medicine.

Methods
In this study, we took the hyperlipidemia freatment guideline ATP Il (Adult freatment Panel i} as knowledge to express. It was

astablished in a regional hospital. When the anti-hyperlipidemia medication is keyed in, the system is acfivated. The pop-up
window showed the previous imporiant data and be able to assist doctors to make appropriate decisions on prescription.

Resulls
There were more than 10000 records included in this study from Aug. 2003 to Mar. 2005. We categorized the reasons of exiting

D35 system into 4 parts. The most frequent reason is "too busy to use”.

Discussion
Although not all the procedures of the DSS system are required, it is still a useful reminder for physicians on fipid management.

242



— s

—

P41

INTEGRATION OF NATIONAL DISEASE MANAGEMENT GUIDELINES INTO IT-BASED QUALITY MANAGEMENT SYSTEMS

Susanne Weinbrenner, Henning Thole, Patricia Kiein, Franziska Diel, Bernhard Gibis, Monika Nofhacker, Achim Wckel, Ginter Ollenschiager

(1} Geman Agency for Quality in Medicine, Berlin, Germany {AQuMed), 2] German Associafion of Research-Based Pharmaceutical Companies,
3) Associatfion of Stafutory Health Insurance Physicians , 1) German Agency for Quality in Medicine, Berlin, Germany {AQuied}))

Background

The German National Disease Management Guidelines Program (NVL] was established to link prevention, acute care,
rehabilitation and chronic care for high priority healthcare topics. One implementation sitategy aims at transferring the
content of these guidelines info M-based quality management systems {e.g. QEP®, the qualily management system of the
Association of Statutory Health Insurance Physicians).

Purpose

1} To address the needs of potential users.

2} To align structure and conteni of the NVL guideline and QEP®.

3} To assign NVL confent to specific quality management goails.

4} To prioritise and select the most relevant documents.

5} Te integrate the NVL quality monagement documents into the web presence of the National Disease Management

Guidelines Program and the documentation of QEP®.

Methods

integration of the most relevant contents of NVL into the QEP® system was performed as a stepwise procedure. First guideline
and quality management developers identified the crucial goals, contents and documents. Next steps were discussion and
adaptation according 1o the requests of potential users. Finally infegration into QEP® and usability tests were performed.

Resulis

A pliot project on NVEL Asthma and NVL COPD identified numerous contents of the respective guidelines which could eastly be
linked to quality management goals. This showed in principle the possibility of integrating evidence-based guidelines into quality
managemeni systems. Algorithms and stepwise therapy schemes could smoothly be fransferred into quality management
systems, Other implementation tools like decision aids also proved fo be simple to integrate into gquality management
hondbooks.

Discussion

Transfer of the most relevant content of National Disease Management Guidelings into quality management systems is feasibly.
Describing the ideal evidence based workflow with emphasis on resolving problems at the interface of different health care
sectors has a high potential of improving health care outcomes. As guality management is compulsory within the German
heatlih care system this might be a very effective strategy for guideline implementation.
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DESIGNING STRATEGIES FOR IMPLEMENTING CLINICAL PRACTICE GUIDELINES IN PRIMARY CARE:

THE USE OF INTERVENTION MAPPING
Javiera Léniz, Maria-Fildr Pérez, Tomds Pantoja (Departamento de Medicina Famiiar, Ponfificia Universidad Catélica de Chile, Santiago. Chile)

Background

Clinical practice guidelings {CPG} are a strategy to help hedlthcare professionals in keeping up-to-date with the fast growing
volume of new research. However, the development of CPG does not automatically improve clinical practice and they have
to be implemented through specific strategies to impact In professional behavior. A number of factors should be considered in
designing implementation strategies. such as the evidence of effectiveness of different sirategies, health professionals’
behavioral change theories, and the context in which guidelines will be implemented. Intervention Mapping altows the
incorporation of these different factors in the design of CPG implementation strategies.

Purpose
To design a strategy for implementing a CPG for depression in Chilean primary care.

Methods
Based on the Infervention Mapping framework, we firstly idenfified the barriers and facilitators to the implementation of a

depression guideling in our health cenfre. Secondly, we created a matrix using the bamiers and facilitators previously identified
and the recommendations from the depression CPG. We asked a sample of health professiondls 10 identify in the matrix the
relevance of each banier and facilitator regarding each recommendation. Finally, the research team formulated irdervention
acftivities based on the areas identified in the previous stage, the theories of professional change, and the evidence of
effectiveness of different guidelines implementation strategies.

Results

A matrix with 15 recommendations and 18 barriers and facilitators was handed ot 1o the sample of healih professionals, They
identified a number of specific areas where to focus the design of the implementation strategy. Cumrenily the research team is
designing a multifaceted intervention incorporating the information obtained previously.

Discussion
CPG have to be implemented through specifically designed sirategies considering contextual factors and the existing evidence

about professional behavioral change theories and intervention effectiveness. intervention Mapping offers a framework to
incorporate these different areas in the design of guidelines implementation strategies.
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A COLLABORATIVE, MULTI-DIMENSIONAL EDUCATIONAL MODEL
James Meuser, Lena Salach (University of Teronto, Toronte, Cntario)

Background

The Ontfario College of Family Physicians {OCFP), supported by the Ontario Women's Health Counci, has collaborated in the
developrment of educational inttiatives aimed af improving care for women with a number of benign uierine conditions.

The BUC Initiative was conceived with fhe working assumplion that improving the knowledge and skills of providers and patients
dealing with these conditions would improve care.

Purpose

This session will examine the process, benefits and challenges assaciated with the development of o collaborative,

multi dimensional educational inftiative for primary care providers, frainees, and patients to achieve oplimal care for a
variely of benign uterine conditions. Facilitators will also focus on the evaluation compenent and illustrate how to effectively
monitor program success and impact on clinician knowledge end praciice.

Methods

Facilitators will provide an overview of the OCFP Benign Uterine Conditions Initiaiive and the implementation components
required to execute such an initiotive, as well as a comprehensive overview of evaluation data on the impact of the initiative.
Audience participation will be strongly encouraged.

Results

Parficipants will acquire an understanding of the utiily, benefits, and challenges of collaboration in educational program
development and implementation in primary care. They will also have the opportunity to consider application of this model to
other clinical areas to foster collaborative professional relationships.

Discussion

Key elements of the BUC Initialive include:

e Two Problem Based Small Group (PBSG) modules to be presented via face fo face ond on-line waorkshops

+ Adaptations of these modules o be utilized with undergraduate medical and NP traginees

= A Skills Transfer workshop aimed at improving competence and confidence in performing several office gynecologic
procedures

e An information foolkit for primary care practitioners and their patients that supports opfimal care

« An on-ine mentoring program that provides primary care practitioners with fimely access to specialists to deal with individual
clinical questions.
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LAPAROSCOPIC SURGICAL SKILLS AND PRIMARY CARE OUTCOMES IN COLON SURGERY:

A FRAMEWORK FOR ADOPTING A GUIDELINE
Andy J Smith, Robin Boushey, Christopher M Schlachia, Mehran Anvari, Eric Poulin, Joseph Mamazza, Cloire Crossley (Cancer Care Ontario,
Toronto, ON, CHawa Regional Cancer Cendre, Ottawa, ON, Canadian Surgical Technologies & Advanced Robotics, London, ON, Centre for

Minimal Access Surgery, Hamilton, ON)

Background

The Laparoscopic [LAP} Mentoring Project was created from the need fo ensure the quality and accessibility of loparoscopic
colon resection surgery. The best evidence available indicates that primary outcomes are not statistically different between
laparoscopic and open surgery for colon cancer after at least one member of the team has performed twenty laparoscopic
colon resections for either benign or malignant disease. Therefore, one of the recommendations from the Laparoscopic Surgery
for Cancer of the Colon Guideline, published by Cancer Care Ontario in September 2005, is that either this number is adhered to
or an equivalent process, including peer evaluation, be underiaken (the published guideline can be accessed at
hitp:/fwww.cancercare.on.ca/pdf/pebc2-20-2f.pdi).

Purpose
in partnership with the Ontario Association of General Surgecns, the LAP Mentoring Project was established o ensure the safe

and sustainable adoption of laparoscopic colon surgery in general of which colon cancer surgery makes up a large proportion.
The project strives to do this by, i} fostering quality and accessibility by supporting the surgeons in meeting the provincial LAP
guideling; i} assisting Onfario hospitals in the drive to increase cancer surgeries; and i) building a sustainable network of sur-
geons across the province for future communities of practice, educationatl and project-based initiatives, and for the
advancement of LAF surgery.

Methods

We formed a collaboraiion of provincially disparate surgeons, administrators, and researchers, with the goal of supporting o
longitudinal mentorship project and a community of practice. Additicnally, this group worked together 1o develop an
evalvation framework for laparoscopic surgical skills and primary care outcomes in cancer care.

Resulis
The work of this group will result in an evaluation framewcrk that can be used for laparoscopic surgical skills and primary care

outcomes across the Province of Oniario.
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EXPERIENCE OF GAINING CONSUMER INPUT INTO ACUTE STROKE GUIDELINES: EXAMPLE FROM AUSTRALIA )
Kelvin Hill, Ein Lalor {National Stroke Foundation of Australia)

Background

Clinicat guidelines must consider the evidence, current working practice and the experience of those receiving care.
Adherence to guidelines is often impacied by the beliets and expectations of consumers themselves and there is often
a divide between what heaith professionals believe is important for their patients and what the patients actually
experiences and therefore believes is important.

Purpose
Consumer involvement in the guideline development process is currently recommended. However it is often unclear how this is

reflected in the finalised guideline document. Previous consumer involvement revolved around seeking feedback from
consumer organisations along with a small number of individual consumers. The purpose of this program was to review the
effect of o more systematic process for seeking consumer feedback.

Methods

A consumer guestionnaire was developed 1o reflect the recommendations of the draft Acute Stroke Guidelines. This
questionnaire was widely distiibuted via several consumer networks, Feedback was collated and topics were given a
consurner importance raling. :

Resulis
Consumer feedback is curently being collected.

Discussion
it s befieved this process will demonstrale the value in engaging a wide range of consumers in a systematic way. Further evalua-
tion regarding the value of such a consumer valuing system should be further explored to understand the impact of this informa-

tion on adherence to guidelines.

P46

USING CRITICAL DATA ELEMENTS TO DEFINE AND MEASURE STANDARDS OF CARE IN CHILDREN
lan Nathanson. MD, Gabrieta Ramirez-Gamica, PhD (Nemours Clinical Management Program, Orlando, FL}

Background

Measuring standards of care in pediatrics requires creation of precise variables that fit operational workflows. Although
heaithcare systems benchmeark process measures [e.g. waiting times), these measures do nat evaluate clinical judgment.
Typically, clinical pathways are too rigid to account for alt variations, and clinical practice guidelines lack precision for
detailed analysis. A measurable standard of care would be useful for comparing dlinical performance.

Purpose
Nemours Clinical Managerent Program {NCMP} developed a unique approach fo define specific, measurable standards of
care in a large {>400 physicians} multi-speciatty pedialric practice with clinical sifes in 4 states.

Methods

NCMP's siandard of care creates disease specific critical data elements (CDEs} essential for the care of children. CDEs are
idenfified by linking content experts to experts in evidence-based medicine, informatics, business applications, and research
design. The strength of recommendation for CDEs uses the grading system developed by the American College of Chest
Physicians. CDEs are steeped in evidence, stored elecironically and downloaded into a data warehouse for future analysis,

Resulis
Standards of care which are in various stages of enferprise-wide implemendation have been identified for 17 conditions.

Challenges fo developing and implementing standards of care in a large healthcare system include fow-qudility evidence,
overcoming experience based practice, technical issues related fo electronic fingerprinting of CDEs, and clinical and
administrative workflows.

Discussion
CDEs can serve to measure standards of care. - Implementation will not succeed if collection of CDEs impairs workflow, Robust,

measurable standards of care using commen dala sets could lead to standardized benchmarks for infernal use and extemnal
compatrison. : . .

©1:247




P47

THE CONFUSION OF MULTIPLE COMPARISONS: MAKING SENSE OF THE DATA IN THE NICE GUIDELINE ON VENOUS

THROMBOEMBOLISM
Jennifer Hill. David Wonderling, Philippa Davies, Carlos Sharpin, Tom Treasure (Nafional Collaborating Cenire for Acute Care, National Institute for

Health and Clinical Excellence, Guy's and $t Thornas' Hospital, London}

Background
in April 2007, NICE published a guideline on the prevention of venous thromboembolism in inpatients undergoing surgery.

This was developed by the Natlonal Collaborating Centre for Acute Care.

Purpose
The guideline examined the clinical and cost effectiveness of ¢ different mechanical and pharmacological methods of

prophylaxis for venous thromboembolism in surgical patients. A systematic review of the literature revealed that there were
several hundred randomised controlled trials {RCTs) comparing various combinalions of these methods, Simple pooling by
intervention and outcome produced more than 160 different meta-analyses, Recommendations about the most effective
strategy were therefore hard to determine as some pairs of sirategies had not been compared at all and there were many
examples of overlapping comparisans,

Methods :
A systematic review of the literalure was conducted and all papers were quality assessed following NICE guideline methodology
(ww.nice.org.uk). Data was extracted on the numker of deep vein thromboses {DVT) and incidence of major bleeding. Over
200 RCTs were pooled and analysed using a mixed freatment comparison meta-analysis.

Resuiils

The mixed freatment comparison produced a ranking of the different prophylactic methods in order of efficiency at reducing
risk of DVT and in order of the risk of major bleeding. It also allowed us to develop point estimates of effect far each interveniion
that were essential for the cost effectiveness analysis. However, the complexity of the data analysis meant that mainiaining the
fransparency and understanding of the analysis and resulis with the guideline development group required more time.

Discussion

In guidetine fopics such as venous thrormboembolism with large guantities of data and multiple comparisons, a mixed
frectment comparison approach does offer advantages. The mixed treatment comparison allowed the guideiine
devetopment group to compare and rank the clinical and cost effectiveness of all the different interventions which

they used to inform the recommendations.

o~
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ONCOLINE AND ITS SPIN-OFF'S ARE HIGHLY APPRECIATED APPLICATIONS FOR GUIDELINE CONSULTATION
Sonja Kersten, Joke van den Bogert (ACCC, Utrecht, The Netherlands)

Background
The Dutch Association of Comprehensive Cancer Centres facilitates the development, implementation and evaluation of
clinical practice guidelines for oncologicol and palliative care in the Netherlands. Medicine is dynamic. Therefore, guidelines

should be up-to-date and easy to adjusi.

Purpose
The ACCC has developed a oot for guideline dissemination, consultation and adaptation: Cncoline.

Methods

Www.oncoling.nl is an onfine database, ensuring health care professionals easy access fo the most recent version of a
guideline. To improve guideline compliance; navigation, consultation and search oplions in Oncoline are easy to use. All
guidelines can be downloaded to porfable devices (PDAs), giving the professionat the opportunity to refrieve diagnostic and
treatment information anywhere, anylime, free of cosis. References are linked to online articles, to enable direct consultation
of the literature. Cross-links allow professionals to switch between clinical practice guidelines and care praciice guidelines, thus
stimulating the multidisciplinary approach required for cancer care.

Resulis

Oncoline is highly appreciated by health care professionals. The database, with nearly 200 guidelines incorporated, is consulted
2000 fimes a day and the number of visitors increases every day. The ACCC has made the application soflware available to
other developers of health care guidelines. Guidelines for mental health, gynaecological and paliiative care can be consulted
via '‘Oncoline spin-off's’.

User options and features on Oncoline are continuously improved based on the opinfon of heatth care professionals. As a new
feature, decision trees are currently incorporated in Oncoline guidelines, bolh for desktop and PDA.

Discussion
Oncoline, as well as its spin-oif's, provide health professionals in the Netherlands with up-to-date guidelines in a user-friendly

systemn.
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DEVELQPING LEADERS IN GUIDELINE IMPLEMENTATION oo
Rosie Forster, Jan Davies {National Institute of Clinical Studies, Nafional Health ond Medical Research Council, Australic) -

Background
The National Institute of Clinical Studies {NICS) established a Fellowship Program in 2003 to develop leaders in implementation

science in Australion health care.

Purpose

A key compohent needed to implement evidence, including clinical practice guidelines, is leadership and know-how
from individuals working in the field. To build Ausiralia’s own cohort of experts and ieaders in the science and practice of
implementation requires a concerled and fargeted effort.

Methods

Each year the Institute invites applications from talented early-fe-mid career professionals who demanstrate leadership potential
in improving health care. The two-year half-time Fellowships provide an annual stipend as well as an implementation science
curriculum, and a mentoring program. Applicants must propose an evidence implermentation project and must nominale a host
organisation and a project mentor. Successful applicants have the opportunily to network and work one-on-one with Austalian
and interational implementation experts. Each Fellow is also appointed a NICS Mentor, usually a senior figure in Australian
health, to work with them on tssues such as leadership in improving health care and influencing health policy.

Resulls

To dafe 17 Fellowships have been awarded with many of the Feflows nominating practical projects fo implement clinical
practice guidelines, ranging from evidence-based management of poediatric asthma fo diagnostic imaging. There is a growing
awareness of the importance of implementation science in the uptake of guidelines and increasingly NICS is partnering with
other leading health organisations to offer the Fellowships.

Discussion

The NICS Fellowship Program s developing leadership capacity in Australia in evidence implementation. NICS Fellows are being
recognised regionally and nationally as having expertise in how to implement clinical practice guidelines, and a number of
themn are contributing to the published literature. The experiential learning component of the Fellowship means that the Fellows
have practical and credible experience. Increasingly they are being asked fo present their work at regional and national
conferences, 1o deliver workshops on guideline implementation, and 1o work with other crganisafions to inform guidefine
implementation programs. Peak bodies and organisations aiming to implement guidelines are recognising the value of the
NICS Fellowship Program and have become co-sponsors. The number of partners increases yearly and cumrently includes the
Department of Veterans' Affairs, Medicat Colleges. Quality Councils, and Health Bepartments.

e
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DO EVIDENCE-BASED GUIDELINES REQUIRE CONSENSUS? RESULTS FROM THE NOMINAL GROUP PROCESS OF THE

DEGAM GUIDELINE ON CHRONIC HEART FAILURE.

Christiane Muth. Jochen Gensichen, Martin Beyer. Ferdinand M. Gerlach {Institut fUr Allgemeinmedizin, Johann Wolfgang Goethe-Universitdt,
Frankfurt am Main, Germany)

Background

As a systemic disease, chronic heari faillure (CHF) requires hedlthcare from both General Practitioners and Specialist Physicians.
For the development of the DEGAM Guideline the evidence-based draft of the Systemaiic guideline review and additional new
evidence had passed through a multifevel review process.

Purpose
To achieve a formal consensus on evidence based recommendations on primary care management of CHE

Methods

Medicat societies and a patients self-help-organisation {MS$/PS) were invited to take part in a nominal group process [NGP).
Authorized participants received the guideline draft including a method report and a list of central guideline recommendations
for a personal rating {44 items, é-slep Likert scale}. Al a consensus meeding, disagreement was idendified on the basis of the initial
rafing {Likert<4], alternative suggestions were then included in order of importance and voted upon. Consent was then reached
on the revised draft in a second rafing {Delphi technique).

Resulis

Around 35 questions were discussed as port of a coordination process involving 10 representatives from 11 MS/PS. In seven
cases, which lacked evidence, a differing consensus was reached to that found in international guidelines {e.q. B-Blockers for
asymptomatic patients enly after myocardial infarction). Four vatue jJudgements concerning BNP determination were deleted in
favour of a negative recommendation, two recommendations were coordinated with the German Vaccination Committee
{STIKG) on preumococcal immunization and influenza vaccination, and in 15 cases the wording changed. Five clinical questions
were addressed from scratch {eg counterindicated medicines] and 14 recommendations were nof modified. Consensus was
reached for alt but three of the Guideling's recommendations {eg flow diagrams: Inappropriate simplification vs. practicability}.

Discussion
The NGP is o suitable approach for evidence-based guidelines. Interdisciplincuity is particularly useful to combat uncertainly
[missing or inconsistent evidence), and fo define interfaces. Main limitation was the involvement of the patients' representative.
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ORAL HYGIENE: GUIDELINE DEVELOPMENT AND PARTICIPATION APPROACH STRATEGIES

Mary-Lou van der Horsi, Suzanne McGetiigan, Donna Bowes, Toba Miller (Minisiry of Health and Long-term Care & Villkage of Wentworth Heights
LTC Home: Hamilton ON Canada, University of Pennsylvania Health System; Philadelphia PA USA, Halton Region Bedith Department; Ogkville ON
Canada, The OHawa Hospital; Ottawe ON Canada)

Background

In Canada, oral health care accounis for 7% of all healthcare expenditures, second only fo cardiovascular disease.
Unfortunately, oral health is usually a low priority within healthcare organizations. For some patients/clients, the nurse maybe
the first health professional to identify oral hygiene concemns. Access to routine oral care maybe challenging due to cost and
access; and inadvertently may lead to prolonged pain and health consequences. Healthcare organizations can show
commitment and accouniability to qualify oral hygiene by implemeniing oral hygiene best praclices. # is important that oral
hygiene best practice guidelines {BPG) are available for nurses and healthcare providers so thot oral health assessment,
screening and oral hygiene strategies become part of quality healthcare services to clients and that the BPG is developed
through a collaborative, networking, multidisciplinary, international and stakeholder participation approach.

Purpose
To deiail the development and parficipation approach of the Registered Nurses Association of Ontario’s (RNAQO) oral hygiene

BPG.

Methods

RNAQ responded by forming a multidisciplinary international panel of experts who developed an evidence-based guideline. The
panet evaluated existing evidence-based guidelines using the AGREE Tool and completed a rigorous review of published
literature. Lessons were learned from working with a diverse group of professionals and coordinating the panefs work by using
meefing efficiency strategies. Stakeholder participation was extensive and included mulidisciplinary, networking and
international feedback. They also conducted several froni-line focus groups.

Results .
RNAQ recenily released its 30th BPG on Oral Hygiene with several elecironic-based resources. In addition. this BPG includes

education and poiicy recommendations.

Discussion
Cral health is integral and essential 1o general health and is a determinant factor for quality of lite. This oral hygiene BPG
diminishes a barrier te achieving and maintaining optimal oral health for healthcare clients especially those unable io meet

their own oral hygiene needs.
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ORGANIZATIONAL LEARNING THECRY: EXPLAINING KNOWLERGE UPTAKE
Tazim Virani [Registered Nurses' Association of Ontario, Taronto, Ontario}

Background

The gap between research and practice is an ever growing concern among practifioners, researchers and policy makers.
Research studies have been conducted 1o understand what sources of knowledge nurses use, how they access the knowledge
and how they use it. Litlle, however, is known about the influencing factors and strategies at the organizationat level in bringing
new knowledge to the organization, integrating the knowledge with existing clinical experience and sustaining the knowledge in
organizational memory. Clinical practice guidelines as one form of packaging or codifying knowledge from research and expert
opinion have become ¢ popular vehicle fo fransfer knowledge 1o organizations. However, the impact of guidelines in changing
practice and on patient cutcomes is mixed. Why are some health care organizations able to implement guidelines and
posifively influence patient cutcomes while other organizations are faced with numerous challenges? One promising theory fo
understand how health care organizations access and use research or evidence- based guidelings is the organizational leaming

theory.

Purpose
In this presentation, the author will present a literature review on organizational learning theory in the context of a study fo

explore the factors that influence the full utility and impact of clinical practice guidelines in heatth care organizations.

Methods
Literature review and theoretical modeling methods have been used using the guideling on prevention of falls in the older adult

population as the clinical context,

Results
A theoretical framework has been developed along with a set of hypothesis for research testing.

Discussion
The issue of facility-based patient falls will be used to modet the efficacy of organizational learming theory as one way of
understanding the transfer of knowledge in health care organization.
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PAIN RELIEF AFTER CESAREAN SECTION: A PROSPECTIVE CORORT STUDY
Jennifer Yee, Stephen Halpern, Cyndy Oliver (Depi. of Anesthesia, Women's College Hospital, Toronto, ON, Dept. of Pharmacy, Women's College
Hospital, Toronto, ON)

Background

women should recelve adequate analgesia after cesarean section. The Royal College of Anaesthetists1 has proposed
standards for post C/S analgesia, including the following: 1}90% women o have a worst pain score of <3 on a VAS of 0-10,
2} 100% women to be prescribed NSAIDs, and 3}>90% women to be satisfied with pain management.

Purpose
We sought to compare our practice with the standards.

Methods

After ethics approval, we recruited a convenience sample of healthy patients who had elective C/S under spinal anesthesia,
Questionnaires were administered by interview. Data collected included analgesic consumption, pain scores, side effects, and
satisfaction with poin management. Descriptive statistics were used for group data. Non parameiric fests were used for

comparative data.

Results

100 women were interviewed in hospital between 42 and 11%hrs postoperatively, The mean age was 34+/-4 years. 41/100
waomen were primiparous. All women without allergies to NSAIDS received them(N=98}. The mean overall VAS worst pagin score
was 6.43+/-2.12. No significant differences were seen In worst pain scores as a function of spinal morphine dose. Women who
received 0.2mg of spinal morphine experienced maore flching than those who received 0.15mg {p=0.01). 4%{94/100) of women
were satisfied with their pain management.

Discussion

The VAS pain scores were significantly higher than those recommended by the College, despite appropriote administration of
analgesia. However, matemnal satisfaction with analgesia exceeded the recommendation. Our resulis suggest that the
analgesic target, derived from the general surgery Iiteraiure2, is not appropriate for obstetic patients. Post C/S patients
require separate guidelines for analgesia, which should consider maternal and neonatal safety, mother's wishes and activity.

References:
Thitp:/ fwww rcoa.ac.uk/docs/arb-section8.pdf Last accessed: Dec. 22, 2006.
2Gould et al. BMJ, 305, 1992.
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PATIENT INVOLVEMENT IN A TREATMENT GUIDELINE FOR NON-SMALL CELL LUNG CANCER (NSCLC):

BARRIERS AND FACILITATORS
{ Anne Bataillard, Julien Carrefier, Hervé Cazeneuve, Beatrice Fervers [French Federation of Comprehensive Cancer Centres, Paris, France . Centre

Lécn Bérard, Lyon. France)

Background
(" Although patient involivement Is regarded as o major guality factor for clinical guidelines, patients have seldom been
associated to the development of guidelings in France. The French Standards, Options and Recommendations (SOR}
{ program has developed a method for involving patients in guideline develepment groups {GDG) based on expetiences
of other guidetines programs. The methodology was applied and assessed on a SOR freatment guideline for early-stage
{ NSCLC.

i Purpose
To identify the factors affecting patient involvement in the GDG for NSCLC

Methods
3 Key featuras of patients’ involvement are: recruitment through clinicians and patient associations, training sessions before each
GDG meeling, paricipation in every GDG meeting, psychological and methodological support.
To evaluate the motivations of patients' involvement, we conducied a qualitative study using direct observations of meetings
i and semi-structured Interviews.

{ Resulis
Between January 2006 and March 2007, 8 observations and 12 interviews were performed with GDG members [patients and
{ experts).
The participation of patients impacted very littie on recommendations.
{ Patients’ involvement depended on four dimensions:
» The disease itself: the prognosis, socieial views and mortality of NSCLC are barriers
¢ SOR method: good fraining and close support are facilitators, but small number of patients and expert status (gap between
the role assigned to patients and thekr ability to participate) are bariers.
+ Patients' characteristics: avallability and status (patients, carers, association members)
e Patients' interactions with other GDG members: interplay of their perceptions of the guideline development process and role
of patients therein,

Discussion
[ This study iImproved our understanding of key issues to be taken into account when involving patients in GDG in the context of
_ cancer care in France. We have refined the methodology, which can now be applied fo other diseases. Further studies will
[ explore how different perceptions and value judgments of patients and experts influence the development of guidelines.
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PINAS STUDY (PRACTICE GUIDELINE IMPACT ON ACS SURVIVAL} - ASSESSMENT OF ADHERENCE TO CLINICAL
PRACTICE GUIDELINES ON ACUTE CORONARY SYNDROME AT MANILA DOCTORS' HOSPITAL (PHILIPPINES)
Dante D. Morales, Bernadetie A. Tumanan-Mendoza, Agnes M. Baston, Daniet Francisco T. Morales [Manila Doctors’ Hospital, Manila, Philippines) 0

Background

Adoption of clinical practice guidelines developed in western countries Is problematic in a developing country setfing. This is
particularly true in acute coronary syndrome {ACS) where several level ] recommendations are not feasible in majority of
hospitals. This study locked into the practice patterns before and after hospital dissemination sirategies of the ACC-AHA CPG in

Manila Doctors' Hospital(MDH).

Purpose
To determine 1} practice patterns in ACS and 2} mortality rates, duration of ICU and tolal hospital stay of ACS paiiends in MDH

before anad after dissemination of the guidelines.

Methods

This 1s a quasi-experimental study with three phases. Phase | was a review of practice patterns in ACS involving 124 palient
charts. After some dissemination sirategies [Phase i} of the CPG based on the ACC-AHA 2002 Guidelines on the Managemeni
of Unstable Angina and NSTEMI and the 2004 Guidelines on the Management of ST Elevation AMI, Phase Il was done involving
120 patients. Percentage of usage of specific diagnostics and interventions; mortality rates, length of hospital and ICU stay were

analyzed.

Results

Before dissemination, usage rates for nitrates, betablockers, ACE-, statins, antiplatelet/anti-coagulant agenis were 93.6%, 80.7%,
70.7%, 93.6% and 98.4%%, respectively. These became 97.5%, 84.8%, 70%. 91.4% and 100% after dissemination. Fibrinolytics,
GPlibllla and invasive procedures were hardly used. They were either unavailable or not affordable. However, several agents
not recommended such as omegad fatty acid, L-carnitine, co-enzyme Q10 and imetazidine were given o some patients.
Finglly, there was a statistically significant decrease in mortality rates {15% - 3%) post-dissemination.

Discussion
There were relatively high compliance rates to several Class | recommendations. These further increased and might be related
o increased survival rates after dissemination. Economic constraint hindered usage of other Class 1 diagnostic and therapeutic

interventions.
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PRESENT CPG USE AND DEVELOPMENT IN TAIWAN :
wen-Ta Chiu , Chiehfeng Chen . Yu-Hone Hsu, Yu-Ching Wen, Shu-Fen Chu , Ken-Nan Kuo {Wanfang Hospilal, Taipei. Taiwan. Nalional Health
Research Institution, Chunan, Taiwar}

Background

since 1996, the concept of EBM (Evidence Based Medicine} has been infroduced to Taiwan. EBPG {Evidence Based Practice
Guideline}, emphasizing systematical review and epidemiology research, has become an important medical fssue in Nationat
Health Insurance [NHI) system developrent.

Purpose

Top 10 resource-exhausting diseases cost more than 20% of Nadional Health Insurance budget. Due fo the fimitation of rescurces
in NHI system, cost contaginment becomes imporiant. On the one hanhd, NHI has adopted global budget system as a mean to
cap the cost; on the other hand, it encourages development of EBPG to improve the quality in medical treaiments. In addition,
EBPG also serves as a tool of communication between patients and docters, and as a reference that reduces variation among
freatments.

Methods
I order to know more about present CPG (clinical practice guideline) use and development In Taiwan, we sent ouf 633
questionnaires in July 2006 to medical centers, hospitals, associations and experts in related fields all over Taiwan.

Results :

The resulls indicaied that people did not know much about CPG, and there weren't enough resources, time and human
resources of ideal developrment. Thus, we're convinced that CPG development in Taiwan requires more education,
instruction and resources.

Discussion

In 2006, this project has coordinated major medical professional associations fo promote the concepl of EBM, built EBPG, and
showed the results of medical research, in order 1o provide treaiment recommendation, to improve the communication
between patients and physicians and finally become part of the patient education materials. Furthermore, EBPG can be
developed as quality control indicators and eventuddly improve medical environment.
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PRIORITISING TOPICS IN THE DEVELOPMENT OF NATIONAL CLINICAL GUIDELINES

Andrew Champion, Kaifrina Asquith-Coe, Angela Bennetl, Nansi Swain, Francoise Cluzeau, Fergus Macbeth (Nafional Collaborating Centre for
Cancer, Park House, Greyfriars Read, Cardiff, CF10 3AF, Wales, National Insfitute for Health and Clinical Excellence, MidCity Place, 71 High Holborn,
London, England, WC1V 6NA}

Background

The Nationat Collabxorating Centre for Cancer (NCC-C) has been commissioned by NICE to develop evidence-based guidelines
for the NHS in England and Wadles on the diagnosis and management of prostate and breast cancer. These guidefines will make
recommendations on best practice based on evidence of clinical and cost effectiveness. The scope of both guidelings is broad
and, given the time and resources available, it will only be possible fo cover about 30 priority topics within each guideline. it is
important that this choice should not be based solely on the opinions of the guidetine development groups but should be
informed by the views of clinicians and patients.

Purpose
To describe and present the resulls of the process used In prioritisation of topics 1o be included in a guideline.

Methods :

A list of 63 (prostate} and 140 [breast} potential fopics covering the scope of both guidslines was developed in consuliation
with expert clinicians. This was sent out in questionnaire form to relevant patient organisations and also to breast and prostate
cancer advisory groups in 37 locality-based cancer networks across England and Wales, which are responsibie for the
organisation and guality of care in their area. They were asked to prioritise each topic on the basis of its clinical and cost
impact.

Resulis

At the close of the consultation pericd 33 from 48 prostate guestionnaires (68.8%) and 35 from 46 breast questionnaires {76.1%}
had been returned. A far higher response rate was observed from cancer networks compared to patient organisations. Data
from the questionnaires were aggregated and scored to generate a prioritised list that was presented to each guideline
development group at their first meeting.

Discussion
An evaluation of the methodology used, and the effect of prioritising topics on guideline content are now being evaluated and

the findings will be presented.
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PROJETO DIRETRIZES - BRAZILIAN GUIDELINES
wanderley Bernardo. Moacyr Nobre, Givanni Ceri, Fabio tatene (Brazilian Medical Association)

Background
The Guideline Project is an initiative of the Brazilian Medical Association {AMB] and the Federal Medical Council, having its
beginning in the year 2001, aiming ihe elaboration of recommendations that help the medical decision making.

Purpose
To share the rajeciory of a Brazilian elaboration program of evidence based clinical guidelines.

Methods
Description of: the methodology used in the elaboration; the number of guidelines elaborated; the specialfies that joined the
process; the obstacles fo the adhesion; and the perspectives to the program.

Resulis
Forty One Specialization Societies, from the fifty one associated 1o the AMB, participated in the elaboration, under the
coordination of two specialisis in Evidence Based Clinical Practices and in the elaboration of Clinical Guidelines.

After choosing the theme, the authors participated in a Workshop for the fraining in the elaboration of Clinical Guidelines,
starting with the structured question (PICC). search and crifical evaluation of evidence, and answering that guestion
{(recommendations).

independently of the auihorship, all ihe Societies have the possibility to participate in the elaboration, through an Interface
electronic process.

The authors fill @ guestionnaire manifesting conflicts of interest that may have influenced the guideline confent.

The final version of the Guideline is obtained through a critical evaluation, done by the technical committee, with an emphasis
in the evidence based language.

It has been elaborated 240 guidelines.

Discussion
Within the obstacles for the adhesion of the Societies. there are the difficuliies of resources, the intimacy with the method and

mostly, the time left for the specialists.

The process of use of the Guidelines has been motivated by The press and electronic media, and a teaching process. There
are aready studies evaluating the level of adhesion fo the Guidelines, preceding actions of result evaluation, centered in the
patient, as well as implementation.
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THE IMPROVEMENT OF X-RAY ORDERING IN PATIENTS WITH HEIGHT LOSS OR KYPHOSIS IN ACCORDANCE WITH THE OSTEOPOROSIS

CANADA 2002 GUIDELINES: CANADIAN QUALITY CIRCLE (CQC) NATIONAL PROJECT

Alexandra Papdgicannou , George loannidis, Lehana Thabone ., Amiran Gaofni, Brent Kvem, Anthony Hodsman . Dan Johnstone , Lena Salach,
Famida Jiwa, Jonathan Adachi {McMaster University, Hamilten, Ontaro, University of Manitoba, Winnipeg, Manitcbaq, University of Western Ontaric,
London, Ontario , Procter and Gamble Pharmaceuticals, Toronto, Cntario, Ontaric College of Family Physicians, Toronta, Ontario, Osteoporosis
Canada, Toronto, Onterio)

Background
The CQC project is an infegrated disease management study designed to improve primary care physicians' (PCPs) adherence

with the Osteoporosis Canada 2002 guidelines.

Purpose
The study examined the change in x-ray ordering.

Methods
The project consists of five phases: wave | data collection, 1st educational intervention, wave I data collection, 2nd

educational intervention, and wave (It data collection. During the educational intervention QC's met to discuss physician profiles
on how they managed osteoporosis and to participate in an osteoporcsis workshop. The guidelines recommend that x-rays be
ordered in patients with kyphosis or height loss. A total of 340 {(wave 1} and 301 {wave |l} PCPs formed 34 QCs. For each wave,
PCPs collected data from different patients {women 55 years and older) via chart reviews and a standardized collection form.
There were 8374 (wave ) and 7354 (wave |l) patient records selected at random. This interim analysis (wave | & I} used the
generalized estimating equations technique to evaluate differences in x-ray ordering in patients with kyphosis of height loss
before and after the educational intervention. Odds ratios {OR) and $5% confidence intervals (Cl) were calculated.

Results

During wave |, 54.3% (662/1220), 56.2% (654/1163} and 53.1% ($58/1804) of patients with kyphaosis, height loss, or either had a
x-ray ordered compared 1o 63.9% (726/1136), 61.0% {834/1367} and 60.2% {1130/1877} of patients during wave Il. The likelihood
of x-ray ordering increased following the educational intervention for patients with kyphosis (OR: 1.35; $5% CI: 1.07, 1.70}, height
loss (OR: 1.28; 95% Ck 1.04, 1.57) or either (OR: 1.32; 95% CI: 1.12, 1.55}.

Discussion
More patients with kyphosis or height loss had x-rays done following the educational intervention, Ordering x-rays according to
the guidelines may resulf in more fractures being detecled. Patients with vertebrat fractures may benefit with osteoporosis

therapies,
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Taking info account patients’ preferences: what does ii mean to clinical practice guidelines developers?

Antoine Boivin, MD, CCFP. London School of Hygiene and Tropical Medicine, UK Judith Green, PhD. London School of Hygiene
and Tropical Medicine, UK Eilen Nolte, PhD. London School of Hygiene and Tropical Medicine. UK tan van der Meulen, PhD.
tondon School of Hygiene and Tropical Medicine. UK France Légaré, MD, PhD. Canada Research Chair in Implementation of
Shared Decision-Making, Université Laval, Canada.

Context: There Is an increasing recognition that clinical practice guidelines (CPGs) should consider patients’ preferences, both in
their development and implementation phase. However, there s no shared understanding of how this should be done ond
what should be the ultimate goal of this process. Goal: Describe how CPGs developers perceive the need fo incorporate
patients' preferences in the process of CPG development. Design: Qualitative study using semi-structured individudl interviews.
Analysis s being camied-out using femplate analysis and has been validated using group debriefing and member-checking.
Setting: This study draws on work done in the United Kingdom by the REFER project team (Realistic Effective Facilifation of
flective Referral), which aims af developing CPGs for refermal of adulis with non-urgent conditions to surgicat outpatients, taking
into account patients' own preferences and assessments of their health status and quality of life. Participants: Guideline
development group members from the REFER project, including heaith care professionals, patients’ representatives, health care
managers and researchers. Preliminary results: Although all participants appeared to agree with the need to incorporale
patients’ preferences in CPG development, prefiminary analysis of data reveals a number of different and potentially conflicting
understandings of the rafionale for doing so. For some, patients' preferences are insirumenial in developing more effective CPGs
ihat patients and practitioners will better comply 1o, For others, respecting potients' preferences involves an active role of
patients in defining what is an appropriate freatment and shoutd be considered a goal in itself, even if it contradicls with other
CPGs' purposes such as the promotion of effective and cost-effective care.
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SCOPING REVIEWS AS A METHOD TO INFORM GUIDING PRINCIPLES FOR THE DEVELOPMENT OF BEST PRACTICE GUIDELINES: AN
EXAMPLE FROM THE FIELD OF HIV AND REHABILITATION

Annette Wilkins, Kelly OBrien, Elisse Zack, Patty Solomon [Canadian Working Group on HIV and Rehabilitation, Toronto, Ontario, Canadian Working
Group on HIV and Rehabiltafion & Depariment of Physical Therapy, University of Toronto, Toronto, Ontario, School of Rehabilitation Science,
McMaster Universily, Hamilton, Ontario}

Background

HIV is increasingly experienced as a lifelong, episodic disease, characterized by unprediciable cycles of weliness and iliness,
There is a need to develop the field of research, clinical practice, and related policy for HIV rehabilitation, to address ihe range
of impairments, activity imitations, and participation restrictions associated with HIV and its treatments.

Purpose

To describe methods used 1o identify key principles for the development of best practice guidelines for rehabilitation
professionals working with people living with HIV. These principles will then be used fo inform the identification and
development of best practices in this area.

Methods

Phase One inciuded a scoping review of the published and grey literalure perfaining 1o HIV and rehabilitation, seminal works
on best practice and guideline development, and examples from other disease areas. Phase Two wilt include gualitative
consultation (focus groups and interviews} with a range of siakeholders. The interview guide will address the quality criteria set
forth by the AGREE Research Trust io facilitate the identification of clinical areals} to promote best practice, level of stakeholder
involvement, and rigor of development. Results are reported for Phase One. ,

Resvls

Using a broad search sirategy for rehabilitation and HIV, we identified 4,724 publications in MEDLINE, EMBASE, CINAHL and
PsychiNFO daiabases. We reviewed the MEDLINE abstracts (N = 1260) and coded their content according fo the Episodic
Disability Framework which considers dimensions, contextual factors, and, triggers of disability. We Iidentified 615 relevant
abstracts and classified content as addressing: disablement, effectiveness of interventions, and provider roles; 147 were pulled
for full review.

Discussion
Scoping reviews offer a comprehensive approach for reviewing the Iiterature to inform future consultation with stakeholders.
Collectively this methodology will help to identify principles for the development of best practice guidelings for HIV rehabilitation.
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SHARING EXPERIENCES FROM THE DEVELOPMENT OF A MULTIDISCIPLINARY GLHDELINE
MY Ng, L CW Keng, L Hui (Depariment of Health, Hong Kong, China}

Background

The Clinical Audit and Guideline Working Group of Professional Development and Quality Assurance {PDQA) of Deporiment of
Health had published different evidence based guidelines in management of common primary health care problems like
hypertension, diabetes meliitus, hyperlipidoemia, obesity, asthma, etc. In the past, our guidelines were developed by doctors
only. However, according to the AGREE instrument, the guideline development group should include individuals from all the
relevant professional groups and the patients’ views and preferences should have been sought. To this end, we have invoived
oiher health care professionals than family physicians in the development of multidisciplinary guideline on management of
tennis elbow.

Purpose
To share the experiences from the development of a multidisciplinary guideline on management of tennis elbow in primary care.

Methods

The Clinical Audit and Guideline Working Group of PDQA is taking the lead and participates in the co-operations with other
disciplines for the development of tennis elbow guideline. The tearn consists of 3 family physicians, 1 occupational physician, 1
physiotherapist, 1 occupational therapist, 2 nurses and 1 patient. Throughout the process, all healih care professionals, alied
health professionals as well as the patient co-operated intensely so that evidence is synthesized and formatied into pragmatic
recomimendations.

Resulls

Wwe found the experiences very good in the following ways:-

1. To learn about some of the specific patient-centre issues that the patient represeniatives considered important: enabling
patient fo participate as partner in decisions about their healthcare.

2. To have more in-depth knowledge about different modalities in physiotherapy and occupational therapy and their efficacy
in management of tennis elbow.

3. To leamn how io solve conflicts when it occurred during the development.

4. To leam how to deatl with the absence of team members in our meetings.

Discussion
We have overcome the hindrances ond successfully developed a multidisciplinary guideline.

263




P63

CAN SOCIO-ECONOMIC EVIDENCE BE USED IN CLINICAL GUIDELINES?
Vanessa Nunes, Elizabeth Shaw, Tim Stokes, Janette Caomosso-Stefinovic {(NCC-PC, London, University of Leicester and NCC-PC, London, University

of Leicester, Leicester)

Background
Clinical guidelines have traditionally taken little account of socio-economic faciors when reviewing the evidence and

formulating recommendations, even for conditions that show a steep social class gradient, such as obesity.

Purpose
To sysiematically review the literature on the impact of socio-economic differences on the effectiveness of dietary

interventions for weight management in primary care.

Methods
A systernatic review of randomised controlied frials evaluating the effectiveness of dietary inferventions for weight loss was

undertaken for the Nationat institute for Health and Clinical Excellence (NICE} chinical guideline on the identification and
management of overweight and obesity in adults and children, The included studies were reviewed to determine if the effect
of deprivation and its influence on oufcomes in primary care populations had been evaluated. Additional searches were done
to identify any qualitalive studies that explored how socio-economic status and deprivation may atfect the resulls of dietory

weight loss interventions in primary care populations,

Resulls

Few randomised controlled ¥rials thai evaluated how the effectiveness of digtary interventions for weight management varied
with differences in socic-economic status in primary care populations were ideniified and none applied to a UK primary care
population. In addition, imited qualitative evidence was found giving an insight into some of the barriers and problems
reported by pecple from deprived areas when trying to follow dietary advice for weight loss.

Discussion

No evidence-based statements or recommendations could be formulated on fo how to minimise the impact of socio-economic
differences on the effectiveness of dietary interventions for weighl management in primary care populations. The absence of
evidence meant it was not possible 1o pilot how such evidence couid be incorporated into the recommendation development
process for a national clinical guideline on obesity.
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PREPARING AN INFORMATION BROCHURE ON STRUCTURED EDUCATION FOR ADULT ASTHMATIC PATIENTS

Anne-Francoise Pauchet-Troversal, Jérome Lemarié, Isabelle Berthon, tacqueline Iguenane, Philippe Godard, Hugues Morel, Nicolas Roche, Sylvie
Yassur, Dominique Le Borgne [Haute Autornité de Sanié [HAS), Saint Denis, France, Unité transversale d'éducation thérapeutique, Meiz Thicnville,
Sciences de éducation, Université Paris 13, Bobigny, Service de pneumologie, Centre hospilalier Amaud de Villeneuve Monitpeliier, Service de
prneumologie, Centre hospitalier Dinan-Saint Malo, Service de pneumologie, Holel-Dieu, AH-HP Paris, Association asthme et allergies, Paris, France)

Background

struciured education helps asthmatic pafients acquire the skills needed for self-care. it diminishes symptoms and the number of
episodes, emergency calls and hospital admissions. However, palients have little awareness of this key component of disease
management.

Purpose
To prepare a brochure informing asthmatic patients of the content and value of structured education.

Methods

A working group (5 experis, 4 patients’ representatives) established the aims, key messages, format and means of diffusion of the
brochure. Content was based on o literature review, guidelines for doctors, and a patient focus group. The first draft, written by
a project manager, was amended by the working group. Hs readability was judged using Flesch software. Iis clarity and format
were fested in face-to-face structured inferviews {14 items} with 15 asthmatic patients. Content quadiity was judged by 10 health
professionals. Impact and satistaction were siudied by telephoning professionals and pharmacies. and a satisfaction survey by
asthma schools.

Results

The 16-page colour brochure describes 4 steps: (i) assessing needs; (i developing a tailored educational programme;

{iii) acquiring self-care skills; {iv) assessing knowledge about asthma and its freatment. Readability was good (Flesch score: 84).
The target of 80% of satisfactory responses/item was met in the patient interviews. The heallh professionals agreed with the
content, but considered that the brochure should be accompanied by oral information. Aspects of the formal were criticized
and duly modified. Diffusion was as follows: 75,000 copies {doclors and pharmacists; 54% uptake), 5000 copies [patient
association), posting on 10 websites, and presentation at a World Congress. The brochure was considered useful {78%}) and
well presented (85%) in the satisfaction survey.

Discussion
The brochure was a succass but its production was costly and its impact was insufficiently evaluated. lis preparation led to the
wriling of a guide on how io prepare patient information.
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STANDARDS OF PRACTICE FOR SUICIDE RISK ASSESSMENT AND INTERVENTION FOR NURSES:

A MULTI-PROFESSIONAL APPROACH TO DEVELOPMENT

Elaine $ta. Mina, Kristineg Lorbergs, Josephine Muxlow, Jim Natiis, Kim M. Watson, Samantha Mayo {Ryerson University, Toronto, Ontario, Tilium Health
Centre, Mississauga, Onfario, Halifax, Nova Scotia, University Health Network, Toronlo, Ontario, Hotel Dieu-Grace Hospital, Windsor, Oniario,
Registered Nurses' Association of Ontario, Toronio, Onlario)

Background

Assessment and infervendion for suicide, although imprecise, is fundamental fo save lives, Frequently, a sole professionat,
a nurse, must astutely bring to the clinical situation, the empirical evidence to guide practice. The evidence, however, is
multi-professional, as is this practice specialfy.

Purpose
The Registered Nurses' Association of Ontario has created a mulii-professional team to develop the best practice guidefine for

svicide risk assessment and intervention for Registered Practical Nurses and Registered Nurses.

Methods

As part of the RNAO Nursing Best Practice Guidelines Program, the fopic for guideline development was selected based on a

needs survey of RNAO stakeholders, including RNAC members. In January 2007, a multidisciplinary panel with experiise in (.
practice, education and research from hospital, community, and academic settings was convened under the auspices of the :
RNAO. Guideline development processes followed the established methodology of the NPBG program.

Results
An extensive review of the literature and guidelines across professions has produced a clinical practice guideline that is

empirically based and has ease of use for nurses across all domains of practlice.

Discussion

This inter-professional process has produced rich diclogue and debate 1o refine the scope, the review, ond the
recommendations for this guideline, for a clinical specialty in which empiricism speaks less to finite ‘truths' and more
to clinical acumen. The unique opportunity, for inter-professionat collaboration, is porirayed.
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AN EVALUATION, BY GUIDELINE USERS, OF AUSTRALIAN/NEW ZEALAND GUIDELINES IN KIDNEY DISEASE

Michelle Iiving, David Johnson, Stephen McDonald, Rowan Walker, Michael Frommer, Jonathan Craig {Centre for Kidney Research, The Children’s
Hospital at Wesimead, Australia, School of Public Health, University of Sydney, Ausiralka, Dept of renal medicine, Princess Alexandra Hospital,
Australia, Australicn and New Zeokand Dialysis and Trensplont Registry {ANZDATA), Renal Unit, Royal Melboume Hospital, Melbourne Australia,
schoot of Public Health, University of Sydney, Australia. Cenire for Kidney Reseorch, The Children's Hospital at Wesfmead, Australia , School of Public
Hedlth, University of Sydney, Australia)

Background
Although guidelines are widely used internationally to summarise evidence for practice, few studies have evaluated the
attitudes and opinions of the guideline users on guideline content, usage, effect and structure.

Purpose
To determine guideline users' views on the confent and structure and effectiveness of the guidelines and to determine if there
were any changes in their views since a survey in 2002.

Methods

A self administered survey was districuted to alt Ausiralian/New Zealand nephrologists and renal nurses requesting feedback on
the Caring for Australasians with Renal Impairment (CARI) guidelines. This survey had 7 guestions in common with the 2002
survey.

Resulls

211 nephrologists (70%) and 173 renal nurses {22%) responded. Over 90% of respondents agreed/sirongly agreed that the
guidelines were a useful summary of evidence. Nearly 60% of nephrologists and 85% of renal nurses reported thaf the CARI
guidelines had significantly influenced their practice. The propertion of nephrologists reporting that the CARI guidelines had
improved patient outcomes rose from 14% in 2002 to 38% in 2006. The proportion of nephrologists ndicating confidence that
the guidelines matched best available evidence increased from 51% in 2002 {o 71% in 2006. Increasing age and male gender
was associated with the 8% that lacked confidence that the guidelines matched best avallable evidence.

Discussion

In general Australian/New Zealand nephrologists and renal nurses valued the CARI guidelines more in 2006 than in 2002. The
impact of the guidelines on patient outcomes indicates active implementation of the guidelines into pracfice. Uncovering and
addressing concerns associated with age and male gender responses to the survey, may further increase confidence in the
evidence base of the guidelines. The assessment of user's opinions is infegral in the development of guidelines and can, for
example, assist in the defining of conient, use, effect and struciure.
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THE CCS NATIONAL WORKSHOP INITIATIVE : A DISSEMINATION AND IMPLEMENTATION PROGRAM OF THE CCS HEART

FAILURE CONSENSUS CONFERENCE
Jonathan Howlett, J, Malcolm Q. Arnold, fohn H. Parker, Heather Ross [Dalhousie University, Ralifax, Nova Scofia, University of Western Ontario,
Londeon, Ontario, Canadion Surgical Technolegies and Advanced Robofics, Lendaon, Oniaric, University Health Network, Toronto, Ontfario)

Background
The National Workshop Initiative is a key strategy for the overal dissemination and implementation of the CCS Heart Failure

Consensus Recommendations. This novel CCS workshop program is designed to actively engage the Canadian cardiovascular
community in the ongeing usage and refinement of these evidence-based recommendations.

Purpose
In this session, the CCS is excited to share ifs experiences with this National Workshop Initiative and share our inifial measurements

and observations relating o dissemination and implementation of these guidelines.

Methods
The highly iInnovalive and interactive workshops are developed and delivered in a standard format of three fo four case-based

preseniations which capture key recommendations and practical fips published in the curent iteration of the guidelines.
Audience knowledge and understanding is assessed throughout the workshop with questions/answers via interactive response
devices. Each workshop is evaluated by parficipanis’ volunteer response to a paper-based post-workshop evaluation. A series
of six workshops were hosted In 2004 at the following venues:

» Annual Cardiovascular Conference.Lake Louise - March 2006

Heart Failure Summit,Toronto - June 2006 oNew Brunswick Heart Meeting, St. fohn - September 2006

Canadian Coucil of Cardiovascular Nurses, Vancouver - Octoler 2006

Canadian Cardiovascular Congress,Vancouver - October 2006

Coliege of Family Physicians Meeting, Montreal - November 2006

Results

Attendees {physicians, nurses, pharmacists and other health care professionals] from across Canada have akeady responded
enthusiastically 1o this national initiative:

+ 80% of workshop participants have rated the workshops as very good or excellent

o 82% of workshop participants increased their knowledge of heart failure

s 86% of workshop participants recommended it to their colleagues

Discussion

Overall feedback and evaluations of these 2006 workshops condributed significantly fo the continuous improvement and
sustainability of the CCS Nationatl Workshop Initiative as a strategic component of the CCS Heart Failure Consensus Conference
Program, They have dlso been instrumental in helping define the needs of the Canadian heart failure care community and the
relevance of content for the 2008 CCS HFCC Update. As we move into 2007, 2 additional workshops have been added {total
of 8)and these will confinue fo be part of an ambitious CCS program designed to identify best practices In Knowledge
Translation and how they might impact both clinical practice patterns and health outcomes. In addition, we have measured
the year-over-year measurements of awareness and knowledge of these guidelines.
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DEVELOPMENT OF THE FIRST EVIDENCE-BASED GUIDELINE IN BOSNIA AND HERZEGOVINA:

COUNSELING AND PROCEDURES ON ABORTION CARE

7oran Ridanevic, Fadila Serdarevic, Aida Pilav, Rajna Sarenac, Enis Hasanovic, Suad Behmen, Goran Stojkanovic, Sanjin Dekovic, Jadranka
Dizdarevic [Agency for Health Core Quality and Accreditation FB&H, Medical Facuity, University of Sargjeve, Public Health Insiitute FB&H, Health
Care Center Zvornik, Health Care Center Gorazde, Regional Medical Center Mastar, University Clinic, Departmant of GYN &CBST. Sargjevo, B&H,
University Clinic, Departmani of GYN &CBST.Sargjevo,BaH)

Background

Agency for Heatth Care Quality and Accreditation in the Federation of Bosnia and Herzegovina have recoghized the need to
use more fgorous processes to ensure that heatth care recommendations in B&H are informed by the best available research
evidence.

Purpose
to develop the first evidenced-based clinical guideline designed to assist health care providers in B&H on counseling and
procedures of abortion care.

Methods

systematic review and crifical appraisal of existing evidence based guidefines and remaining research applicable to the local
seftings. We searched PubMed and three databases for existing guidelines, systematic reviews and remaining research relevant
1o the local settings. Variation in values, needs, costs and rescurces were considered systematically in order to answer what
should be done locally. Appraisal of Guidelines for Research and Evaluation (AGREE} were used 1o assess the guideline
development for purposes of assuring methodological quality.

Results

RCCG guideline has been identified as the most appropriate evidence for our seftings. After, permission has been achieved,
electronic searches of medical databases were performed for the research performed in international setings sirnilar to ours or
after publishing of RCOG guideline. Selected as evidence were 226 arficles yielding 68 recommendations aligned to clinical
assessment questions.

biscussion

using expert consensus and external reviews, recommendations were generated that provided guideline developmeni group
with the best possible practice available to prevent further harm. Counseling on aborfion as well as information on medical
abortion procedures s achieved through understanding the risks of the woman and her fetus, while respecting the woman's
intention.

For the first time in B&H, the evidenced-based clinical guideline development process fostered a supportive environment for
educating health care providers on evidence based methodology, and new evidence based guidelines can be initiated for
potential health care providers.
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THE FIRST STEPS FOR IMPLEMENTATION OF GUIDELINES SHOULD BE TAKEN DURING GUIDELINE DEVELOPMENT
Nicole Feller , Joke van den Bogert, Sonjo Kersten, Saskia Vonk, Mavuregen de Boer , Willeke Heijbroek-de Clercq (The Dutch Association of
Comprehensive Cancer Centres, Utrecht, The Netherands }

Background

The Association of Comprehensive Cancer Cenires {ACCC) facilitates the development, implementation and evaluation of
clinical practice guidelines for oncological and palliative care in The Netherlands. Guideline implementation is a crucial step for
creating awareness for new guidelfines, which in turn increases guideline compliance. During guideline development many tools
for creating awareness of the guideline are already available but are often not recognised as such. Therefore, opportunities for
creating growing awareness of the new guideline during guideline development are missed.

Purpose
To create awareness for new guidelines during guideline development.

Methods

The ACCC creates awareness for new guidelines as follows:

e Founding of an active nation-wide, mulfidisciplinary tumour working group with key representatives from regional
comprehensive cancer cerdres (CCC) working groups and/or from scientific and professional societies.

+ Formulating clinical questions based on problems in daily practice by members of the fumour working group. A survey of
these clinical questions is sent to palients and relevant professionals in the field with the request to give feedback reaction.

+ 3ending a draft of the guideline to all participating societies and asking for feedback and/or approval.

¢ Organising discussion meetings of CCC tumour working groups.

After guideline development, more awareness for the guideline is created by publication of the authorised guideline on the

ACCC website Oncoline/Pallicline. Bissemination is enhanced by using the network of the CCCs with among others a specific

notification system to inform users albout new releases, publications, national and regional seminars. Furthermore, more aware-

ness is created by using the CCCs consuliation services, implementation- and break-through projects.

Resulis
In conclusion, at different siages of guideline development awareness of the new guideline can be created by communication

and information to professionals In the field.

Discussion
The degree of guideline compliance can be measured using o number of Indicators, established during guideline development.
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- THE INCIDENCE OF GENERAL ANESTHESIA FOR CESAREAN SECTION IN PARTURIENTS WITH A PREVIOUS LABOR EPIDURAL:

: A PROSPECTIVE STUDY

Jennifer Yee, Stephen Halpern, Ahmed Solimon, Alex loscovich, Yamini Murthy, Bhadresh Shoh (Dept. of Anesthesia, Wemen's College Hospital,
Teronte, ON)

‘ Background

The Tncidence of general anesthesia [GA) for cesarean section (CS) in women with a previousty placed labor epidural has
been estimated to be between 5.2% and 19.8%{1:2). Recent guidelines from the Royal Coliege of Anaesthetists suggest that
the incidence should be <3%(3}.

Purpose
The purpose of this ongaing study is to defermine the incidence of conversion of epidurat analgesia o GA in a busy high-risk
! obstetric setting.

(. Methods

‘ Afler ethics approval, we prospeciively studied all women who had an epidural placed for labor and required a CS. The tolal

\ sample size is 1000 women. Data collected included iype of anesthesia and previously identified determinants of failure of
epidural anesthesial;2;4. The primary outcoms was incidence of GA. The proportion of GAs was calcutated and compared to
3%. We used descriptive statistics to analyze the demographics.

Resulis

As of December 2006, we recruited 327 patients. The mean matermal age was 33+/-4.3 years. The mean body mass index was
29+/-6.9. The incidence of GA was 13/327 [4.0%, $5% confidence interval 2.1% 1o 6.7%, p=0.31}. The total incidence of failure

{ was 20/327 (6.1%. 95% confidence interval 3.7 to 9.27%).

{ Discussion
Labor epidural analgesia can be successfully converted to anesthesia for CS in most patients. The incidence of GA in our sample
was not statistically different from the College’s suggested guidefines. Definition of factors thot are associaled with failure may
help in early prediction and allow fime to use other forms of regional anesthesia instead of GA In selected patients.

References

1.1J0A 2002;11:81-4

2.Acta Anaesthesiol Scand 2006,50:793-7

3.hitp:/ fwww.reoa.ac.uk/docs/arb-section8.pdf. Last accessed:Jan.4/07
41J0A 2002;11.9-12
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TRANSPARENCY AND COMMUNICATION = A ROADMAP TO CONSENSUS. INTRODUCTION OF CLINICAL GUIDELINES TO ;
PERINATAL CARE IN ROMANIA

Manfred Zahorka, Nicu Fota, Mihai Horga, Victor Qisavszky {Swiss Tropical Institute / Swiss Center for international Health, CRED Foundation / i
Roemanian-Swiss Cenfer for Healih Sector Develcpment, UNFPA Romania, WHO Romanial)

Background

In spite of the high variation in Quality of Care delivered in Romanion maternities, the development and use of Clinical Practice
Guidelines (CPG) is a relatively new fealure. A consortium of Romanian stakeholder institutions, supported by intemafional
partners, including the Swiss funded Neconatology Project (ReNeonat), UNFPA, WHO, engaged in a multifaceted approach to
guideline development and consensus building within a Quality Managemeni framework,

Purpose
To assist in the development of modem CPGs, faciiitate the consensus building process through transparency and active
participation of a broad spectrum of experts and potential users and document the lessons learnt for further use.

Methods
A stepwise procedure was used: o Sensitisafion and training on CPG development. o Needs assessment, identification of working

groups, a steering committee and preduction of draft guidelines. o Consensus building through the involvement of all relevant
stakeholders using stakehaolder reviews, working groups, [T-platforms, national meetings. o Large scale pre-testing 1o maximise
consensus. o Final approval and integration into a nationat fraining program.

Resulls

CPG development was initialed within the Romanian Neonatology Society. The experience gained and the induction of quality
processes generaied the support of the national authorities and professional bodies, which created the favorable framework for
the extension of this work to the obstetrical community. At present 8 neonatology guidelines are curently applied and 24
obsietrical guidelines are under development.

Discussion

« Involving all relevant stakeholders - key to developing a successful process and to achieving consensus.

o Strotegic communication, fransparency of the process and producing successful examples facilitate the discussion.

+ There is g strong need to understand the processes and work on consensus building in order to build frust and a sense of
involment.

¢ The incorporation of CPGs Inio a QM process and the integration into national continuous education programs may
considerably reduce the delay between development and application of CPGs.
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A UNIQUE STRATEGY FOR GUIDELINES IMPLEMENTATION
Francine Borducs, Richard Ward [Office of Continuing Professional Development, Faculty of Medicine, Université Laval, Office of Continuing
Medical Education and Professional Development, University of Calgary)

Background

Despite the fact that many organizations continue to develop quaiity, evidence-based guidelines, franslation into clinical
practice remains a challenge. In 2004, a unique, flexible continuing professional development program was created to help
dissemincie recently developed nationat guidelines to general practitioners and family physicians across Canada.

Purpose
This poster will describe a unique strategy for guideline dissemination using adult educational principles.

Methods

Based on educational needs identified through a needs assessment process, a multifaceted program was developed 1o help
dissermninate guidelines regarding prescribing non-steroidal anti-inflammatory drugs (NSAIDs). Within this program format, an
on-the-spot needs assessment identifies unrecognized learning needs and determines wiich of 13 contfroversiat statements
should be covered. Reinforcing tools help in disseminating key messages.

Resulis

In the first three months of 2007, approximately 40 sessions were held. This program encourages clinical questioning, helps
participanis identify knowledge gaps and promotes linking leaming to practice. Its modular nature allows for flexibility in terms
of session length, and permits the program to be easily adapted and updated as new leaming needs arise.

Discussion

This program is an innovative method for disseminating guidelines that may did in franslating guidelines into clinical practice.
Though this program format requires some background knowledge on the part of participants, the platform allows learning
needs o be effectively and efficiently targeted. This concept can also be applied 1o other themes or fopics.
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USING DATA FROM CRITICAL INCIDENT REPORTING SYSTEMS TO INTRODUCE PATIENT SAFETY ASPECTS IN THE GERMAN
DISEASE MANAGEMENT GUIDELINE PROGRAMME. CHANCE AND CHAILENGE
C. Thomeczek, J. Rohe, G. Ollenschiager {) i

Background

Critical Incident Reporting Systems {CIRS} offer the opportunity 1o health care workers 1o safely discuss critical incidents and learn
from each other. Thus CIRS can identify system related latent emors and typical pitfalls in patient care. In the last couple of years
the demand to integrate patient safety aspects into all aspects of health care grew stronger. To accomplish this in the area of
guidelines, we use the data of CIRS during the process of guideline development.

Purpose
To describe the process of using CIRS-data to integrate patient safety aspects in the German Disease Management

Guideline programme.

Methods

The German CIRSmedical.de is an open access web-based system for users from all specialties from inpatient as well as
outpatient care. Besides the CIRSmedical.de there are further specialty-specific CIRS imptemented in Germany.

During guideline development open access CIRS are screened for reports concerning the disease in focus. Pitfalls and katent
errors are extracted from relevant reports and discussed with the authors of the guideline. f consensus Is reached that it is an
important pitfall, these emror-prone situations are menticned in the guideline. If ¢ possibly very dangerous pitfall is identified, it is
marked as a red flag” patient sofety item.

Results

As this project is sill in progress an example is provided: The report in the CIRS describes the prescription of diclofenac to a
patient with a known diclofenac allery. Since allergies fo diclofenac and other medications used fo treat lower back pain are
frequent a specific reminder to ask for allergies could be integrated in the guideline. Even though it Is clearly understood that
the question about allergies is always necessary,

Discussion
The use of CIRS to name imporiant pitfalls and errors provides the chance to integrate the aspect of patient safety in guideling
development. However, the challenge fo identify the relevant incident reports and {o exiract the important error-prone tasks is

huge.
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USING THE G-1-N DATABASE TO FACILITATE COLLABORATION ACROSS EUROPE

Gerd Guido Hofmann, Angela Maienbom, Comelia Joursch-Hancke, Viktor BUber {Licison Officer European Union of Medical Specialists [UEMS).
Munich, Germany, Principal Officer Guidelines Internationot Network, Germany, Departrment of Endocrinology, Germcan Clinic for Diagnostics,
wiasbaden, Germony, UEMS Secfion of Internal Medicine, Berin, Germany)

Background

In 2002 the European Manual of Internal Medicine was published by the Editorial Board of the European Board of Infernal
Medicine of the UEMS. This compendium for diagnosis and freatment of internal diseases was based on the consensus of
scientists and clinicion from all Eropean countries organised in the UEMS and represents a common standard for management
of internal diseases in all of Europe. The next run of the manual will be published on the website of UEMS. To ensure the
integration of best evidence links 1o clinicat practice guidelines will be integrated in the online version aiming at implementing
and disseminating evidence based guidefines for Infernal Medicine in Europe.

Purpose

Main goals of this project are to:

1)bring evidence to daily practice

2put together guidelines from different European countries outlining differences and simitarities
3)developing the compendium chapter by chapter starting with a top priority topic

4}involve all relevant European scientific associations

Methods

All European clinical practice guidelines related to dicbetes available at the Internafional Guideline Database [www.g--n.net)
will be reviewed by representatives of the European Boards for Infemat Medicine and checked concerning completeness. The
Board will designate authors to design the different chapters starting with diabetes. The chapters will be then be reviewed by
experts.

Resulls
The first chopter is expected to be finalised af the end of 2007. There is planned to evaluate the use by clinicians and to
take up their suggestions for the update.

Discussion

Providing clinicians with a compendium for daily practice will enable clinicians to get fost and easy access to hest practice.
Main problems expected will be to get authors to provide chapters for the different speciatiiies in real time, as experienced
during ihe first run of publication.
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WHO-Rules on Missed Conlraceptive Pills Adapled 1o A New Duich Guideline
Boukes FS, Wiersma .

Background

The combination plll Is a very reliable contraceptive method. Guidelines on missed pills were based on the rule of seven'.
Emergency confraception (EC] could be necessary in case of missing a pilt in the first seven days after the pill-iree inferval (PF).
EC is available without prescription in the Netherfands since 2005. Ih guidelines of the Duich College of General Practitioners
{NHG}, the scientific organizations of pharmacisis {(WINAp) and gynaecologists [NVOG) confusingly different recommendations
were given on EC in case of missed pills. This seemed o be an undesirable situation,

Methods

In 2004 the WHO constructed new, simplified rules on missed pills, which stated that only when 3 or more {sub50) or 2 or more
{sub30} pills are missed, action Is needed. A multidisciplinary group (GP's, pharmacists, gynaecologists) agreed to take the
WHO-advice as a starting point and adapt it to a new Dutch guideline.

The evidence consists of 20 studies among 5-120 women. The risk of avulation when missing ong or two pills seemed to be very
small, and pregnancy almost impossible because of the cervical mucus-factor and endometriumafrophy caused by the pill,

Resulis

Not everyone judged the evidence convincing enough, especially in case of two missed pills direcily following the PFL The
WHO-group was asked to give us background information about their decisions, which they did in an e-mail correspondence.
The process of adaptation took approximately six months. It was possible fo reach consensus on the following guideline: In case
of one missed pill no extra precautions are needed. The group diso reached consensus on the recommendation that EC is only
indicated in case of two or mare missed pills in the first week afler PRt and unprotected sex in the tast 72 hours.

Discussion

The new guideiline gives an simple recommendation in the far most common situation: one missed pill. NHG is working hard
on the implementation of that new rule, in collaboration with other Dutch organizations, In ihe meantime progress is made in
reaching consensus on a simple advice in the situation that more pills are missed.
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ADAPTING AND IMPLEMENTING GUIDELINE TO IMPROVE MORTALITY DATA
Fawz Amin, Jamal Alsayyad, Ahmed Omran (Ministry of Health)

Background
Health Decisions and policies will depends on current, timely information about heatth prablems. Mortality data one of ihe most

used and important sowrce of information. Most of the couniries have commiitted to report internationally statistics on who dies
from what cause. Several international reports that few countries have good-quaiity data on mortality, our country Bahrain was
classified among other countries with low qualily of Mortality data. Preliminary investigation shows that medical residents were
mainly responsible to cerlify most Death certificate, with no under-or post- graduaie formal fraining, no identified guideline were
used, thus many cerlificate were not filled according to accepted and corect cause of death, the ill defined codes represent
25%.

Purpose
An investigation was conducted in 2005 fo analyze and recommends the appropriate action fo improve the quality of

Morlality data.

Methods :

titeratures review identify ond select the appropriate guideling, followed by reprint and developing locat version based on
death cerlificate with bilingual language [Arabic and Englishy). Miniworkshop fo infroduce the guideline was developed,
incompiete and wrongly made certificate, Case studies and several scenarios were used in the workshep. It was infroduce
in the Undergraduate Medical student curriculurn, ond most residency programs, other specific course were given o
post-graduate Physicians.

Results
The results of the first Audit in 2005 will be infroduce, the contents of the workshop and the guideline will be presented.

Discussion
Guidelines have an important role in changing ihe behavior of healih workers, if it designed and disseminaied in appropriate,
acceplablte and attractive way. The involvement and ownership of the guideline confribute fo its implementation and adapting

the required changes.
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EBM AND CLINICAL TRIAL IN KOREAN ORIENTAL MEDICINE ;
In-Hwa, CHOI [Kyung Hee University, East-West Neo Medical Center)

Background

The concept of evidence-based medicine(EBM) ensures that physicians are familiar with using a calculated estimate of the i
patient's probability of having a disease, and to understand potential risks and benefits of tests and freatments. However,

Korean Oriental medicine sfill has many problems with clinical trials, for instance; lack of funding from pharmaceutical

companies and government and Jack of standardized research methodology. Generally in Oriental Medicine, 1 is very

important to assess patients' individually. So it's more difficult to design a clinical trial and make guidelines about a certain

disease.

Purpose
The aim of this sfudy is to examine the situation of EBM and clinical trials in Criental Medicine in Korea up 1o fanuary 2007.

Methods
| checked how hospitals are nominated to offer clinical trials; phases 1, 2 and 3; ; curently used in Korea. After that | esiablished
how many oriental hospitals are  included in this system. | also tried to search for both the completed clinical trials of these

hospitals and other on-going trials.

Resulis

1. Phase 1; clinical trials hospitals {until January 2007}: 33 hospitals

2. Phase 2 ; clinical Irials hospitals {until fanuary 2007): 87 hospitals (including 4 Criental hospital, 0.05%)
3. Phase 3; clinical trials hospitals {until January 2007): 109(including ¢ Criental hospital, 12.1%}
4. 9 hospitals among 73 Oriental hospitals recieved permission for phase 3; clinical irials.

5. Study subject:

lirelated to acupuncture-14

2irefated to herb-medicing -30

3Ijrelated to medical devices - ¢

djrefated o food - 2

S others - 6

Discussion

it's very important fo develop mechanisms for re-embedding knowledge shaped by practice back into our professional
knowledge base so that it becomes richer and deeper. Therefore we should do our best to increase and improve the
development of methodology for EBM and chinical irial in Korean Oriental Medicine.

(
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PROVINCIAL GUIDELINES FOR PREPAREDNESS FOR PANDEMIC INFLUENZA IN JAPAN
Yuichire Yahato, Yoshiharu Fukuda, Hiroyuki Nakae, Hirohisa Imal [National Institute of Public Health)

Background

Preparedness for and response fo Pandemic Influenza H5N1 is an extremely Important concem around the world. The Ministry of
Health, Labor and Weliare (MHEW) of Japan distributed o Pandemic influenza Preparedness Action Plan in November 2005, and
ihen requested similar plans from provincial government offices. Aimost alt provincial governments had prepored a Pandemic
Influenza Preparedness Action Plan by 2006. However, many of these plans do not have grading of alert levels or detailed plans
for action.

Purpose
we discussed the most useful grading of alert level for response and disiributed the standordized manual on the Pandemic

Influenza Response Plan bassd on non-pharmacoelogic intervention at each level.

Methods
we collected pandemic response plans from the web sites of WHO and many countries. We discussed which plans were most
useful for grading of alert levels and the detailed responses they outlined for non-pharmacologic infervention.

Resulis

We compared several coundries' plans. The definition of alert level by Singapore was the most useful and detailed, as was
Singapore’s grading of the pandemic sifuation of B5N) infection. Singapore has described the detais of non-pharmacologic
intervention at each alert level. We have referred to describe in ihe provincial office for response.

Discussion

The Pandemic Influenza preparecdness and response plan developed by Singapore included the most useful grading for afert
level and detdils of preparedness and response by non-pharmacologic intervention, of the plans that we studied. We have
been imporiant for non-pharmacologic intervention. For example, Tamiflu would be deficiency fo prescribe for HANT virus
infection of person post novel influenza occured. Therefore, we concluded that Singapore has planned the most useful grading
system and preparedness and response plan.
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Introducing the Li Ka Shing
Knowledge Institute

St. Michael's Hospital, with the help of visionary donors and
the University of Toronto, is establishing an institute devoted
to aceelerazing the global adeption of proven best practices.
The Li Ka Shing Knowledge Institute is dedicated to bringing
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environment that will generate knowledge to improve the
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The Li Ka Shing Knowledge Institute is St. Michael's Hospital's
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sets the standards for specialty education
in over 60 areas of medical, surgical and
laboratory medicing;

accredits all specialty residency programs;

assesses the acceptability of resident’s
education;

develops and administers certification
examinations;

The Royal College of Physicians and Surgeons of Canada

The Royal College is a national not-for-profit organization of over 40,000 medical
and surgical specialists as well as resident members in 86 countries. The College
oversees the medical education of specialists in Canada and advances the
standards of postgraduate medical education and practice.

To accomplish this, the Royal College

influences the development of scund
health and public policy;

advances a high standard of specialty care
through its professional development
programs and the CanMEDS framework of
competencies; and

promotes high standards of professional
and ethical conduct among its members.

Fellows of the Royal College are readily identified by the internationally recognized professional
designation of FRCPC or FRCSC. These designations are evidence of the successful completion of
a training program that meets the high standards established by the Royal Coliege and a
commitment to continuing professional development.

For more information about the Royal College, visit hitp://rcpsc.medical.org.
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GUIDELINES
ADVISORY COMMITTEE

Best Evidence - Best Practices - Better Health

Best Evidence |

losing the Clinical Care Gap

Best Practices I

Guidelines Advisory Commitiee
500 University Avenue, Suite 650
Torontg, ON M5G 1V7
Tel:416-946-789% - 1-888-512-8173
Fax: 416-971-2462
Email:contact@gacguidelinegs.ca

www,.gacguidelines.ca

About the GAC

The Guidelines Advisory Committee (GAC) was eslablished by the Ontario
Ministry of Health and Long-Term Care and the Ontario Medical Association
to promote evidence-based health care in Ontario, by encouraging physicians
to use the best available clinical practice guidelines.

Objective

GAC assists physicians by identifying the best evidence-based guidelines for a
topic area, and summarizing them for ease of use. The GAC'’s guideline review
process has resulted in our endorsement of over 70 guidelines to date.

Review Process

Topic areas are selected based on the needs of cornmunity-based physicians,
the availability of quality evidence, the clinical significance of the topic and
other factors. An international search for guidelines is performed and selected
guidelines are assessed by 4 independent physicians, using the Appraisal of
Guidelines Research and Evaluation (AGREE) instrument.

Endorsement

Following an in-depth review of the physician assessments, the GAC endorses
those guidelines deemed the best developed and most applicable in Ontario.
Summaries of the GAC endorsed guidelines are developed and posted on the
GAC website, along with tools for implementation. (www.gacguidelines.ca).
Links to all other assessed guidelines are also provided, where available.

implementation

The GAC also develops and recommends appropriate strategies for guideline
dissemnination, implementation and evaluation, working closely with the
Ontaric Guidelines Collaborative, a multi-stzkeholder, inter-disciplinary
network of organizations and assotiations involved in educating physicians
and improving the processes and outcomes of health care in Ontario.
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Montréal, QC
Toromo, ON
Goyang, G
London, ON
London,
Kirkland, QC
La Plaine St Denis,

Unzversity of Toronto Princess

Institute for Health Sciences i
INSTITUT NATIONAL DU CANCER /F
National Comprehensive Cancer N
Registered Nurses' Association
Capital Health

University of Dundee

Toronto Rehab

McMaster University & Cancer Ca
HealthGate Data Corp.

ASCO

Department of Health

University College Londen
Haute autorite de sante
Institute of Health Economics
St. Boniface General Hospital

OXLEAS NHS FOUNDATION TRUST

Nijmegen University Medical Cen
Ortho Biotech

London School of Hygiene and Tt
Johann Wolfgang Goethe Universi
Bazian Lid

Health Canada

Centre for Pharmacotherapy Deve
Nemours Clinical Management Pro
The directorate for health and

UMC St Radboud Department Obste
Guidelines Advisory Committee

Associag#io Médica Brasileira
WorkSafeBC

Norwegian Knowledgecenter fort
Nova Scotia Dept of Health
Royal College of General Practi
Austratasian Cochrane Centre
Carelton Kirk Lodge

McMaster University

Sykehuset Inntandet HF

Radboud Unijversity Nijmegen Med
David Thompson Health Region
Infectious Diseases Society of
Ministry of Health

NICE

MOHLTC/OMA Guidelines Advisory
McMaster University : .
Ministére de la santé et des se

U of Toronto

National Cancer Center

Canadian Surgical Technologies
Royal College of Physicians

Merck Frosst Canada



Name
Peremans, Lieve
Perez Carmona, Maria Pilar
Petrella, Jill
Phillips, Susan
Pittet, Anne
Poitras, Stephane
Poole, Barbara
Pwee, Keng Ho
Qaseem, Amir
Rabady, Susanne
Rae, Lynn
Ramirez, Gabriela
Reardon, Rhoda
Redinger, Leslie
Reed, Martin
Reed, Presley
Remy-Stockinger, Magali
Rheauvme, Dorianne
Rico, Rosa
Rimon, David
Riopelle, Richard
Rissanen, Pekka
Robinson, Karen
Rodriguez, Jose Luis
Rogers, Jess
Rosenbrand, Kitty
Rosenfeld, Richard
Ross, Jillian
Rosser, Walter
Rosvik, Anne Hilde
Roy, Isabelle
Roy, Sophie
Roytblat, Leonid
Ruiz, Franciz
Sabourin, Guy
Saenger, Sylvia
Salcedo Fermmandez, Flavia
Saleh, Michael
Salgado, Antonio
Sampaio, Luis Fernando
Sander, Lesley
Santa Mina, Elaine
Sawchuck, Diane
Schipper, Daphne
Schieusner, Susan
Schraeder, Peter
Scobie, Sue
Scott, Ann
Scott, Donna i
Seblain—El-Guerche, Clotiide
Segon, Ankur
Sellick, Scott
Serdarevic, Fadila
Shefa, Mehdi
Shehata, Nadine
Shekelle, Paul
Shiffman, Rick
Shiloach, Mira

" Shortt, Sam
Silva, Honorio

City, Province/State
Antwerp,
Santiago,
Halifax, NS
Melboume,
Lausanne,
Gatineaun, QC
Vancouver, BC
Singapore,
Philadelphia, PA
Windigsteig,
Newmarket, ON
Oriando, FL
Toronto, ON
Rochester, MIN
Winnipeg, MB
Westminster, CO
Lyon,

Halifax, NS
Vitonia—Gasteiz,
Naharia,
Toronto, ON
Tampere,
Columbia, MD
Mexico City,
Toronto, ON
Utrecht,
Brooklyn, NY
Toronto, ON
Toronto, ON
Oslo,

Montreal, QC
Sherbrooke, QC
Beer—Sheva,
London,

Town of Mount Royal, QC
Berlin,
Zaragoza,
Washington, DC
Valldoreix,
Brasilia, DF
Cardiff,
Toronto, ON
Vancouver, BC
Utrecht,

Saint Paul, MIN
Duesseldorf,
Wellington,
Edmonton, AB
London, ON
Lyon Cedex 8,
Evanston, IL
Thunder Bay, ON
Sarajevo,
Stockton, CA
Toronto, ON

New Haven, CT
Chicago, IL
Toronto, ON
New York, NY

Domus Medica Belgium
PONTIFICIA UNIVERSIDAD CATOLICA
Cancer Care Nova Scotia
National Health and Medical Res
TUMSP / CEPIC

University of Ottawa

BC Cancer Agency

Ministry of Health, Singapore
American College of Physicians
OEGAM

Self-Employed

Nemours Clinical Management
College of Physicians and Surge
Mayo Clinic

Children's Hospital

Reed Group

ENCLCC

Basque Government. Health Depar
NAHARIA HOSPITAL

Ontaric Neurotrauma Foundation
University of Tampere

Johns Hopkins University
Glaxosmithkline

Centre For Effective Practice
Dutch Institute for Healthcare
American Academy of Otolaryngol

Guidelines Advisory Committee
Norwegian National Electronic H
CHUM - Hopital Notre-Dame

Ben—Gurion University

NICE

CEMTGC

Agency For Quality in Medicine
Institute for Health Sciences i
Association of American Medical
Institut de Recerca. Hospital V
Ministry of Health of Brazil
Cardiff University

Ryerson University

Perinatal Health Program

Dutch Institute for Healthcare
American Academy of Neurology

Neﬁr Zealand Guidelines Group

Parkwood Hospital
SOR-FNCLcc

St Francis Hospital

Thunder Bay Regional Health Sci
University of Sarajevo '
Kaiser Permanente,

The Medical Office

American College of Surgeons
Canadian Medicat Association
Pfizer _ :
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Name

Simkin, Ruth
Sitmon, Anita
Slutsky, Jean
Smith, Patricia
Solway, Sherra
Somerfield, Mark
Sparks, Steve
Spithoff, Karen
Sriharan, Abi
Standiford, Connie
Stanhope, Matthew
Stein, Airton
Stokes, Tim
Strapp, Ann Marie
Suzuki, Hiromichi
Taenzer, Paul
Teare, Gary
Teikari, Martti
Thomeczek, Christian
Thompson, Peter
Tong, Alison
Tregear, Michelle
Tulonen—Tapio, Johanna

Tumanan—-Mendoza, Bemnadette

Turner, Tari
Twaddle, Sara
Uhlig, Katrin

Van barneveld, Teus
Van Dam, Anne

Van de steeg, Mona
Van den bogert, Joke
Van der wees, Philip
Van Royen, Paul
Vanderhorst, Mary—Lou
Vaz Cameiro, Antonio
Vinz, Cally

Virani, Tazim
Wallace, Paul
Watson, Jo

‘Webster, Fiona
Weinbrenner, Susanne
Westby, Maggie
White, Marc
Wierzba, Waldemar
Wilkins, Annette
Willett, Sarah

Wolf, Ray

Wolnik, Susan
Wonderling, David
Woodend, Kirsten
Wooster, Douglas
Wooster, Elizabeth
Yahata, Yuichiro
Yee, Jennifer
Zitzelsberger, Lovise

Total Registrants: 415

Wnnipeg, MB
Stony Plain, AB
Rockville, MD
Thunder Bay, ON
Toronto, ON
Alexandra, VA
London,
Hamilion, ON
Toronto, ON

Ann Arbor, MI
South Melboume,

London,
Toronto, ON
Machida—shi,
Calgary, ON
Saskatoon, SK
Helsinki,
Berlin,
Adelaide, So
Sydney,
Plymouth Meeting, PA
Helsinki,
Pasmarinas,
Vi,

Boston, MA
Utrecht,
Ottawa, ON
Utrecht,
Utrecht,
Amsterdam,
Antwerp,
Hamilton, ON

Bloomington, MN
Toronto, ON

Toronto, ON
Toronto, ON
Berlin,

Oxford,
Vancouver, BC
Warsaw,
Toronte, ON
London,
Bridgewater, NI
Toronto, ON
London,
Ottawa, ON
Toronto, ON
Toronto, ON
Wako,
Toronto, ON
Chelsea, QC

Hospital or Company Name
University of Manitoba CME
Alberta Cancer Board

NOSM-West Campus
Toronto Rehab
ASCO

Cancer Care Ontario Program in
Project Globe Consortium
University of Michigan

The University of Melbourne

National Institute for Health a
Mlnistry Of Health

International Medical Informati
Calgary Health Region

Health Quality Councili
Duodecim Medical Publications L
Agency For Quality in Medicine
The Joanna Briggs Institute

The Children's Hospital at West
ECRI Institute

Centr for Pharmacotherapy Devel

Monash University

Tufts~New England Medical Cente
Dutch Institute for Healthcare
Canadian Lung Association

Duich Institute for Healthcare
Association of Comprehensive Ca
KNGF

Domus Medica Belgium

The Village of Wentworth Height

ICS1
Registered Nurses' Association

Sunnybrook Health Sciences Cent
CIHR’s Institute of Circulatory
Agency For Quality in Medicine
National Institute for Health &
Harvard Medical School
AHTAPo]

HIV Rehabilitaion

Naticnal Institute for Health a
sanofi—aventis

Ontario Ministry of Health and
Royat College of Surgeons of En
University of Ottawa

MNational Institute of Public He
Sunnybrook Health Sciences Cent
Canadian Partnership Against Ca
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Office of Continuing Education and Professional Development
Faculty of Medicine, University of Toronto
500 University Avenue, Suite 650
Toronto, Ontario M5G 1V7
Phone: 416.978.2719 / 1.888.512.8173
Fax: 416.946.7028
E-mail: ce.med@utoronto.ca
Website: www.cme.utoronto.ca

eEECEPD

Continuing Education and
Professional Development

FACULTY OF MEDICINE, UNIVERSITY OF TORONTO






