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ASSOCIATIONS BETWEEN GUIDELINE QUALITY INDICATORS AND
GUIDELINE CHARACTERISTICS

Implementation and quality improvement (including indicators)
#0OA001

J.J. Jue, S. Cunningham, K. Schoelles
ECRI - Plymouth Meeting (United States Minor Outlying Islands)

Background & Introduction
Guidelines are developed within national, clinical and specialty contexts. These various
contexts exert influence on guideline development.

Objectives / Goal
To explore associations between guideline quality indicators and guideline characteristics

Methods

Using publicly available data on guideline appraisals from the National Guideline
Clearinghouse, we defined guideline rating scores into high (>=4 out of 5) or low (<=3 out of
5). We characterized guidelines as addressing adult or pediatric issues; being U.S. or non-
U.S. developed; and subspecialty or generalist developed. We used logistic regression in
STATA 13 to assess for associations.

Results & Discussion

71.7% of guidelines were developed in the U.S.; and 63.8% were developed by subspecialty
societies; 8.7% addressed a pediatric population. We found that guidelines developed by U.S.
organizations were less likely than those developed by non-U.S. organizations to score high
on documenting conflict of interests (OR 0.09, 95%CI 0.012, 0.75); incorporating patient
perspective (OR 0.17, 95%CI 0.07, 0.41); and performing external review (OR 0.12, 95%CI
0.04, 0.34). Guidelines addressing pediatric topics were less likely to score high on
documentation of benefits and harms (OR 0.02, 95%CI 0.003, 0.18). Guidelines developed
by subspecialty groups were less likely to score high on funding disclosure (OR 0.09, 95%CI
0.01, 0.72) and updating of guidelines (OR 0.07, 95%CI 0.16, 0.32).

Implications for guideline developers / users
This exploratory analysis suggests guidelines developed in certain context have a tendency
towards particular weaknesses.

Conclusion
There is an opportunity to focus on sharing knowledge both globally and across specialties to
improve guideline development and rigor in areas of weakness.
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CHECKING THE CHECKBOXES - DEVELOPMENT OF CRITERIA AND
METHODOLOGY FOR EVALUATION OF APPROPRIATENESS OF CLINICAL
QUALITY MEASURES

Implementation and quality improvement (including indicators)
#0OA002

A. Drabkin, B. Alper
DynaMed - Ipswich (United States of America)

Background & Introduction

Performance measures are developed by a wide range of organizations, are used to compare
and report quality of healthcare services and have financial impact. Performance measures
may be more influential than guideline recommendations in driving physician behavior. There
is a need for reliable, objective, systematic assessment of the appropriateness of these
performance measures.

Objectives / Goal

1.Participants will learn the DynaMed Plus initial four criteria and the methodology for using
these criteria to evaluate the appropriateness of a performance measure

2. Participants will learn the process we have followed to expand and refine the criteria.

Methods

We developed 4 initial criteria for appropriateness of performance measures extrapolated from
experience in assessing evidence and guidelines. We adapted these criteria iteratively with
an expanded group of healthcare professionals, reaching consensus in multiple stages for the
framework for the criteria, the criteria descriptions, and the methods to rate whether or not the
criteria are met.

Results & Discussion

Our current set of 10 criteria each have an explicit, systematic rating process. Four criteria
must be met or the quality measure is considered Not to Meet Criteria for appropriateness.
Six criteria allow nuance to result in ratings of either Meets Criteria or Meets Criteria Only With
Maodification Suggested.

Implications for guideline developers / users
Guideline developers who create performance measures should consider these criteria for
appropriateness.

Conclusion

We have extended critical appraisal principles and perspectives from evidence and guidance
to quality measures. This provides a method to determine the appropriateness of one of the
most increasingly prominent and influential factors in healthcare system evaluation and
reimbursement.
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INTERNATIONAL INSIGHTS INTO THE DEVELOPMENT OF GUIDELINE-BASED
QUALITY INDICATORS. RESULTS FROM A QUALITATIVE STUDY

Implementation and quality improvement (including indicators)
#OA003

M. Bolster 1, K. Arnold ?, S. Deckert 2, M. Becker 3, J. Schmitt 2, M. Nothacker !
IAWMF-IMWi - Berlin (Germany), 2ZEGV - Dresden (Germany), 3IFOM - Witten (Germany)

Background & Introduction

Evidence-based clinical guidelines play an important role in health care and can be a valuable
source for quality indicators (Ql). However, QI development from guidelines is often not
realised and international standards are still lacking.

Objectives / Goal
To identify facilitating and hindering factors in the development of guideline-based QI at the
international level. Results will contribute to a standard for the development of guideline-based

Ql.

Methods

15 semi-structured interviews were carried out with methodologists and clinicians from 8
organisations in 6 European/Northamerican countries who have developed guideline-based
Ql. Interviewees were selected using purposive sampling reflecting a maximum variation of
health care settings. Questions focused on methods, experiences and perceived
facilitating/hindering factors in the different stages of QI development from guidelines.
Interviews were analysed using qualitative content analysis.

Results & Discussion

A variety of possible approaches exist concerning timing and organization of guideline-based
QI development. A programmatic approach with links to existing quality improvement
strategies and involvement of various stakeholders including patients appeared as a crucial
facilitating factor for developing and implementing guideline-based QI. Other facilitating factors
include a clear methodology with structured criteria and decision-making processes, the
pooling of clinical and methodological knowledge and QI training in the developing team as
well as a shared understanding of their intended use. There is a broad agreement on the
required methodological key criteria, but feasibility remains critical. Measuring qualitative
aspects and individualized care pose current challenges.

Implications for guideline developers / users
With adequate planning developing guideline-based QI can succeed either parallel to or
following the guideline development. Strategic partnerships are key for implementation.
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GUIDELINE DEVELOPMENT CHECKLIST EXTENSION FOR RAPID GUIDELINES

Developing Recommendations
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R. Morgan 1, I. Florez %, M. Falavigna 2, S. Kowalski 3, E. Akl 4, H. Schiinemann °
IMcMaster University - Hamilton (Canada), ?Hospital Moinhos de Vento - Porto Alegra (Brazil),
3Universidade Federal do Parand - Curitiba (Brazil), “McMaster University; American University
of Beirut - Beirut (Lebanon), SMcMaster University; American University of Beirut - Hamilton
(Canada)

Background & Introduction

Practice guidelines require a substantial investment of resources and time, often taking
between one and three years from conceptualization to publication. However, urgent
situations require the development of recommendations in a shorter timeframe.

Objectives / Goal
Based on identified challenges and solutions in developing rapid guidelines (RGs), we
propose guiding principles for the development of RGs.

Methods

We utilized the Guideline International Network-McMaster Guideline Development Checklist
(GDC) as a starting point for elements to consider during RG development. We built on those
elements using the findings from a systematic review of guideline manuals, a survey of
international organizations conducting RGs, and interviews of guideline developers within the
World Health Organization. We reviewed initial findings and developed an intermediate list of
elements, as well as narrative guidance. We then invited experts to validate the intermediate
list, review for placement, brevity, and redundancy. We used this iterative process and group
consensus to determine the final elements for RG-development guidance.

Results & Discussion

Our work identified 21 principles within the topics of the Guideline International Network-
McMaster GDC to guide the planning and development of RGs. Principles fell within 15 of the
18 checklist topics, highlighting strategies to streamline and expedite the guideline
development process.

Implications for guideline developers / users
Integration of these principles within currently disseminated guideline development standards
will facilitate the use of those tools in situations necessitating RGs.

Conclusion

We defined principles to guide the development of RGs, while maintaining a standardized,
rigorous, and transparent process. These principles will serve as guidance for guideline
developers responding to urgent situations such as public health urgencies.
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S. Blanchard-Musset 1, P. Jonckheer 2, M. Laurence 3, A.W. On Behalf Of The G-
I-N Accelerated Guideline Development Working Group 4

IHaute Autorite De Santé - Saint Denis La Plaine (France), 2Belgian Health Care Knowledge
Centre - Bruxelles (Belgium), *Haute Autorité de Santé - Saint-Denis (France), *Guidelines
International Network

Background & Introduction

There has been an increasing demand from policy makers to have rapid access to evidence-
based decision supports. In this context, a GIN Accelerated Guideline Development
Working Group (AGD)-WG was established to propose a method to develop guidelines in an
accelerated way.

Objectives / Goal
To develop an AGD method for GIN members

Methods
(AGD)-WG performed a systematic review on rapid products, 3 surveys and 4 GIN
conference workshops to produce an AGD manual. This manual is currently tested by GIN
members.

Results & Discussion

The main elements of the AGD process were identified by the review and expertise from GIN
members. Based on iterative design the ADG WG selected 18 flexible key elements to be
gathered in an AGD core model. The key elements are flexible since they can be used or not
according to the context where the core model is adapted: time requirements, type of data
available, updating needs, number of questions, controversy in the topic, etc.

The first feed backs showed that some key elements are major to accelerate the process
(restricted analysis to high level of evidence, optional working group, no peer review but
mandatory consultation of stakeholders) and some others are minor (experienced experts
implication, restricted number of experts and meetings, electronic tools used).

Implications for guideline developers / users
All documents are open access on the GIN website.

Conclusion

The current phase involves collecting GIN member experiences in applying the AGD manual
in real life with a questionnaire online. How to perform an accelerated process on expert
consensus is the next perspective to the (ADG) WG.
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INCREASING SPEED WHILE MAINTAINING GUIDELINE QUALITY: FACT OR
FICTION? 1 DEVELOPING PRIMARY CARE RAPID RECOMMENDATIONS

Developing Recommendations
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T. Kuijpers 1, T. Bekkering 2, M. Vermandere 2, I. Kunnamo 3, J. Burgers 1, B.
Aertgeerts 4

1Dutch College of General Practitioners (Netherlands), ?KU Leuven (Belgium), *Duodecim
(Finland), KU Leueven (Belgium)

Background & Introduction

Recently, the first Primary Care Rapid Recommendations (PCRR) were published. An
important aim is to translate practice-changing evidence rapidly into recommendations for
clinical practice.

Objectives / Goal

To present the method of developing PCRR based on international collaboration with a
systematic review team and a guideline development panel and to share this within a broader
international audience with an interest in sharing investments and learning about how
international collaboration might prevent duplication of effort while maintaining or gaining high
guality in clinical guideline development.

Methods

A few structured questions are the starting point for summarizing the evidence by a review
team. In parallel, an international guideline panel meeting online, including patients, rapidly
develops recommendations. During the process we adhere to international guideline quality
standards such as AGREE, IOM, and GRADE.

Results & Discussion

Due to shared efforts we were able to develop recommendations supported with evidence
from high quality systematic reviews conducted in the same period of time. Within one year,
we produced four RapidRecs, which were published in MAGICapp. Two of these were also
published in the BMJ. We faced challenges adhering to the original timeline of 90 days from
publishing of potentially practice changing evidence. Patients contributed valuable viewpoints
in the panel meetings. The recommendations were developed globally, so local (nhational)
adaptation of the recommendations is warranted.

Implications for guideline developers / users

Participants learn about how evidence could be translated into recommendations rapidly while
adhering to international quality standards.

Conclusion
International collaboration between systematic review groups and guideline developers is a
promising approach to prevent duplication of effort in guideline development.
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GLOBAL EVIDENCE ECOSYSTEM FOR ORAL HEALTH: FROM NEW EVIDENCE
TO SYSTEMATIC REVIEWS, TRUSTWORTHY, RECOMMENDATIONS AND
DECISION AIDS CHANGING PRACTICE

Using technology to support uptake, implementation and evaluation
#0CO001
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lUniversity of Dundee - Dundee (United Kingdom), 2Cochrane Oral Health, University of
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Background & Introduction

Oral health represents a global challenge but also an opportunity to explore how innovations
in sharing work and data in an emerging Digital and Trustworthy Evidence Ecosystem (DTEE)
could result in documented increased value or reduced waste. The Global Evidence
Ecosystem for Oral Health (GEEOH) is a partnership of international organisations with
responsibility and involvement in the different stages of the ecosystem.

Objectives / Goal

To respond to new evidence for oral health with coordinated and efficient creation,
dissemination and implementation of systematic reviews, guidelines and decision aids at the
point of care, ready for global adaptation and re-use, with embedded evaluation of
implementation strategies.

Methods

Figure 1 visualizes the DTEE for this case study. International Association of Dental
Research reports research, Cochrane Oral Health produces systematic reviews from practice-
changing trials, the American Dental Association and Scottish Dental Clinical Effectiveness
Programme create guidelines and recommendations and decision aids in MAGICapp for the
UK and USA, the World Health Organisation and World Dental Federation consider global
adaption and re-use. Information Services Scotland data is used to evaluate impact on care
and patient-important outcomes producing evidence to feed the loop.

Results & Discussion

We will present the results within the Evidence Ecosystem, including barriers and facilitators
for evidence synthesis, dissemination and active implementation and evaluation of delivered
care for oral health.

Implications for guideline developers / users

Taking an integrated ecosystem approach can capitalise on each partner és
advantage resulting in more efficient and effective development, implementation and
evaluation of guidelines.



Conclusion
The GEEOH exemplifies opportunities for closing the loop between new evidence and

improved care.
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STRUCTURED COMPARISON OF CLINICAL PRACTICE GUIDELINES VIA
CLINICAL DECISION TREES USING POPULATION BASED REGISTRY DATA,
APPLIED TO NON-MUSCLE INVASIVE BLADDER CANCER

Using technology to improve guideline development methods
#0C002

K. Ebben, A. Steutel, J. Van Der Werf, T. Van Vegchel, R. Vernooij, X. Verbeek
IKNL - Utrecht (Netherlands)

Background & Introduction

Clinical practice guidelines (CPGs) can differ significantly between countries, despite
similarities in evidence-based recommendations or population characteristics. Based on
clinical decision trees (CDTs), we developed a method to systematically compare and identify
similarities and differences between CPGs.

Objectives / Goal
Method development of structured CPG comparison, using data on the level of single
concepts that represents the clinical essence on a human and computer interpretable manner.

Methods

We created CDTs for recommendations of the European Association of Urology (EAU) and
Dutch CPGs for non-muscle invasive bladder cancer (NMIBC). We developed a uniform model
and common vocabulary for representing CDTs. The schema consisted of decision nodes
(data-items corresponding to population characteristics, e.g. T-stage), branches (data-item
values, e.g. <=T2), and recommendations (e.g. chemotherapy). Then, using this model and
the resulting CDTs, we compared recommendations generated by both CPGs based on real-
life data from NMIBC patients from the Netherlands Cancer Registry.

Results & Discussion

Comparison of the CPGs revealed overall population characteristics for the recommendations.
Preliminary results show substantial identical interventions between CDTs that are
recommended to all identifiably subpopulations. Also potential clinical relevant differences
were revealed.

Implications for guideline developers / users

The results of such substantiated structured CPG comparison facilitates meaningful working
group discussions for CPG and CDT revisions.

Conclusion

The decision tree model and common vocabulary facilitates systematic comparison of CPGs,
and clearly highlights CPG similarities and differences. Despite some overlap in population
characteristics and recommendations , application of this method revealed compelling
variations between EAU and Dutch oncological CPGs. Ultimately, these CPG differences may
be a factor in the divergence of disease outcomes.
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CONSENSUS RECOMMENDATIONS IN THE ABSENCE OF GOOD EVIDENCE:
UNDERSTANDING THE SPECTRUM IN NICE GUIDELINES

Developing Recommendations
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Background & Introduction

The NICE guideline methods manual states that recommendations are based on the best

available evidence. When good evidence to directly answer a review question is unavailable,

a 6consensus recommendati oné c aontradigoryrevdderee, b as e d
or expert opinion'. We wanted to better understand what constitutes a consensus
recommendation and when and how these recommendations are made.

Objectives / Goal
To identify and describe consensus recommendations within NICE guidelines.

Methods
A retrospective review of a convenience sample of 14 NICE guidelines (6xClinical Guidelines,
3xPublic Health, 3xSocial Care, 2xMedicines Practice).

Results & Discussion

All guidelines contained consensus recommendations; they were rarely apparent from the
wording and were mostly identified from reports of committee discussion in the Linking
Evidence to Recommendations sections. Recommendations addressed good practice,
service delivery and interventions; they were developed as follows:

-expert opinion only with no supporting evidence

-expert opinion with limited/unclear/contradictory evidence

-extrapolation from indirect evidence

-extrapolation from recommendations in other guidelines

Methods were mostly informal consensus, one guideline used both informal and formal
consensus with a modified RAND approach. Wording of recommendations varied - two

foll owed NICE convention of denoting a O0strong¢
directive wording such as pueddcumenppoand, 66eh
wording included O6considerd or O0think aboutd

Implications for guideline developers / users

Guidelines need to be more transparent so consensus recommendations are easily
identifiable; this will facilitate surveillance and updating. We need to define how committees
can express high certainty around a consensus recommendation.

Conclusion
Consensus recommendations are prevalent across NICE guidelines and cover more than just
good practice issues.
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CONTRIBUTION ANALYSIS AND UNDERSTANDING IMPACT: DO YOUR
GUIDELINES MAKE A DIFFERENCE?

Implementation and quality improvement (including indicators)
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M. Lanigan, R. James
SIGN - Edinburgh (United Kingdom)

Background & Introduction
Our organisational aim is 'Better quality health and social care for everyone in Scotland'. Yet
up until now we had no formal way of knowing if SIGN guidelines contribute to this aim.

Objectives / Goal

To introduce contribution analysis into the work of SIGN, helping us to better understand how
our guidelines influence:

- knowledge and skills

- practice and behaviour change, and

- improved health and social care for people in Scotland.

Methods

To develop and refine a logic model for SIGN, workshops were held with various groups of
staff and patient representatives involved in our work.

Our resources, activities, reach and outcomes were mapped.

Indicators for several topics of importance were identified to focus on.

Initial data collection and reporting has begun.

Results & Discussion

The logic model now underpins decisions and planning for the senior management team of
SIGN. We are confident in being able to report on the impact of the work of SIGN and show
how they make a difference. The unintended impact of starting this work was the change in
thinking that it has prompted and its influence in other areas of our work. There is a greater
emphasis on feedback loops, ensuring we are collecting information, reflecting and then
making informed decisions about next steps.

Implications for guideline developers / users

Developers:

- Increased workload relating to data collection, analysis and reporting

- Greater understanding of what works and whatdoesn 6t wor k

Conclusion
Guideline developers should consider introducing contribution analysis into their work.
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YOU SAY, WE DO: NI CE RESPONSE TO USERSO6 NEETCL
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Implementation and quality improvement (including indicators)
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Background & Introduction

To deliver the National Institute for Health and Care Excellence (NICE) implementation

strategy, we regularly engage with stakeholders to gather feedback. This paper describes the

latest survey findings and the response from NICE.

Objectives / Goal

To understand usersé experiences of i mpl ementin

delivery of the implementation strategy.

Methods

A 2-phase study was conducted between July and October 2017. Phase 1 included 15
interviews with representatives from health care, public health, and social care sectors. The
outcomes informed the work of phase 2 in developing a 20-item survey. We discussed the
survey findings across NICE and developed an action plan to inform the NICE response.

Results & Discussion

860 responses were received. The findings indicated that the most important source of
information respondents used for improving local practice was NICE guidance. The top reason
for using them was informing everyday practice. The majority stated that they had used NICE
guidance successfully and had changed their local practice (Figure 1). Over half had a positive
experience of using NICE guidance as shown in Figure 2.

Implications for guideline developers / users
Respondents highlighted challenges faced when implementing guidance and made
suggestions for doing things differently. NICE has taken steps to address these issues,

consisting of rwefrll eddt iinng gtuhied adleaemdsbmation lofotheme nt ,

content, and continuing support for implementation.

Conclusion
The findings reinforce the NICE implementation strategy, the direction of travel for our 2018/19
business plans, and the long term aim of the digital content strategy.
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CLINICIAN PERSPECTIVES, CONTEXT AND COSTS INFLUENCE
IMPLEMENTATION OF GUIDELINE RECOMMENDATIONS IN CARDIOLOGY IN
THE UNITED STATES AND CANADA

Implementation and quality improvement (including indicators)
#OEO003
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IMcMaster University - Hamilton (Canada), 2University of California, Davis - Davis (United States
of America)

Background & Introduction
Clinical-practice-guidelines (CPG) are often addressing cost to develop recommendations
that facilitate high-value care.

Objectives / Goal
Study factors that influence clinical decisions in the context of CPG-recommendations
andexpl ore cardiologistsdéd knowl.edge and attitudes

Methods

Cardiologists from the United States and Canada considered vignettes regarding four
common clinical scenarios and selected their preferred management option. They then rated
the influence of seven factors on their decision-making (safety, effectiveness, patient-
centered-care, cost-considerations, local hospital-practice, medicolegal concerns, and prior
experience). Follow up questions explored perceptions on cost-considerations. Analysis
included ANOVA for ratings, basic content analysis for free-text responses.

Results & Discussion

106 cardiologists completed the survey. Cardiologists frequently chose non-CPG-
recommended options (Table-1); across scenarios, individual cardiologists sometimes choose
recommended and sometimes non-recommended strategies. Respondents rated safety,
effectiveness (evidence-based care) and patient-centered care as important determinants of
decision-making regardless of whether they chose CPG concordant or discordant
management options (Figure-1). 96(91%) considered out-of-pocket patient expenses to be
crucial in decision-making; most, however (59%) do not feel well informed to address patient
inquiries regarding costs and seldom discuss costs with patients.

Implications for guideline developers / users

CPG-Recommendations are limited in their influence on clinical decision-making. Possible
problems include insufficient incorporation of clinician perspectives in the guideline, and
inadequate knowledge translation strategies or efforts.

Conclusion

Cardiologists rate effectiveness similarly irrespective of whether or not their choice is
concordant with CPG-recommendation. Non-adherence to CPG recommendations is
frequent; individual cardiologists sometimes choose CPG concordant and sometimes
discordant options, suggesting a major role of contextual factors in decision-making. Although
acknowledged as important, knowledge of cost-considerations is insufficient and requires
support.



Table-1 — Management option chosen by cardiologists

N (%) who preferred a non-

CPG recommended option

Case-1 — Routine follow up of a patient with

asymptomatic CAD (risk factor modification being 62 (58)
appropriately managed by primary care provider)
Case-2 — Sustained VT in the setting of underlying CAD
requiring revascularization, not associated with an 92 (87)
acute coronary syndrome
Case-3 —work up of uncomplicated syncope, no high 74 (70)
risk features on history and physical exam.
Case-4 — ER disposition of a patient with non-cardiac

20 (19)

chest pain, unremarkable evaluation for ACS
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Sub-Headings

Select Quotes

Imperative to consider costs

‘If physicians don't assist in "bending the cost of care" downward the government will do it for us.

Difficulty obtaining

‘Really knowing what true costs are is not a simple task, as many factors that a typical physician

9 | information on costs. would be unlikely to be familiar with contribute to cost’.

e Incorporating costs in ‘It is unclear to me how one can incorporate cost effectiveness analysis into INDIVIDUAL care

-g individual decision making management when there is an established standard of care in the field that indicates a treatment
é pathway’.

3 Physician’s responsibility is to | ‘The primary responsibility of a physician is to do the best for their individual patient’.

the patient, not to consider ‘The provider is 100% responsible to the patient. If this country decides to ration health care, then |
'E costs have no control, but while | do, | will use every tool to assure best QOL, and longevity’.

% | Teaching and learning ‘Need to increase awareness and improve training re cost effectiveness during residency and
> fellowship’.

Impact of out of pocket costs | ‘Out of pocket expenses realistically will dictate compliance w. prescribed meds. and treatment plans’
¥ | on patient Compliance ‘These are frequently uncommunicated concerns which may dictate patient behavior and compliance’.
g Determining OOP costs for ‘In our current chaotic "system" it is very difficult to determine what those out of pocket expenses will
5 each patient be’.

:_a' ‘Out of pocket expenses are important but information are not easy to obtain’

+ | Shared Decision Making — ‘I always inform patients that if they cannot afford a medication or test to NOT pick up the medication
'g discuss costs with patients or schedule the test and call me/ the office.” ‘Knowing out of pocket expense would not change

% necessary tests, however, it would allow for dialogue and formation of a payment plan if needed’.

% | Out of pocket patient costs as | Probably having people bear a greater share of the costs of health care may prevent them from

© | atoolto change behaviour demanding tests; however, would also discourage the ones who we feel really need it.

Patient and Peer ‘Patients perceive that a physician has not done anything for them when no tests are performed. They

Expectations, Medicolegal commonly perceive as "the doctor does not care enough", The referring physician also has

Concerns expectations that tests will be performed so they can give answers to their patient. Vasovagal syncope
g may be the most common cause. However, in my experience | have come across cases where that was
E the only cardiac symptom related to a patient having critical CAD needing CABG surgery. Patients may
; pass out from syndromes such as long QT and have sudden death. Unless it is one or two isolated
v episodes, if there was no cardiac work-up done, it becomes very difficult to defend oneself in court.

g The cost of my life getting disrupted with a law suit trumps the costs if doing an echo, carotid and

g event monitor or loop recorder. Thus, | would not factor cost effectiveness here’

] ‘1 feel that the primary conflict is with other providers, mostly outside of cardiology, who are fearful of
'g missed diagnoses, and seem oblivious to the cost of false positives and gvertesting and

overtreatment’.

Insurance and Contextual Factors

Insurance companies usually
have reasonable policies

‘Insurance rules are usually based on Professional Guidelines and are reasonable, even though
annoying. If physicians knew the costs of tests, they might change their ordering profile’.

The problems with insurance
company pre-authorizations
and other restrictions.

‘In private practice often times one must request “prior authorization” in order to proceed as per your
clinical judgement, which comes from someone at the insurer with check list who really does not
understand the clinical situation. This person may even be a physician but if he/she is an obstetrician
who does not understand cardiology, for example, | have experienced totally inappropriate decision
making. The most glaring example was a patient presenting at night with a STEMI confirmed by
emergency cardiac cath with atypical symptoms about whom my office was informed by the local
insurance company on the following day that this procedure was going to be denied professional and
hospital payment because the patient did not fit their criteria for the admission and cath/PCi!’".

Contextual Factors in the US

‘1am at the VA, where the issue of cost to patients is much less of an issue compared to private
practice’.

Canadian Context

‘Such challenges are infrequent’.
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HOW CAN WE INTEGRATE GRADE AND A FORMAL CONSENSUS METHOD
INTO AN INTERNATIONAL GUIDELINE PROJECT? THE EXAMPLE OF AN
INTERNATIONAL CONSENSUS CONFERENCE ON PATIENT BLOOD
MANAGEMENT

Working with guideline panels and committees
#OF001

H. Van Remoortel 1, M.M. Mueller 2, P. Meybohm 3, K. Aranko 4, P.
Vandekerckhove 5, E. Seifried °

1Centre for Evidence-Based Practice, Belgian Red Cross, Mechelen, Belgium. - Mechelen
(Belgium), 2German Red Cross Blood Transfusion Service Baden-Wuerttemberg i Hessen,
Frankfurt, Germany. - Frankurt (Germany), 3Department of Anaesthesiology, Intensive Care
Medicine and Pain Therapy, University Hospital, Frankfurt, Germany. - Frankurt (Germany),
“European Blood Alliance, Amsterdam, The Netherlands. - Amsterdam (Netherlands),
SDepartment of Public Health and Primary Care, Faculty of Medicine, KU Leuven, Leuven,
Belgium; Faculty of Medicine and Health Sciences, Ghent University, Ghent, Belgium; Belgian
Red Cross, Mechelen, Belgium. - Mechelen (Belgium)

Background & Introduction

Patient Blood Management (PBM) aims to optimise the care of patients who might need a
blood transfusion. An international consortium of European, American, Canadian and
Australian organizations organized a 2-day International Consensus Conference (ICC) to
develop evidence-based recommendations on 3 PBM topics: preoperative anemia, Red Blood
Cell (RBC) transfusion triggers and implementation of PBM programs.

Objectives / Goal
To integrate the GRADE methodology and a formal consensus method in the process of
developing recommendations.

Methods

Systematic reviews on 17 PICO questions were conducted by a Scientific Committee (>20
international experts and methodologists) according to the GRADE methodology. The
Consensus Development Conference format was used as the formal consensus methodology
to develop evidence-based recommendations. (Figure 1)

Results & Discussion

We screened ~18.000 references and included >140 studies across the 3 PBM topics. During
the ICC, plenary sessions with the audience (100-200 stakeholders) were followed by closed
sessions where multi-disciplinary decision making panels (>50 experts and patient
organizations) formulated draft/final recommendations. Two chairs (content-expert and
methodologist) moderated these sessions and 2 rapporteurs were keeping the notes of the
discussions. The Evidence-to-Decision template (GRADEpro software) was used as the
central basis in the process of formulating recommendations. (Figure 2)

Implications for guideline developers / users

Using a systematic, rigorous and transparent evidence-based methodology in a formal
consensus format is of utmost importance to all clinicians performing haemotherapy in order
to perform the most (cost-)effective medical treatment.



Conclusion
This ICC-PBM resulted in evidence-based recommendations supported by an international
stakeholder group of experts in blood transfusion.
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Figure 1. Schematic overview of the GRADE methodology and the
contribution of the different groups involved in the consensus meeting (based
on GRADE meeting, Edinburgh 2009).
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Figure 2. The importance of the Evidence-to-Decision framework when going
from the evidence toward recommendations (source: GRADEpro software).
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CONFIDENCE IN RECOMMENDATIONS BASED ON NETWORK META-
ANALYSIS: THRESHOLD ANALYSIS AS AN ALTERNATIVE TO GRADE

Grading evidence and recommendations
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D.M. Phillippo %, S. Dias %, N.J. Welton 1, D.M. Caldwell !, N. Taske ?, A.E. Ades ?
University of Bristol - Bristol (United Kingdom), 2National Institute for Health and Care
Excellence - London (United Kingdom)

Background & Introduction

Guideline development requires synthesising evidence on multiple treatments of interest,
typically using Network Meta-Analysis (NMA). Often the studies included are assessed as
having flaws and the reliability of results from the NMA can be in doubt. Therefore, guideline
developers need to assess the robustness of recommendations made based on the NMA to
potential biases in the evidence. Recent approaches proposed to do this include GRADE NMA
and threshold analysis.

Objectives / Goal
We apply threshold analysis retrospectively to published NICE guidelines for headaches and
social anxiety, and compare with GRADE NMA.

Methods

Threshold analysis derives thresholds to quantify how much the evidence could be adjusted
for bias before the recommendation changes, and what the revised recommendation would
be. GRADE NMA combines quality assessments for each piece of evidence into an overall
judgement of confidence in the recommendation.

Results & Discussion

The quality of each piece of evidence is typically unrelated to its influence on the NMA results.
In our examples, recommendations are only sensitive to plausible biases in a small proportion
of the evidence. In larger networks with greater numbers of trials, recommendations are robust
against almost any plausible biases.

Implications for guideline developers / users
Threshold analysis can give guideline developers more confidence in recommendations
where thresholds are large and can highlight decision-sensitive studies and comparisons.

Conclusion

GRADE NMA assesses evidence quality, but does not account for the influence of evidence
on the recommendation. Threshold analysis directly indicates the sensitivity to and impact of
potential bias in each piece of evidence. This knowledge can be used to make better-informed
recommendations.
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ADAPTING GRADE FOR DIAGNOSTIC TEST ACCURACY STUDIES: LESSONS
FROM THE 2018 NICE DEMENTIA GUIDELINE UPDATE

Grading evidence and recommendations
#OF003

M. Harrisingh, K. Hopkins, J. Pink
NICE - Manchester (United Kingdom)

Background & Introduction

GRADE (Grading of Recommendations Assessment, Development, and Evaluation) was
designed to evaluate the quality of evidence for the effectiveness of interventions and to help
develop clinical guidelines. However, other study types, such as diagnostic test accuracy
studies (DTAS), need a different approach and while there has been some discussion in the
literature[1], there is a shortage of detail about the best way to adapt GRADE for these studies.
[1] Schunemann AH, Oxman AD, Brozek J et al. 2008. GRADE: grading quality of evidence
and strength of recommendations for diagnostic tests and strategies, BMJ 336, 1106-1110.

Objectives / Goal

This presentation will explain the approach taken by the NICE Guideline Updates Team to
adapt GRADE for DTAs and why this approach was successful and could be used more widely
in the future, using the 2018 update of the Dementia guideline as an example.

Methods

A modified GRADE process was carried out using likelihood ratios (LRs). Study level risk of
bias and indirectness were assessed using QUADAS-2, and at the outcome level using the
weighting of studies at moderate or high risk of bias/indirectness in the meta-analysis.
Inconsistency was based on the i2 statistic and imprecision was based on whether confidence
intervals crossed LRs corresponding to a small but important effect.

Results & Discussion

An example of the results from this review is shown in Table 1. The committee understood the
evidence presented using the modified GRADE tables and made recommendations on the
use of SPECT in the diagnosis of frontotemporal dementia.



Table 1. Example of modified GRADE table for diagnosing FTD versus non-FTD using 99mTec-
HMPAO SPECT.
Review questions:

o What are the most effective methods of primary assessment to decide whether a person with
suspected dementia should be referred to a dementia service?

* What are the most effective methods of diagnosing dementia and dementia subtypes in
specialist dementia diagnostic services?
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1. Greater than 33.3% of the weight in a meta-analysis came from studies at high risk of bias

2. Greater than 33.3% of the weight in a meta-analysis came from studies at moderate or high nisk of bias
3. 1* was greater than or equal to 50%

4. LR- 95% CI crossed 0.5.
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COCHRANE AND MAGIC PARTNERSHIP: RESULTS FROM
MUSCULOSKELETAL PILOT PROJECT ON ARTHROSCOPIC SURGERY FOR
DEGENERATIVE KNEE DISEASE

Using technology to support uptake, implementation and evaluation
#0G001

R. Buchbinder %, D. O'connor !, R. Johnston 1, R. Brignardello-Petersen 2, P.

Vandvik 3, T. Agoritsas 4, S. Van De Velde 3, S. Phillips °

IMonash University (Australia), 2McMaster University & Universidad de Chile (Canada), SMAGIC
& Norwegian Institute of Public Health (Norway), “McMaster University & University of Geneva
(Canada), °Therapeutic Guidelines Limited (Australia)

Background & Introduction
Cochrane Musculoskeletal (CM) and MAGIC are working on pilot projects to harmonise the
flow from reviews to guidelines and decision support systems. Arthroscopic surgery for
degenerative knee disease is a low-value treatment where large variation exists and research
translation is urgently needed.

Objectives / Goal
To describe our experiences with a partnership pilot project on arthroscopic surgery for
degenerative knee disease.

Methods

In 2017 CM contributed to a BMJ Rapid Recommendation (and BMJ Open Rapid Review) on
knee arthroscopy for degenerative knee disease. A strong recommendation against the use
of arthroscopy in nearly all patients with degenerative knee disease was made. The rapid
review was recently converted to a Cochrane review incorporating new evidence. MAGICapp
and SHARE-IT were used to create a decision aid to disseminate this evidence to consumers.
The content of the decision aid was informed by qualitative interviews with consumers and
health professionals about their information needs and preferences. The decision aid is being
piloted with Australian consumers and clinicians. Methods to integrate it with Australian
primary care EHR management software are being explored. The decision aid will be
evaluated in a randomised trial in Australian primary care. Therapeutic Guidelines will update
their guideline recommendation if needed.

Results & Discussion

We will present the results within the Evidence Ecosystem (Figure 1), including: barriers and
facilitators for evidence synthesis, development of the decision aid, and plans for
implementation and evaluation.

Conclusion
The Evidence Ecosystem for musculoskeletal conditions, as illustrated by this case study,
provides opportunities for closing the loop between synthesised evidence and improved care.
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A SERIES OF NUTRITIONAL RECOMMENDATIONS AND ACCESSIBLE
EVIDENCE SUMMARIES COMPOSED OF SYSTEMATIC REVIEWS
(NUTRIRECS)

Developing Recommendations
#0G002
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Background & Introduction

Many nutritional guidelines do not adhere to internationally recognized standards for
trustworthy guidelines. Limitations of existing guidelines include inadequate handling of
conflicts of interest, limited involvement of key stakeholders including consumers, limited high
guality systematic reviews, and the endorsement of strong recommendations based on low
guality evidence.

Objectives / Goal
To develop novel and trustworthy nutritional recommendations, setting an example other
organizations involved in topic-related guideline development.

Methods

As a solution, we propose NutriRECS, an international team that will develop trustworthy
nutrition recommendations. Rather than endorsement by an institution, we will independently
publish in a top-tier journal. The BMJ Rapid Recommendations project has demonstrated the
feasibility of this approach. Each NutriRECS project will be led by a steering committee, and
a panel comprised of methodologists, consumers and nutrition experts, all with minimal
conflicts of interest.

Results & Discussion

As an example of NutriRECS methods, we will present the development of a project on red
meat and health outcomes, including the assembly and compaosition of the panel, engagement
of consumers, the development of the research questions, as well as the integration of our
systematic reviews on the health effects of red meat ingestion, and consumer values and
preferences. For the latter, we will present de novo research we are conducting. We will also



present our plans to translate evidence using state-of-the-art user-friendly formats (i.e.
MAGICapp).

Implications for guideline developers / users

NutriRECS represents a new independent model of developing trustworthy guideline having
previously shown to be feasible.

Conclusion
NutriRECS will serve as a model for other topic-related organizations wishing to develop
trustworthy, independent guideline recommendations.
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RATING THE APPLICABILITY OF RANDOMIZED AND NON-RANDOMIZED
STUDIES IN SYSTEMATIC REVIEWS ON THE EFFECTS OF INTERVENTIONS

Grading evidence and recommendations
#0G003

T. Devji 1, H. Schunemann 1, E. Akl 2, H. Munthe-Kaas 3, H. Ngkleby 3, J.J. Yepes-
Nufiez !, S. Schandelmaier 1, G. Guyatt *

IMcMaster University - Hamilton (Canada), 2American University of Beirut - Beirut (Lebanon),
SNorwegian Institute of Public Health - Oslo (Norway)

BACKGROUND & INTRODUCTION

STUDIES INCLUDED IN A SYSTEMATIC REVIEW OFTEN VARY CONSIDERABLY IN POPULATION,
INTERVENTION, COMPARATOR AND OUTCOME CHARACTERISTICS. THESE FACTORS CAN INFLUENCE
CONFIDENCE IN THE EVIDENCE AS IT APPLIES TO A REVIEW OR GUIDELINE QUESTION. NO FORMAL
INSTRUMENT CURRENTLY ADDRESSES THESE APPLICABILITY (DIRECTNESS) ISSUES.

OBJECTIVES / GOAL

WE HAVE DEVELOPED AN INSTRUMENT TO ADDRESS THE APPLICABILITY OF RESEARCH EVIDENCE
FROM RANDOMIZED AND NON-RANDOMIZED STUDIES IN A SYSTEMATIC REVIEW OR GUIDELINE. THE
INSTRUMENT WILL OPERATIONALIZE CRITERIA THAT LEAD TO RATING DOWN THE QUALITY OF
EVIDENCE FOR INDIRECTNESS IN GRADE.

METHODS

WE CONDUCTED A SYSTEMATIC REVIEW TO IDENTIFY EXISTING APPLICABILITY CHECKLISTS OR
INSTRUMENTS THAT SERVED AS THE BASIS FOR DEVELOPING INDIVIDUAL ITEMS FOR OUR
INSTRUMENT. WE PRESENTED THE DRAFT INSTRUMENT TO AN EXPERT PANEL OF GRADE WORKING
GROUP MEMBERS WHO PROVIDED FEEDBACK REGARDING CLARITY AND COMPREHENSIVENESS. WE
REVISED THE INSTRUMENT ACCORDINGLY. WE ARE CURRENTLY CONDUCTING A PILOT STUDY WITH
SYSTEMATIC REVIEWERS AND GUIDELINE DEVELOPERS TO INFORM THE FINAL INSTRUMENT AND AN
ASSOCIATED GUIDANCE DOCUMENT.

RESULTS & DISCUSSION

THE INSTRUMENT ADDRESSES DOMAINS OF POPULATION, INTERVENTION, COMPARATOR AND
OUTCOME APPLICABILITY ISSUES. EACH DOMAIN INCLUDES 3 SIGNALING QUESTIONS WITH
RESPONSE OPTIONS: YES; PROBABLY YES; PROBABLY NO; NO, WORDED SO THAT A RESPONSE OF
&ESOINDICATES GREATER CERTAINTY IN APPLICABILITY. RESPONSES TO SIGNALING QUESTIONS
PROVIDE THE BASIS FOR DOMAIN-LEVEL APPLICABILITY JUDGMENTS.

IMPLICATIONS FOR GUIDELINE DEVELOPERS / USERS

THE INSTRUMENT WILL PROVIDE A USEFUL STRUCTURE FOR USE SYSTEMATIC REVIEW AUTHORS
AND GUIDELINES DEVELOPERS TO ADDRESS THE APPLICABILITY OF EVIDENCE TO THEIR INTENDED
CONTEXT.

CONCLUSION
WE ANTICIPATE THAT GRADE DIRECTNESS WILL BE BETTER INFORMED BY THE SYSTEMATIC AND
TRANSPARENT APPROACH OUR INSTRUMENT PROVIDES.
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BENEFITS AND HARMS: INTERPRETING ADVERSE EVENTS IN A CLINICAL
EVIDENCE REVIEW

Developing Recommendations
#0OHO001
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National Guideline Centre/ RCP - London (United Kingdom)

Background & Introduction

Developing recommendations for guidelines requires guideline committees to consider and

balance the relative benefits and harms of a treatment. This can be robustly done taking a

modelling approach but with time constraints and the limitations of available data this is not

al ways possible, so the question remains how do
this.

Objectives / Goal
To explore the impact of adverse effects data ol
example of the NICE ADHD guideline (NG87).

Methods

The number of serious adverse events and discontinuation due to side effects were included
in the outcomes in the effectiveness review and an additional review was completed on
specific adverse effects of pharmacological treatments.

Results & Discussion

The results of the reviews were presented to the committee over several meetings and it was
difficult to summarise the impact of the adverse effects and to support the committee in making
sense of the data when considering the relative harms. Evidence on adverse events is usually
of low quality compared to effectiveness evidence and the presentation and meaning of zero
event data was challenging. The committee found it difficult to interpret the evidence on
individual adverse events in the context of the clinical efficacy review and used this review to
develop recommendations on monitoring treatment.

Conclusion

Adverse event data is difficult to analyse and it is challenging for guideline committees to
understand when weighing up benefits and harms. It is important that guideline developers
work on methods to support the committees to make full use of the evidence.
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QUANTITATIVE BENEFIT HARM ASSESSMENT OF BLOOD PRESSURE
TARGETS IN OLDER PEOPLE WITH HYPERTENSION AND MULTIPLE
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Systematic reviewing and evidence synthesis
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Background & Introduction

Recent trials compared different systolic blood pressure (SBP) targets in different populations
and showed potential benefits, but also potential harms associated with blood pressure targets
lower than 140 mmHg. The benefit harm balance of SBP targets in people with multiple chronic
conditions (MCC) may depend on age, gender and comorbidities, but has never been
assessed quantitatively. Recommendations in guidelines for people with MCC differ.

Objectives / Goal

To perform a quantitative benefit harm assessment stratified for age, gender and comorbidities
specifically for people with MCC, taking into account all outcomes that are considered relevant
by people with MCC and caregivers.

Methods

We systematically searched for evidence and selected evidence for every subgroup optimizing
applicability, validity, precision and consistency across outcomes and subgroups. We
calculated the benefit harm balance using the Gail/National Cancer Institute approach using
weights from a preference survey among people with MCC.

Results & Discussion

In almost all subgroups, the balance was preference-sensitive, i.e. depending on the individual
preferences the balance could clearly favour the lower or the higher target. On average, for
most subgroups without prior stroke, 120 mmHg is likely to have a better benefit harm balance
than 140 mmHg, except in women aged 50-64 with chronic kidney disease (stage 3B or 4).

Implications for guideline developers / users

Shared decision making may often be more appropriate for preference-sensitive decisions
than guideline recommendations. If recommendations are issued, they should be specific for
subgroups of people according to baseline characteristics or preferences for whom the benefit
harm balance is clear.
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NICE GUIDELINES: MEASURING THE ENVIRONMENTAL IMPACT
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Background & Introduction

The UK government has committed to including sustainability in all it does and has set targets
to reduce carbon emissions. From 2007 to 2015 the Health and Care Sector reduced its
carbon footprint by 13% but is still responsible for 39% of UK public sector carbon dioxide
emissions. National Institute for Health and Care Excellence (NICE) guidance may have an
environmental impact and therefore assessing sustainability of recommendations is important.

Objectives / Goal
To develop a method for assessing the environmental impact of NICE guidance using the
Medicines Optimisation guideline.

Methods

The University of Nottingham developed a preliminary method for assessing the
environmental impact of NICE guidelines.

Building on this work, the environmental impact (greenhouse gases emission, fresh water use,
waste production) was calculated for the Medicines Optimisation guideline.

An environmental impact calculator was developed to allow local organisations to determine
the environmental impact of implementing the guidelines.

Results & Discussion

Implementing the guideline may reduce avoidable medicines-related admissions to hospitals,
with potential environmental savings of:

- 0.5% of the annual carbon footprint of the health and social care system in England

- 179,133 million litres of fresh water

- 4.4% of the NHS annual waste

The calculator and report were sent to end-users to trial. They recognised the importance of
the work but found the calculator time-intensive to use.

Implications for guideline developers / users

Ensuring sustainability in health and social care remains important. NICE is developing
methods to include environmental sustainability within guideline shared decision aids for
patients and clinicians.
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PATIENT REPORTED OUTCOMES MONITORING TO ASSESS LONG TERM
OUTCOMES IN LINE WITH NATIONAL GUIDANCE.

Patient and public involvement
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Background & Introduction

NICE Guidances IPG427 and IPG168 encourage clinicians to gather observational data to
develop the evidence base relating to appropriate patient selection and long term outcomes
and document adverse events of cardiac ablation for arrhythmias.

With over 2 million people in the UK suffering arrhythmias they are a significant burden to the
healthcare system and patients themselves. In 2015-2016 over 245,000 consultant episodes
with a primary diagnosis of arrhythmias were recorded.

Objectives / Goal

The overall aim of ablation in patients with cardiac arrhythmias is to reduce or abolish
arrhythmia related symptoms and improve quality of life (QoL). We used a validated disease-
specific PROM tool to gather patient reported outcomes with a 1-year follow up.

Methods

This multicentre, prospective, observational cohort study, enrolled consecutive patients who
had consented to a cardiac ablation procedure between March 2013 and August 2014.
Patients completed PROMSs pre and post ablation and data were analysed to identify changes
in symptom occurrence and severity, frequency and duration of symptoms; expectations, and
impact on life.

Results & Discussion

Patients undergoing cardiac ablation procedures showed an immediate improvement in QoL
scores, severity scores and impact on life scores. Improvements, seen at 8-16 weeks
following treatment were maintained at 1-year follow up. The majority of responders (238/306
77%) at 1 year felt that their expectations had been met following ablation.

Implications for guideline developers / users
These results illustrate how longitudinally collected PROMs data can monitor expectations,
patient symptoms, QoL and satisfaction with treatment.

Conclusion
Further research should compare these outcomes with those for patients managed medically.
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THE USE OF CORE OUTCOME SETS TO INFORM GUIDELINE DEVELOPMENT

Developing Recommendations
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Background & Introduction

A core outcome set (COS) is an agreed minimum set of outcomes that should be
measured/reported in all clinical trials in a specific condition. They are also suitable for use in
research other than randomised trials, and increasingly for routine health care practice. The
Core Outcomes for Effectiveness Trials (COMET) Initiative maintains a database of COS.
Many organisations now actively endorse the use of COS and the COMET database, including
the National Institute for Health and Care Excellence (NICE)
(https:/iwww.niceorg.uk/process/pmg20/chapter/developing-review-questions-and-planning-

the-evidence-review).

Objectives / Goal

To demonstrate how the COMET database can help guideline developers, as well as describe
the issues to consider when deciding whether a COS is applicable to a guideline in
development. These include the scope of the COS in terms of health condition, target
population and types of intervention [COMET Handbook V1.0], and methodological standards
to help users decide if a COS has been developed using reasonable methods [COS-STAD).

Results & Discussion

It is important that relevant stakeholders are involved in the development of COS to ensure
that COS appropriately reflect outcomes that are important to those groups, particularly
patients and health care professionals. Guideline developers are now involved in the
development of some COS. If COS also appropriately reflect outcomes that are important to
guideline developers, this will result in more effective and efficient use of published research.

Implications for guideline developers / users
The use of COS in guidelines will ensure that outcomes important to patients and health care
professionals are considered.

Conclusion
High quality COS can aid guideline developers in prioritising outcomes for inclusion in their
guidelines.
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Background & Introduction

The minimal important difference (MID), the smallest change in a patient-reported outcome
measure that patients perceive as an important benefit or harm. No inventory of MIDs for
PROMs is currently available, requiring clinicians and researchers to navigate a vast literature
to retrieve a specific MID.

Objectives / Goal
To create an inventory of published anchor-based MIDs associated with PROMs and to
determine their credibility

Methods

We searched MEDLINE, EMBASE, PsycINFO, and CINAHL for studies estimating anchor-
based MIDs of PROMs. Teams of two reviewers independently screened citations, identified,
and extracted relevant data. We collected information on study design, disease or condition,
population demographics, and characteristics of the PROMs and anchor, and created and
applied a new instrument to assess credibility of MIDs.

Results & Discussion

Of 5,656 citations retrieved for title and abstract screening, 1,716 were selected for full text
screening of which 338 proved eligible. We summarized over 3,000 estimates, including MIDs
for PROMs across different populations, conditions, and interventions, obtained using different
anchors and statistical methods. Mean change methods and receiver operating characteristics
curve analysis were the most common methods to estimate MIDs. MIDs were largely
calculated using patient-reported, as opposed to proxy or clinician-reported anchors. Most
studies failed to report the correlation between the anchor and the PROM.

Implications for guideline developers / users
Guideline panels will be able to interpret the mangitude of the benefit/harm from a PROMs
using MIDs.



Conclusion

Our inventory of available MIDs in the medical literature and their credibility will be of great
use for anyone using PROMs to inform healthcare decisions, including guideline
developers and clinicians.
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REFRESHING GUIDELINES: CHANGING GUIDELINE RECOMMENDATIONS
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Updating guidelines
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Background & Introduction

Guideline surveillance is undertaken by NICE, aiming to identify recommendations that are no

longer current. However, on occasionther e i s a need to o6refreshé t |
correct and improve the usability of recommendations without changing the intent and without

the need for an evidence review.

Objectives / Goal
To define what constitutes a refresh of a guideline and illustrate how this differs from an
update.

Methods

Examples of changes to guidelines identified through surveillance were collated and themed.
A spectrum of change was created to illustrate the minor through to major changes that could
be made to guideline recommendations. This was discussed with methodologists and editors
within NICE to agree the distinction between a refresh and an update to a guideline.

Results & Discussion

Refreshes identified through surveillance generally consist of:

1. Amendingrec ommendations to bring them in |Iine with
without affecting the meaning.

2. Amending / adding cross referrals or hyperlinks.

3. Amending / adding footnotes.

4. Amending / adding recommendations (without an evidence review).

Any change to a recommendation that requires an evidence review is considered an update

and outside of the refresh process. Refreshes are identified through surveillance and
approved by NICEbs Guidance Executive.tealhhe refr e

Implications for guideline developers / users
Refreshing guidelines frees up resources to invest in evidence reviews and formal updates.

Conclusion

The definition of a refresh and the distinction between refreshing and updating guidelines
enables NICE to factually correct and improve the usability of recommendations without
undertaking a lengthy resource intensive update process.
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GUIDELINE PROFILING: ARE THERE ANY ASSOCIATIONS BETWEEN
GUIDELINE CHARACTERISTICS AND A DECISION TO UPDATE?

Updating guidelines
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O. Moreea
NICE - Manchester (United Kingdom)

Background & Introduction

NICE guidelines include recommendations based on the best available evidence. The age of
a guideline can be an indicator of whether recommendations may be out of date. However, it
is currently unknown whether other baseline characteristics of guidelines can predict the
currency of guidelines.

Objectives / Goal
This study aims to identify the characteristics of individual guidelines to create profiles and
determine whether particular guideline profiles are associated with a need to update.

Methods

Logistic regression analysis will be used to estimate the relationship between the predictor
characteristics and outcomes whilst controlling for the age of the guideline. Characteristics to
be investigated include:

- Type (Clinical/Public Health/Social Care/Medicines Practice)

- Topic area (conditions/populations/settings)

- Type of recommendations (diagnostic/prognostic/intervention)

- New or updated guideline

- Number of previous surveillance reviews and updates

- Number of research recommendations

- Number of other NICE guidelines published within topic area

- NICE manual version used to develop guideline

- Number of issues on guideline issue log

- Static list status

It is proposed that certain guideline profiles are more strongly associated with a decision to
update. A weighted scale indicating thedht &I ih
decision will be derived from these profiles.

Results & Discussion
Results wild.l include the final regression model
updated decision and discussion of eavpmdessi ng t he

Implications for guideline developers / users
The data on guideline profiles and their association with update decisions can be used to
prioritise surveillance reviews and plan guideline updates.
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THE SCOPI NG OF UPDATED GUI DELI NES: NI CE6S EX
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Background & Introduction

The majority of NI CE6s guideline work is now wu
regularly checks guidelines to assess for updates. Following the surveillance review,

identifying key areas for update, the scope builds on this to inform the update. Scoping of

updates can present a number of challenges.

Objectives / Goal
To describe NICEOsSs experience of scoping partial
learnt.

Methods

The scoping process includes eliciting the views of early recruited guideline committee
members, reviewing newly published evidence and consultation. Following the surveillance
report, the scope further develops the areas where updates are required, defining the
populations and settings and the key issues that will be covered by the update. For partial
guideline updates it also describes which recommendations in the original guidelines will be
updated.

Results & Discussion

The scope of a guideline update needs to identify the key areas which require updating as
well as identifying additional areas not included in the original guideline. The scope also needs
to consider many other issues, including the impact of updating individual recommendations
on other recommendations in the guideline and the currency of methods used to develop the
original guideline. This ensures that the scope leads to a successful and consistent update.
Scoping of updates also presents an opportunity to identify issues for future surveillance
reviews.

Implications for guideline developers / users

Whi | st the scoping of guideline updates can pr
transparent approach successfully works to overcome these.

Conclusion
The scoping stage of guideline updates is essential, building on the surveillance review to
ensure high quality guideline updates.
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INCLUDING THE PATIENT/PUBLIC PERSPECTIVE: WHAT IS WORKING AND
WHAT IS NOT?

Patient and public involvement
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L. Haskell
ECRI Institute - Plymouth Meeting (United States of America)

Background & Introduction

In 2011, the Institute of Medicine (IOM) included patient/public participation as one standard
for determining a clinical practice guideline's trustworthiness. Seven years later, little is known
about the extent to which guidelines have incorporated patient viewpoints.

Objectives / Goal

Present an overview of how well clinical practice guidelines are fulfilling the IOM standard for
patient/public perspectives. Guidelines doing the best job incorporating patient input will be
examined to identify their processes.

Methods

Over 150 recently published clinical practice guidelines covering different medical topics will
be scored on a scale from 1-5 indicating how well they include patient perspectives and the
results compared. Guidelines scoring 5/5 for this standard will be evaluated to examine their
processes. In addition, averaged scores for this IOM standard will be compared to averages
for other IOM standards (e.g., synthesis of evidence).

Results & Discussion

Review of over 150 clinical practice guidelines represented on the National Guideline
Clearinghouse (NGC) shows overall poor adherence to this IOM standard. However, in those
guidelines that had excellent adherence, defined processes for gathering and incorporating
patient perspectives were identified. Exact data on the results will be presented at the meeting.
Guidelines for which patient input may not be applicable will also be examined.

Implications for guideline developers / users
Developers will benefit from considering how best to incorporate patient perspectives,
resulting in clinical practice guidelines that more closely adhere to the IOM standards.

Conclusion
Inclusion of patient perspectives continues to challenge guideline developers indicating that
some developers could use assistance to incorporate this standard in their CPG process.
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THE | NVOLVED STUDY: | NVESTI GATI NG LAY MEMBER

GUIDELINE DEVELOPMENT

Patient and public involvement
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1,J. Cooper ®

lUniversity of Liverpool - Liverpool (United Kingdom), 2National Institute for Health and Care
Excellence - Manchester (United Kingdom), 3National Institute of Health and Care Excellence -
Manchester (United Kingdom), “National Institute of Health and Care Excellence - London
(United Kingdom), 5City, University of London - London (United Kingdom)

Background & Introduction

In recent years, proponents of clinical guidelines have argued that their development is
strengthened by involving relevant stakeholders. The inclusion of lay people, such as patients,
carers and members of the public, is becoming increasingly common in the production of
clinical guidelines. The National Institute of Health and Care Excellence (NICE) guideline
development committees now include at least two lay members within this process. While
social scientists have examined the processes of guideline development and implementation,
little is known about lay member participation in these developments.

Objectives / Goal
This paper reports on an ethnographic study which aims to explore how lay members influence
the development of clinical guidelines at NICE.

Methods

The study is using an ethnographic methodology, involving the use of observations and semi-
structured interview methods. Non-participant observations are currently being conducted
during 26 committee meetings for two clinical guidelines (prostate cancer and parenteral

neonat al nutrition) to examine | ay membersbd

process. Up to 15 in-depth interviews will be conducted with committee members of ongoing
guidelines. The data will be analysed thematically.

Results & Discussion
Initial findings from 11 meetings attended to date point to the language used and the technical
nature of the guidelines as potential constraints to meaningful lay member influence in
guideline development.

Implications for guideline developers / users
The findings will inform guidance on how to ensure lay members are given due consideration.
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1IRAND, 2PPMD

Background & Introduction

There is a growing interest in developing methods for engaging patients and caregivers in the
guideline development process (GDP). Such methods should be consistent with the way
clinicians are engaged, accommodate large and diverse groups, be non-burdensome and
convenient, maxi mi ze participantsd unique

Objectives / Goal

We developed and tested a new online approach for including patients and caregivers in the
GDP using Duchenne muscular dystrophy (DMD) as an example. The new method mirrors
and complements the RAND/UCLA Appropriateness Method, which was used by the CDC to
develop and update the DMD guidelines.

Methods

We conducted two concurrently run patient/caregiver panels (n~120). Participants in our
three-round modified-Delphi process rated patient-centeredness (i.e., importance and
acceptability) of DMD endocrine care management recommendations. They answered
satisfaction questions and questions about the usefulness of the online method; some were
interviewed about their experiences.

Results & Discussion

Participants had positive experiences, citing that the online platform was convenient to access
and use, the rating scales were clear, and they were comfortable sharing their views during
online discussions. Participants commented positively about the online engagement,
emphasizing the communal aspect of the process and stressing the effectiveness of relaying
important information about patient-centeredness to other families and medical professionals.
Participants considered this method to be useful for DMD families who are not yet as engaged
and thought that the study results can facilitate joint decision-making during the patient-
provider encounter.

Conclusion
Our findings indicate the potential utility of scalable, online methods for directly engaging
patients and caregivers in the GDP.

expert
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FACILITATING FORMAL DECISION-MAKING WHEN FOLLOWING THE ADAPTE
FRAMEWORK: A MODIFIED-DELPHI APPROACH TO CLASSIFY RISK IN
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IHRB CICER and Trinity College Dublin - Cork (Ireland), 2HRB CICER - Cork (Ireland), *HIQA -
Dublin (Ireland), “HRB CICER - Dublin (Ireland), SHRB Centre for Primary Care Research and
Royal College of Surgeons - Dublin (Ireland), ®*Coombe Women and Infants University Hospital -
Dublin (Ireland)

Background & Introduction

To support the Irish National Maternity Strategy, a national clinical guideline (CG) for
classifying pregnancy according to risk was prioritised. Following a systematic review, three
CGs were identified as high-quality (AGREE ll), included risk factors indicating additional care,
and were suitable for adapting according to the ADAPTE framework.

Objectives / Goal

To facilitate formal consensus, amongst the guideline development group (GDG) members,
on both risk factors suitable for adaptation as indicators of risk in pregnancy and the
categorisation of appropriate levels of care for these pregnancy risk groups.

Methods

A maodified-Delphi approach was chosen as a robust methodology for achieving rigorous
consensus within a multidisciplinary group. GDG members had the opportunity to contribute
three inputs (level of agreement on risk factor; appropriate risk level; and submit a
comment/suggest a new risk factor/rewording) for 59 risk factors identified in the three CGs.
A study protocol was developed and consensus defined as 80% agreement using 5-point
Likert scale in round 1 and 70% using 9-point scale in round 2 of the Delphi process.

Results & Discussion

Nineteen risk factors achieved consensus as criteria for high-risk, five for medium-risk and 12
for inclusion as risk factors but no consensus was reached on appropriate risk level. Twenty-
three did not achieve consensus.

Implications for guideline developers / users

A modified-Delphi approach offers GDGs an expeditious, transparent and rigorous method for
documenting and reporting formal consensus on a large number of questions, while fostering
cross-disciplinary communication between a wide range of experts.

Description of the best practice
CREDE reporting guidelines were followed. Informed by systematic review of existing CGs
using the AGREE Il tool.
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DEVELOPING REGISTRY-ENABLED QUALITY MEASURES FROM GUIDELINES
FOR CERUMEN IMPACTION AND ALLERGIC RHINITIS USING A
TRANSPARENT AND SYSTEMATIC PROCESS

Adapting Guidelines
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Rosenfeld °

1ECRI Institute - Plymouth Meeting (United States of America), 2Private Practice - Muscatine
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Background & Introduction

Quality measures derived from evidence-based guidelines can improve care, but capturing
data can be challenging and unexplained clinically relevant differences may appear during
adaptation. A systematic process for adapting guidelines into a clinical registry could reduce
unexplained measure differences and the burden of data collection.

Objectives / Goal

Adapt recommendations from two evidence-based guidelines published by the American-
Academy of Otolaryngology-Head and Neck Surgery Foundation (AAO-HNSF) into registry-
enabled quality measures using a transparent and systematic process.

Methods

We used a stepwise process to select high impact, encodable recommendations from the
source guidelines, extract recommendations into the Guideline Elements Model, and translate
recommendations into measures using the Quality Data Model (Figures 1 & 2). Clinical
concepts were encoded using standardized medical terminology. Draft measures were refined
through an iterative process involving subject matter experts, registry representatives, clinical
informaticists, and public comment. Final measures were inserted into the qualified clinical
data registry, which maps data from electronic health records to the quality measures.

Results & Discussion

Of the 29 overall guideline recommendations, we excluded 18 because of complicated logic,
weak recommendation strength, and difficulty expressing concepts with clinical terminology
standards. From the 11 remaining recommendations, we authored 14 potential quality
measures, of which 7 were retained after group discussion and public comment. These
measures were embedded within the AAO-HNSF registry for initial validation testing.

Implications for guideline developers / users
Developing high quality, registry enabled measures from guidelines using a rigorous,
reproducible process is feasible.

Conclusion
We translated guideline recommendations into registry-enabled measures using a systematic
approach. This process can facilitate measure development and data collection.



Figure 1. Process Map for Guideline Adaption into Registry-Enabled Quality Measures

Select What to Extract Clinical

Measure Knowledge

3. Expressthe logic of the

1. Use predetermined criteria 2. Parserelevant guideline

including/excluding material using Guideline measure using the Quality
recommendations. Element Model (GEM). Data Model (QDM).

Testing & Iterative Encode
Validation Adjustments Concepts
6. Evaluate with data pulled 5. Collect feedback from 4. Translate concepts from
from an active registry and prospective patients, recommendations into
confirm that measures are clinicians and others. value sets with medical
functioning as planned. terminology standards.
Recommendation AR_7: Clinicians should recommend oral second-
generation/less sedating antihistamines for patients with AR and primary
complaints of sneezing and itching.

Source

For patients with:
AND:
INTERSECTION OF:

O

) Condition/Diagnosis/Problem, Active: Allergic Rhinitis overlaps

3 Measurement Period

) Condition/Diagnosis/Problem, Active: Sneezing And Itching overlaps
‘5 Measurement Period

g Percentage with:

@ AND:

= UNION OF:

Medication, Prescribe: Oral Second Generation Antihistamines

Medication, Active: Oral Second Generation Antihistamines

Figure 2. Demonstration of transparent measure development with links between clinical
concepts from the source guideline recommendation to the finished quality measure.



OLO003
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Background & Introduction

Clinical guidelines (CGs) recommend how healthcare professionals (HCPs) should care for
people with a usually well-defined condition. Operational definitions of health conditions are
needed for evaluation, research and optimization of interventions. However, some conditions
are complex and multifactorial, therefore CGs are not always based on a widely standardised
and well-defined health disorder.

Objectives / Goal
To define normal weight loss in healthy term neonates and thresholds for intervention using
an example from a recently published NICE clinical guideline.

Methods
A systematic review was conducted and key information about maximum weight loss was
extracted.

Results & Discussion

Seven cohort and 2 population-based cohort studies were identified reporting the timing,
variation and maximal weight loss of 171, 562 neonates. Based on the best available
evidence, it was concluded that weight loss of up to 10% of birthweight is common in the early
days of life, regardless of feeding type, and that birthweight is usually regained before 3 weeks
of age as feeding is established. By defining normal thresholds of weight loss, it is possible to
identify those neonates who will and will not benefit of further care and family support.

Implications for guideline developers / users

Defining thresholds for normality is unusual in CGs. Most health conditions are well-defined
and clinical decision thresholds are usually specified using evidence about the downstream
harms and benefits of the decision. However, with complex conditions, defining these
thresholds can facilitate treatment approaches and reduce the anxiety of parents.

Conclusion
A clinical question about 6énormalitydé can
conditions.
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IMPLEMENTING A MAMMOGRAPHY DECISION AID FOR WOMEN AGES 40-49
IN A PRIMARY CARE SETTING: A PILOT STUDY

Implementation and quality improvement (including indicators)
#0OMO001

E. Liles
Kaiser Permanente Center for Health Research - Portland (United States of America)

Background & Introduction

The U.S. Preventive Services Task Force recommends that 40-49-year-old women make
individual decisions about mammography screening. In August 2017, Kaiser Permanente
Northwest released a decision aid for discussing mammography during a primary care office
visit. The aid estimates individual benefit and risk, and then compares these in an icon-array
illustration.

Objectives / Goal
To understand whet her a deci sion ai d i mproved
mammography and to assess providersd views about

Methods

We surveyed a group of women 40-49 with whom 9 providers had discussed screening
mammography before the decision aid was released; we also surveyed women with whom
the same PCPs discussed screening mammography when using the decision aid. An e-mailed
survey asked about knowledge of mammography benefits and risks and other topics. We held
two focus groups with primary care providers, before and after implementation.

Results & Discussion

25 patients completed pre-implementation surveys; 18 completed post-implementation

surveys. Between groups, there was no difference in education, and there was no significant

di fference in proportion of women with fAadequat
5% had adequate knowledge. In both groups, most respondents could not distinguish between

false positives and over-detection. Providers felt the aid was helpful, but often did not have

time to open it. They expressed concern that
conflicted with the decision aid.

Implications for guideline developers / users
Ensuring consistent messaging across a health system could improve decision aid
effectiveness.

Conclusion
This pilot study found no improvement in knowledge of mammography screening risks and
benefits among 40-49-year-old women using a decision aid.
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DISSEMINATION OF GUIDELINE-BASED CLINICAL DECISION SUPPORT
THROUGH AN INNOVATIVE ONLINE CLINICAL DECISION SUPPORT
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Using technology to support uptake, implementation and evaluation
#0OMO002

J. Michel
ECRI Institute - Plymouth Meeting (United States of America)

Background & Introduction

Guidelines are often a source for clinical decision support (CDS), but CDS is difficult to share
between institutions. Consequently, multiple institutions develop CDS from a guideline, with
differences in interpretation resulting in unintended variations. Recently, CDS Connect was
launched to facilitate sharing but it is untested for sharing actively used guideline-based CDS.

Objectives / Goal
Disseminate guideline-based CDS through CDS Connect.

Methods

CDS artifacts developed from guidelines were selected for upload. We collected required
artifact meta-data including the assessment of the evidence, pilot experience, and
considerations for future users. We compiled the executable files into a downloadable file to
facilitate sharing. We authored instructions for future users seeking to implement the artifact.
We counted page views the first month after release.

Results & Discussion

Two guideline-based CDS artifacts were uploaded to CDS Connect, one too recently to collect
data. The first artifact has been viewed 114 times, with 9 source-code downloads (Figure 1).
Each artifact contained an evidence summary detailing the source guidelines, quality of
evidence, strength of recommendations, and decisions made while adapting the evidence into
CDS. The CDS Connect team supported the upload process by providing quality control.

Implications for guideline developers / users

Guideline developers should consider dissemination of CDS artifacts based on their guidelines

using this or similar mechanisms. Guideline users could leverage published artifacts to identify
existing logic, find collaborators, and buil d ur

Conclusion

Guideline-based CDS artifacts were uploaded into the CDS Connect online repository. A
description of evidence sources was supported during the upload. Artifacts are publically
available and point directly to their source guidelines.



Figure 1. The Healthvy Weight Care Assistant as Presented on CDS Connect
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Background & Introduction

The McMaster GRADE Center, developed guidelines on venous thromboembolism (VTE)
prevention, diagnosis, and management in collaboration with the American Society of
Hematology.

Objectives / Goal

To create interactive decision aids (iDeAs™) for VTE guidelines utilizing the semi-
automated iDeAs™ creator with the GRADEpro application. Our focus was on representing
different approaches to defining baseline risk of individual patients, a neglected area in
decision aids.

Methods

We tested IDeAs™ prototypes with experts and conducted qualitative user testing. We
developed different approaches to defining patient-specific baseline risks and integrated this
in the GRADEpro decision aid creator.

Results & Discussion

We created prototypes based on key conditional recommendations from the ASH VTE
guidelines. The iDeAs™ incorporate patient-specific baseline risk as well as patients' specific
values into the decision-making process.

Our iDeAs™ allow individualizing a recommendation based on patient-specific baseline risks
and expected utility theory. These features distinguish the proposed approach from decision
aids that are currently available.

Implications for guideline developers / users

Adding decision aid development during the development of, or directly following from,
guideline recommendations has the potential to improve the dissemination and
implementation of guideline recommendations. Our semi-automated iDeAs™ are based on
GRADE Evidence to Decision Frameworks and interactive Summary of Findings Tables using
the GRADEpro online application.

Conclusion
iDeAs™ differ from other decision aid tool available by specifically considering patient-specific
baseline risks and deriving information directly from the GRADE evidence to decision
frameworks.
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DIRECTING THE UPDATE OF SEDATION GUIDANCE THROUGH EFFECTIVE
SCOPING

Scoping
#ONO001

D. Stirling, M. West, S. Rutherford, J. Clarkson

Scottish Dental Clinical Effectiveness Programme (SDCEP), NHS Education for Scotland -
Dundee (United Kingdom)

Background & Introduction

Developments in the area of dental sedation, including publication of a Royal College

Standards Report, led to uncertainty within the UK dental profession and concern that

provision of sedation would diminish. Consequently, the UK Chief Dental Officers asked the

Scottish Dental Clinical Effectiveness Programme (SDCEP) toupdateitsé Consci ous Sedat
f or Deguidanset r y 6

Objectives / Goal
To gain insight into the current provision of dental sedation and training and understand
challenges associated with recent developments to inform the scope of the guidance update.

Methods

Semi-structured interviews with sedation providers and trainers were carried out to obtain
st a k e h oiéwd. tntervidwees were invited to comment on the provision of dental sedation
in general and on the previous SDCEP guidance and the recently published Standards Report.
The insight gained informed the guidance update. Six months after publication, end-users
were surveyed to evaluate their perceptions of the guidance, including the extent to which
concerns identified at scoping had been addressed.

Results & Discussion

Seeking the views of 21 interviewees working in various settings revealed an essential need
for clarification around specific aspects of sedation provision (e.g. fasting, advanced sedation,
training). Eight common themes to address through guidance updating were identified and the
clinical scope was widened in response to the interview results. After publication, the user
survey confirmed that most concerns had been addressed with clarity of the guidance
particularly valued.

Implications for guideline developers / users
Understanding usersod perspectivesenhanceoguidatees cr uci
development and implementation.

Conclusion
Engaging effectively with stakeholders at scopin
concerns.
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DEVELOPING RECOMMENDATIONS FOR CONDITIONS WITH MULTIPLE
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Background & Introduction

In guidelines developed for conditions with many treatment options, comparison between 2
interventions may result in several pairwise comparisons for decision-making, a process that
is not feasible.

Objectives / Goal
To present the methodology used to develop the recommendations in the Brazilian guideline
for type 2 diabetes mellitus (DM2).

Methods

We followed G-I-N/IOM standards and GRADE methodology. The guideline provided
recommendations on monotherapy and intensification treatments to control blood glucose
levels. We performed a network meta-analysis (NMA), including over 292 RCTSs, analyzing 7
outcomes and 9 drug options or no treatment. We used GRADE-NMA guidance to assess the
certainty of evidence. Evidence profiles and evidence-to-decision tables were presented using
no treatment as a common comparator. Drugs considered better options than placebo were
assessed in a second round in pairwise comparisons.

Results & Discussion

Using intensification treatment as an example, in the first round, the panel made decisions
about 9 drugs compared to placebo, and 4 of them were potential candidates. In the second
round, we performed pairwise comparisons among these 4 drugs (6 pairwise comparisons) to
define the recommendation. The process took 4 hours, with a panel of 9 experts, after being
exposed to a methodology with a similar question for initial DM2 treatment.

Conclusion

Appling GRADE to recommendations involving several treatments is a complex process that
may require the assessment of several domains beyond treatment effects, such as costs and
patients6é val ues a pstp gpproadh esran altereative that foeuse on
narrowing the candidates for a recommendation and has proven effective in this example.
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CLOSING THE KNOWLEDGE CYCLE: DEVELOPMENT OF A NATIONAL
RESEARCH AGENDA BASED ON KNOWLEDGE GAPS DERIVED FROM DUTCH
GENERAL PRACTICE GUIDELINES.

Updating guidelines
#ONO003

J. Wittenberg, J.A.M. Van Balen, J.S. Burgers
NHG - Utrecht (Netherlands)

Background & Introduction

Most research programs focus on specialized and hospital related topics such as treatment of
cancer. Research on primary care topics such as obstipation, fatigue and pimples, is less
common. As part of the guideline programme of the Dutch College of General Practitioners,
guideline developing working groups identify knowledge gaps. When these gaps would be
bridged by research, the evidence base of the guidelines would be more robust.

Objectives / Goal
To develop a National Research Agenda for primary care in order to bridge the knowledge
gaps in current guidelines.

Methods

Knowledge gaps were derived from 79 Dutch general practice guidelines. In addition, we
asked input and suggestions from stakeholders in health care. The resulting research
guestions were categorized according to the International Classification for Primary Care
(ICPC) and according to overarching themes such as elderly care, oncology and e-health.
Finally, the research questions were prioritized by participants of an online survey (n=232)
followed by an invitational conference (n=79) with general practitioners and other
stakeholders (i.e. patient organisations, medical specialists).

Results & Discussion

In total we collected 787 research questions from the guidelines and additional input from
stakeholders. These were prioritised into 23 Top-10 lists for each ICPC-chapter and theme.
The national research agenda could help both researchers and research funders to focus on
the research questions that matter most. The research findings will be useful at the next
update of the guidelines, closing the knowledge cycle and optimising the impact of research.

Implications for guideline developers / users
Identifying knowledge gaps in guidelines could lead to return on investment for guideline
developers.



00001
AN INNOVATIVE APPROACH TO INCLUDING THE VOICE OF CHILDREN AND
YOUNG PEOPLE IN GUIDELINES i AN EVALUATION

Developing Recommendations
#00001

J. Fielding !, H. Roscoe ?, G. Leng 3

INational Institute for Health and Care Excellence - Manchester (United Kingdom), 2Social Care
Institute for Excellence - London (United Kingdom), 3National Institute for Health and Care
Excellence - London (United Kingdom)

Background & Introduction

The UKO6s National I nstitute for Health and Care
public in developing guidelines, but only adults (16 and over) can join our guideline

committees.

NICE published its guideline on child abuse and neglect in 2017. To ensure that children and

young people (CYP) had a voice in shaping this
peopleds reference group was set up as a consu
development. The group has also helped to disseminate the guideline.

Objectives / Goal
To review the impact of involving young people in developing NICE guidelines, particularly:
T Evaluate the success of the young peopl ebs r
1 Explore the benefits and challenges of this involvement strategy
1 Reflect on the lessons learned and produce recommendations for involving young
people in other guidelines

Methods
The presentation will share:
1 How the reference group's contributions shaped recommendations
1 Interviews with the reference group about their experience and how the involvement
worked for them
1 Interviews with the committee chair and guideline developers

Results & Discussion

We will explore how this involvement strategy can work for other guideline developers wishing
to ensure children and young people have a voice in developing the guidelines that directly
affect them.

Description of the best practice

We will share how best practice on involving children and young people within health and
social care was used to build full and meaningful involvement of children and young people
into developing this NICE guideline.



00002
CAPTURING PATIENT EXPERIENCES FROM ONLINE HEALTH COMMUNITIES
TO INFORM GUIDANCE PRODUCTION

Patient and public involvement
#00002

R. Rahman, K. Harris, J. Powell
NICE Interventional Procedures Programme - London (United Kingdom)

Background & Introduction

NI CEGs | nt er v e n tPiogramené prdduces geddneca om safety and efficacy of
procedures used in the NHS. It uses questionnaires to seek information about the impact of
procedures from patients, which has limitations. This study evaluates the ability to capture
patient experience from online forums to inform guidance production.

Objectives / Goal
To explore the feasibility of using online forums to capture patient experiences for Prostate-
Artery Embolisation (PAE).

Methods

Comments were analysed via an inductive thematic and structured approach.

1)ldentified all PAE forums via google.

2)Forum comments were included/excluded using criteria from the IPP manual.

3)All comments where coded for being positive, nhegative, mixed/neutral. Then subsequently
re-coded for themes and sub themes.

4)Frequency of all themes were analysed and a thematic map produced.

Results & Discussion

Out of 2396 comments, 476 comments from 101 users were included. Most unigue comments
were positive.

Themes linked to patient experience were: symptom relief, side effects, general satisfaction,
procedural factors, biochemical markers and the operator. Analysing further sub-themes and
frequencies demonstrated which factors were valued by patients.

Implications for guideline developers / users

Standardised system of online forums can provide a significant additional dimension to
evaluate patient experience. In contrast the IPP did not receive any returned patient
guestionnaires for PAE.

Conclusion

Systematic analysis of online forums to evaluate patient experience of a procedure is: practical
and identifies what large numbers of patients value the most Such analysis has the potential
to make a useful contribution to guidance production.

Description of the best practice
Patient experience is key to healthcare quality. Analysig online forums is an alternative way
to evaluate patient experience more robustly.






00003
USING SOCIAL MEDIA TO SUPPORT UPTAKE, IMPLEMENTATION AND
EVALUATION OF NICE GUIDANCE

Using technology to support uptake, implementation and evaluation
#00003

E. Adelanwa !, J. Stone 1, R. Smith 2, A. Thomas 3
Digital Media Manager, NICE - London (United Kingdom), ?Head of Media, NICE - London (United
Kingdom), 3NICE - London (United Kingdom)

Background & Introduction
NI CE6s media team promotes audience engagement v

Objectives / Goal

Produce content that resonates.
Boost reputation.

Demonstrate impact.

Work better for less.

Methods

Social media lets us speak directly to our audiences. NICE pioneered using Snapchat in the

health sector. We recently completed an Instagram pilot with anew & cereidpd st oryt el
technique. We have introduced Facebook Lives and Twitter chats, working with stakeholders.

All our digital content T infographics, animations, videos, podcasts, blogs and news stories 1

is produced in-house with no external budget.

We assess and amend our str at egyOubdigitahmeetsicsur i ng
dashboard tracks analytics month-to-month, across all channels.

Results & Discussion

A recent World Antibiotic Awareness Week campaign generated over 375,700 Twitter

impressions, increased Facebook engagements by 75% and led to 9,000 people seeing a

geofilter co-branded with Public Health England.

A Facebook Liveco-host ed with Prostate Cancer UK and St
been our most successful, reaching more than 17,000 people.

Our Instagram pilot attracted a new audience and a higher level of engagement than other

social channels.

Implications for guideline developers / users
Effective use of social media creates an engaged audience of advocates who can be primed
to promote guidelines.

Conclusion
Our mo d e | delivers business objectives, enhance:¢
insight into our audience.

Description of the best practice

The NICE media team proactively engage with audiences on Facebook, LinkedIn, Instagram,
Snapchat and Twitter. We host live events and apply a structured approach to interacting. We
use analytics to assess impact and enhance our strategy.
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OP001
WHICH DATABASES SHOULD BE USED TO IDENTIFY STUDIES FOR
SYSTEMATIC REVIEWS OF ECONOMIC EVALUATIONS?

Systematic reviewing and evidence synthesis
#0OP001

H. Wood, M. Arber, J. Isojarvi, E. Baragula, M. Edwards, A. Shaw, J. Glanville
York Health Economics Consortium - York (United Kingdom)

Background & Introduction

Guidelines may be based on a systematic review (SR) of evidence, including economic
evaluations (EEs). Research on databases to identify EEs largely predates closure of NHS
EED and HEED: two databases indexing EEs.

Objectives / Goal

To assess which databases are now the best sources of EEs and identify the most efficient
combination of databases. To assess the quality of MEDLINE search strategies used in SRs
of EEs: record retrieval relies on search sensitivity not just database selection.

Methods

A quasi-gold standard (QGS) set of EEs was sourced from SRs of EEs undertaken to inform
health technology assessments. Yield for 9 databases, and combinations of databases, was
calculated. The number and characteristics of references not found in the databases was
assessed. Reported MEDLINE search strategies in each source SR were re-run,
and sensitivity and precision calculated.

Results & Discussion

Across 9 databases, 337/351 QGS references could be found (yield 96%). Embase
yielded most references (314) (Table 1). The most efficient combination to find all 337
references was Embase + HTA Database + MEDLINE/PubMed + Scopus (Table 2). 14/51
references (4%), largely non-journal reports and conference abstracts, were not found in any
database tested. 29/46 source SRs reported a MEDLINE strategy that enabled
reproduction. Mean sensitivity was 89% and mean precision was 1.6%.

Implications for guideline developers / users

Searching beyond key databases for published EEs to inform guidelines may be inefficient,
providing the search strategies are adequately sensitive. Searchers should prioritise
developing search strategies in key databases to ensure high sensitivity and best possible
precision, and consider approaches to identify grey literature.



Table 1: Yield and number of unique references identified for each database

Science Social
Embase|Scopus |MEDLINE|PubMed |Citation [ o |SClence|HTA —\p o1t
Registry|Citation | Database |~
Index
Index
Number of QGS
retrieved 314 295 285 285 271 119 63 35 12
(out of 351)
Yield* (%) 89 84 81 81 77 40 18 10 3
Number of unique 5 1 0 0 0 0 0 13 0
references
*Yield = (No. of QGS retrieved/Total number of QGS records) x 100
Table 2: Yield for key database combinations
Number of QGS retrieved (out of 351) Yield™ (%)
All databases combined 337 96
Most efficient combinations to find all 337 available references
Embase + Scopus + HTA
337 96
Database + MEDLINE
Embase + Scopus + HTA
7 6
Database + PubMed a3 -
Most efficient combinations of healthcare databases
Embase + HTA Database +
MEDLINE e i
Embase + HTA Database +
PubMed S -
Combination of freely available (non-subscription) databases
+ +
PubMed + HTA Database 209 85

CEA Registry




OP002
PERFORMANCE OF OVID MEDLINE SEARCH FILTERS TO IDENTIFY HEALTH
STATE UTILITY STUDIES

Economic analysis and health technology assessments
#0OP002

M. Arber, S. Garcia, T. Veale, M. Edwards, A. Shaw, J. Glanville, H. Wood
York Health Economics Consortium - York (United Kingdom)

Background & Introduction
Researchers working in evidence synthesis and model production need to identify studies
reporting health state utility values (HSUVs) effectively and efficiently.

Objectives / Goal

To assess the sensitivity of three Ovid MEDLINE search filters developed to identify studies
reporting HSUVs, to improve the performance of the best performing filter, and to validate
resulting search filters.

Methods

Three quasi-gold standard sets (QGS1, QGS2, QGS3) of studies were harvested from reviews
of studies reporting HSUVs. The performance of three initial filters was assessed by
measuring their relative recall of studies in QGS1. The best performing filter was then
developed further using QGS2. This resulted in three final search filters (FSF1, FSF2, FSF3),
which were validated using QGS3.

Results & Discussion

FSF1 (sensitivity maximizing) retrieved 132/139 records (sensitivity: 95%) in the QGS3
validation set. FSF1 had a number needed to read (NNR) of 842. FSF2 (balancing sensitivity
and precision) retrieved 128/139 records (sensitivity: 92%) with a NNR of 502. FSF3 (precision
maximizing) retrieved 123/139 records (sensitivity: 88%) with a NNR of 383.

Implications for guideline developers / users

Guideline development may include consideration of HSUVs. We developed and validated a
search filter (FSF1) to identify studies reporting HSUVs with high sensitivity (95%) and two
other search filters (FSF2 and FSF3) with reasonably high sensitivity (92% and 88%) but
greater precision. These are the first validated filters available for HSUVs. The availability of
filters with a range of sensitivity and precision options enables searchers to choose the filter
most appropriate to the resources available for their research.



OP003

SEARCH STRATEGIES OF STUDIES ON THE QUALITY ASSESSMENT OF
GUIDELINES: A CROSS-SECTIONAL STUDY

Other

#0OP003

K. Lixin 1, S. Nianzhe 1, Y. Yurong %, T. Yajing 2, W. Aimei 3, L. Zhanfei 3, L. Cuncun
4, C. Yaolong 4, Q. Zhou 1!

1The First Clinical Medical School, Lanzhou University (China), ?School of Public Health,
Lanzhou University (China), The Second Clinical Medical School, Lanzhou University (China),
“Evidence-based Medicine Center, School of Basic Medical Sciences, Lanzhou University
(China)

Background & Introduction

The AGREE enterprise recommends that seven international guideline databases including
NGC, NICE, SIGN, GIN, Canadian Medical Association Infobase, National Health and Medical
Research Council (NHMRC), and eGuidelines are used to search for guidelines. However,
there are critical eligibility criteria for including guidelines in those databases. Therefore, if we
only search the guideline databases, we will miss some guidelines and there is no standard
search strategy for guidelines.

Objectives / Goal
To investigate the search strategy from studies on the quality assessment of guidelines.

Methods

PubMed, Embase and Web of science were searched for studies on the quality assessment
of guidelines. Two reviewers independently screened literature and extracted data, any
disagreements were solved by discussion. We used frequency and percentage to deal with
the results with Office Excel 2013.

Results & Discussion

We included 81 studies on the quality assessment of clinical practice guidelines. The main
journal databases included: PubMed (Medline) (31.9%), Embase (18.4%), CINAHL (9.9%),
Cochrane (8.5%), Web of science (3.5%), TRIP (2.8%), PsycINFO (2.8%), SCOPUS (2.1%).
The main databases of clinical practice guidelines included: NGC (30%), SIGN (20%), GIN
(20%), NICE (14.3%). Google search engine and/or Google Scholar were also searched using
relevant search terms to identify any relevant CPGs in 10 studies (12.3%).

Implications for guideline developers / users
Some regulations need to be developed in the next step to regulate various database among
studies on the quality assessment of guidelines.

Conclusion
An increasingly number of studies on the quality assessment of guidelines were published, of
which database searching varied a lot among different institutions.



ORO001
KNOWLEDGE TRANSLATION INTERVENTIONS FOR THE IMPLEMENTATION
OF GUIDELINES: A TARGETED REVIEW

Implementation and quality improvement (including indicators)
#0ORO001

K. Spithoff, K. Kerkvliet, M. Brouwers
McMaster University - Hamilton (Canada)

Background & Introduction

Gaps between what is known about optimal care from research evidence and what happens
in practice are common. Knowledge translation interventions (KTIs) (e.g., education, audit and
feedback) are designed to change behaviours, improve patient outcomes, optimize the health
system and better enable the implementation of guideline recommendations. Knowledge
users (e.g., guideline implementers, decision-makers) often struggle to choose optimal KTls
for their context.

Objectives / Goal
To identify KTls with known effectiveness and develop an online resource to assist knowledge
users with the selection and implementation of effective and appropriate KTls.

Methods

A targeted search of the Cochrane EPOC and Health Systems Evidence databases and
Implementation Science journal was conducted to identify systematic reviews that evaluated
the effectiveness of KTls. Effectiveness data, contextual factors, and KTI operationalization
details were extracted from the review articles. KTls demonstrating potential effectiveness and
contextual appropriateness were prioritized for inclusion in an online KTI resource.

Results & Discussion

85 reviews were identified for data extraction and the KTIs demonstrated variable
effectiveness. 17 KTIs were prioritized for inclusion in the online resource, of which 3 provided
data particularly relevant to the context of clinical practice guideline implementation: practice
guideline implementation tools, printed education tools, and patient-mediated KTIs. In general,
evidence regarding specific operationalization of the KTIs was lacking (e.g., KTl content and
format, who should deliver the KTI, frequency and duration of the KTI).

Implications for guideline developers / users

Evidence and resources are available to assist guideline developers/users to select effective
and appropriate KTls to implement guidelines; however, more research is needed on specific
aspects of their operationalization.



ORO002
DE-IMPLEMENTATION OF LOW-VALUE CARE PRACTICES BASED ON
GUIDELINE RECOMMENDATIONS

Implementation and quality improvement (including indicators)
#0OR002

A. Nijboer %, E. Verhoof 1, S. Van Dulmen 2, A. Van Ooijen !
Dutch Nurses' Association (V&VN) - Utrecht (Netherlands), ?Radboud University Nijmegen
Medical Centre - Nijmegen (Netherlands)

Background & Introduction

Low-value care provides little or no benefit for the patient, causes harm and wastes limited
resources. A previous study assessed 125 Dutch nursing guidelines and found 66 nursing
interventions that should be left undone.

Objectives / Goal
To stimulate the use of guidelines and to encourage nurses to de-implement low-value care
practices.

Methods

Communication activities and online campaigns focused on increasing awareness that nurses

still perform non-effective or even harmful care. Three infographics, an instruction film and a
budget-impact analysis were made to increase the dialogue about the quality of nursing care.
Nursesd perspectives on these activities were eV

Results & Discussion

600 nurses answered the questionnaire. Online media-activities resulted in 13.000-40.000 hits
per activity. Study results were discussed in a broad variety of national media, from national
news-shows to newspapers. Nurses organized multiple discussion sessions in their
organizations. For example, one hospital spoke about the impact of this study with 200 nurses.
The next step is to increase awareness and to share best practices in a way that local
initiatives are stimulated to enhance the quality of care.

Implications for guideline developers / users

During guideline development developers should also focus on interventions that should be
left undone. To make de-implementation of unnecessary interventions successful, it is
important to make recommendations more tangible for professionals. Show the impact of
unnecessary and un-effective interventions and increase the awareness by discussing these
items on a local level.

Description of the best practice
The first de-implementation strategy in nursing guidelines regarding interventions that should
be left undone. It generated national attention and activities in local settings.
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ORO003
ASSESSMENT OF THE QUALITY, CREDIBILITY AND IMPLEMENTABILITY OF
161 CLINICAL PRACTICE GUIDELINES USING THE AGREE-REX INSTRUMENT

Developing Recommendations
#ORO003

I.D. Florez %, M. Brouwers ?, K. Kerkvliet 2, K. Spithoff 2
Universidad de Antioquia - Medellin (Colombia), 2McMaster University - Hamilton (Canada)

Background & Introduction

A new tool, the AGREE-REX, was recently developed to support the development, report and
assessment of the quality (i.e., credibility and implementability) of recommendations, and to
complement the AGREE-II tool. We assessed CPGs from different organizations published
between 2013 and 2015 using the beta version of the AGREE-REX

Objectives / Goal
To assess the clinical credibility and implementability of recommendations from 161 guidelines
recommendations using the AGREE-REX tool.

Methods

CPGs from different organizations were assessed by two independent appraisers per
guideline using the 11-items beta version of the AGREE-REX. The CPGs were rated using
the tool's 7-point response scale per item of the tool was rated. Country of origin, year of
publication and type of organization (government-supported/professional society) were
evaluated as a source of variation in scores. One-way ANOVA tests were used to examine
mean differences in the scores.

Results & Discussion

One-hundred-sixty-one CPGs from 70 organizations were appraised by 322 participants. The
highest scores were obtained with the Evidence, Clinical Relevance and Patients/population
relevance items, while the lowest scores were with the Policy values, Local applicability and
Resources, Tools and Capacity items. CPGs developed by government-supported
organizations, developed in the UK and Canada, or published in 2015 had significantly higher
scores(p<0.05).

Implications for guideline developers / users
Our findings may be considered a baseline upon which to measure future improvements in
the quality, credibility and implementability of CPGs recommendations.

Conclusion

There is significant room for improvement in some elements of CPG recommendations such
as the considerations of Patients/Population values, Policy values, Alignment of values, Local
applicability and Resources, Tools and Capacity for implementation



0S001
INCREASING VALUE AND REDUCING RESEARCH WASTE IN SYSTEMATIC
REVIEWS TO INFORM GUIDELINE DEVELOPMENT

Systematic reviewing and evidence synthesis
#0S001

W. Wiercioch %, R. Nieuwlaat !, J.J. Yepes Nufiez !, G.P. Morgano 1, I. Etxeandia
1 N. Santesso 1, R. Kunkle 2, H. Schinemann 1

IMcMaster University - Hamilton (Canada), 2American Society of Hematology - Washington
(United States of America)

Background & Introduction

Trustworthy guidelines should be based on systematic reviews (SRs) for assessment of
benefits and harms of alternate healthcare options. In using published SRs, guideline
developers may face a mismatch between the review and guideline questions, narrow scopes,
and lack of synthesis of patient-important outcomes.

Objectives / Goal
To describe an approach for identifying existing SRs to inform guidelines, and to highlight
shortcomings that make reviews less usable to guideline developers.

Methods

In our American Society of Hematology-McMaster venous thromboembolism guidelines, we
conducted literature searches in Medline, Embase, and the Cochrane Library to identify
published SRs. Based on methods of data collection, study appraisal, reporting and synthesis,
we classified them as requiring minor updates, major updates, or useable only as a reference
source for addressing guideline questions.

Results & Discussion

For ten guidelines consisting of 219 questions, 31 questions could be addressed with a minor
update, 104 with a major update, and 84 requiring a new SR. As applied to one guideline, of
56 reviews identified, 32 were classified as requiring major updates, 2 as minor, and 22 as a
reference source. Key reasons for SRs not being directly usable included lack of search
strategy for updating, lack of reporting of all study results, no risk of bias assessment, and
only partially addressing the guideline question.

Implications for guideline developers / users
Developers should be aware that with published SRs, additional work is often required for the
evidence synthesis.

Conclusion
Inadequate reporting and mismatch with questions that are important to patients and clinicians
leads to diminished value of published reviews and duplication of research efforts.



0S002
RAPID SYSTEMATIC REVIEWS TO INFORM RECOMMENDATIONS IN
NATIONAL CLINICAL GUIDELINES: THE NORWEGIAN EXPERIENCE

Systematic reviewing and evidence synthesis
#0S002

C. Hodt-Billington %, L.M. Reinar 2, M. Graesli ?, G.E. Vist ?
The Norwegian Directorate of Health - Oslo (Norway), 2The Norwegian Institute of Public Health
- Oslo (Norway)

Background & Introduction

Recommendations within National clinical guidelines should be informed by systematic
reviews of the relevant evidence. Conducting systematic reviews of high quality is time
consuming and many initiatives are ongoing internationally with the aim of more rapid results.
So also in Norway.

Objectives / Goal
To describe our method and experiences of the first three years of rapid reviews for use in
guidelines.

Methods

Collaboration between the Norwegian Directorate of Health who produce National Guidelines
and the Norwegian Institute of Public Health (previously Norwegian Knowledge Centre) who
conduct systematic reviews. In order to conduct systematic reviews faster, we have restricted
number of questions (PICOs) per systematic review, short introduction and discussion
chapters. Our methods-peer-reviewers agree to respond within one week and the guideline
group provide clinical-expert-peer-reviewers. Our plan is completed systematic reviews by
four to five months.

We follow standard methods for systematic reviews with peer reviewed and published protocol
(and review), peer reviewed search strategy, two people independently reading abstracts and
full text articles against inclusion criteria, risk of bias assessment, data extraction and grading.
However, we limit our literature searches to the four to eight most relevant databases.

Results & Discussion

Ouir first three years produced 20 systematic reviews. Products varied: updates (5); systematic
reviews (14); overview of reviews (1). Number of PICO per review varied: one (11); two (3),
three (2); four (2); five (1); 31 (1). Number of included studies per review was 4 (median (range:
none to 21)). All reviews were successfully used to inform National Guidelines.

Conclusion
We will continue with this collaboration.
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Background & Introduction

Opti mal nutritional guideline devel opment requ.l
Systematic revi ews on peopl eds food choices S |
development of appropriate nutrition recommendations.

Objectives / Goal
To identify, describe and systematically summar
preferences and attitudes on meat consumption.

Methods

We searched in six primary databases from inception to March 2018. We will include primary
studies reporting both qualitative and quantitative research on adults' perspective about meat
consumption. We will evaluate the risk of bias of the included studies with the Critical Appraisal
Skills Programme checklist and with the GRADE (Grading Recommendations, Assessment,
Development and Evaluation) system for qualitative and quantitative studies, respectively. We
will also use the GRADE system to rate the certainty of the evidence. Qualitative findings will
be synthesized using the constant comparison thematic approach, whereas quantitative
results will be summarised narratively if meta-analysis is not possible.

Results & Discussion

We have retrieved 18,251 references. Screening of search results is in progress. So far, we
have screened 1,500 references and included 113 eligible studies to full-text assessment. We
will present the results as well as the challenges and opportunities of conducting this type of
large mixed methods systematic review, in the context of meat consumption
recommendations.



Implications for guideline developers / users
Our results, taken together with an on-going systematic summary of the effect estimates, will
help guideline developers to formulate more informed recommendations on meat

consumption.
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Background & Introduction

Clinical practice guidelines have to be evidence-based and developed following a transparent
approach. Due to time and resource limitations, this might lead to only a limited humber of
guestions being addressed. As a result, some topics relevant for clinical decision making are
not assessed and clinicians are left without guidance.

Objectives / Goal

The European Respiratory Society (ERS) aimed to develop a transparent process that will
allow answering most relevant clinical questions for each topic, while adhering to evidence-
based principles.

Methods

Clinical questions will be divided a priori into those to be answered via systematic and those
to be answered via pragmatic evidence appraisal. Comparative questions (especially in topics
with new evidence, controversy, or related to expensive, aggressive or specialized
interventions) will be systematically reviewed following the full GRADE approach. Questions
about disease monitoring, referral, multimorbidity, drug interactions or treatment hierarchy will
be answered through a summary of best available evidence, anticipated indirect effects or
drug pharmacological properties. The Evidence to Decisions framework will be used for all
guestions and will document other factors considered for making recommendations, e.g.
costs, feasibility, clinical experience etc (see Figure).

Results & Discussion

This approach will result in guidelines that are relevant to clinicians and will facilitate the
production of implementation tools, e.g. algorithms, decisions trees and apps that can support
shared decision-making.

Conclusion

Transparent use of evidence will remain the basis of all ERS guidelines but by applying this
approach future guidelines will be able to address more complex issues of clinical decision
making and, therefore, be more useful to clinicians.
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Figure: Overview of the new ERS process for clinical practice guideline development

(Figure taken from Miravitlles et al. ER) 2018 51: 1800221; DOI: 10.1183/13993003.00221-20,
reproduced with permission from ERJ)
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Background & Introduction

More than 65 currently active clinical practice guidelines (CPGs) are available for the
diagnosis and treatment of hypertension. Consistency across CPGs can increase the
trustinthe recommendations, while inconsistency can identify recommendations
warranting further development.

Objectives / Goal
To evaluate the consistency of recommendations for hypertension across multiple guidelines

Methods

We identified the most prominent currently active English-language CPGs relevant to general
management of hypertension, and the hypertension management recommendations from
prominent evidence-based clinical references. We generated reference recommendations
describing discrete and unambiguous specifications of the Population, Intervention and
Control states. For each reference recommendation, three raters reached consensus on
coding the direction and strength of the recommendation made by each CPG and clinical
reference. For each reference recommendation, we classified the consistency of
recommendations across the CPGs and clinical references (Figure 1).

Results & Discussion

Of the 65 recommendations addressed by two or more CPGs, seventeen (26%) were

fiConsi stent Strong Recommendations For o, i mpl yi.
expectation for performing these actions, twenty-one (32 %) were @AConsi sten
For o, and one (1.5%pewhbomCAgainaseat BSmpglying ¢
support for consideration of these actions though not necessarily with a high degree of

expectation for their implementation, and twenty-s i x ( 40 %) wer e Al nconsi st e
Gui danceo

Implications for guideline developers / users
This study provides a method for evaluating consistency of recommendations across CPGs.

Conclusion
Inconsistency in recommendations across CPGs for hypertension is frequent. Future studies
are needed to define the causes for inconsistency and develop methods to minimize it.



Figure 1. Classification System for Consistency of Recommendations Across Guidelines

All High or Strong

Recommendations in
2 or more guidelines

All High or Strong
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Background & Introduction

I n 2017, Agency for Healt hcare Research and

(NGC) launched the National Guideline Clearinghouse Extent Adherence to Trustworthy
Standards (NEATS) Assessments, presenting publically available unbiased assessments of
clinical practice guidelines (CPGs) on transparency and rigor of development. These
Assessments utilize the NEATS Instrument, a 15-item appraisal tool developed in response
to the 2011 U.S. Institute of Medicine report on standards for CPG development.

Objectives / Goal
To describe and characterize CPGs trustworthiness within NGC

Methods

NGC used the NEATS Instrument to appraise all CPGs meeting inclusion criteria submitted
over 1 year, with each CPG undergoing dual review by trained NGC staff. We summarize
descriptive statistics of completed NEATS Assessments and follow-up.

Results & Discussion

155 CPGs had NEATS Assessments performed, of these, 88.4% were published in 2017 or
later. On the whole, these guidelines scored well based on the NEATS assessments. There
was documentation of funding sources for 88%; guideline development groups were
multidisciplinary in 86% and they had methodologist in 79%. Averages scores for other items
of the NEATS Assessment were mostly between 4 and 5, where 5 is the highest score. The
lowest average scores were in the areas of Patient and Public Involvement (2.8) and External
Review (3.2).

Implications for guideline developers / users
This snapshot provides insight into where guideline developers should focus efforts on
improving their guideline development.

Conclusion
Recent CPGs in NGC are trustworthy, due in part to changes made by guideline developers

to meet standards of N G GWdINEATS8 Assessments,ianesult af thhe o n

IOM's call for trustworthy standards for CPGs.
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Background & Introduction

In India, Standard Treatment Guidelines (STGs), are developed by many agencies. The
guality of these guidelines is uncertain.The Ministry of Health and Family Welfare (MoHFW),
convened an STG task force to develop a framework for developing STGs

Objectives / Goal
Develop a pragmatic method for adapting evidence-based guidelines to the Indian setting

Methods

The Task Force used a 10 step adaptation approach from a pilot framework by the National
Institute for Health and Care Excellence (NICE), literature review and expert consensus and
drafted an STG handbook. The MoHFW approved fourteen STG topics, convened a multi-
stakeholder guideline development group (GDG) for each and a training workshop. GDG
prepared the STG scope, searched existing guidelines from the National Guidelines
Clearinghouse (NGC), identified relevant recommendations and adopted or adapted them for
India. Draft adapted STGs were reviewed by STG task force and independent experts

Results & Discussion

The MoHFW published 12 adapted STGs. GDGs adapted recommendations using their
expertise, diverse clinical settings, resource availability. Adaptation ranged from minor edits
to major changes, all documented. Issues relevant to India were often missing from source
guidelines. NGC did not have all relevant guidelines. Source guideline developers used
different systems for grading quality of evidence.

Implications for guideline developers / users
The pragmatic adaptation framework provides a feasible alternative to de novo guideline
development for India and other low and middle-income countries

Conclusion
A global guideline adaptation approachis urgently needed, building from country
experiences.

Description of the best practice
The adaptation framework provides a useful contribution to wider global efforts to develop a
validated approach in producing guidelines relevant to low and middle-income countries
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Background & Introduction

New clinical practice guideline (CPG) development is expensive and time-consuming and
therefore often unrealistic in settings with limited funding or resources. Rather than starting
from scratch, adapting from available CPGs or evidence, using a transparent process, is
possible.

Objectives / Goal
We describe four case studies of rigorous processes for adapting CPGs for use in South
Africa.

Methods

The South African Guidelines Excellence Project (SAGE) held a workshop (April 2017) to
provide an opportunity for dialogue regarding different adaptive approaches to CPG
development. Four panellists presented case studies to share their experiences, the
methodologies used, challenges and lessons learned.

Results & Discussion

Four CPGs represented the topics: mental health, health promotion, chronic musculoskeletal
pain, and pre-hospital emergency care. Each CPG used a different approach, however, using
transparent, reportable methods. They included advisory groups with representation from
content experts, CPG users and methodologists. They assessed CPGs and systematic
reviews for adopting or adapting. Each team considered local context issues through
gualitative research or stakeholder engagement. Lessons learned include that South Africa
needs fit-for-purpose guidelines and that existing appropriate, high-quality guidelines must be
taken into account.

Implications for guideline developers / users
Guidelines development should be a rigorous, transparent and an inclusive process. Each
approach may need to be contextualised to the needs of the setting.

Conclusion

Various approaches to CPG development have been proposed. Approaches for adapting
guidelines are not clear globally and there are lessons to be learned from existing descriptions
of approaches from South Africa.
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Background & Introduction

The National Institute for Health and Care Excellence (NICE) is developing antimicrobial
prescribing guidelines for managing specific common infections to minimise antimicrobial
resistance. The guidelines provide recommendations for when, or when not, to use an
antimicrobial medicine for specific infections, for all people in all care settings. They are aimed
at prescribers but are applicable to all health and care practitioners and the public. A novel
approach to the guideline formathelps tocommunicate and implement the
recommendations.

Objectives / Goal

To develop antimicrobial prescribing guidelines for managing common infections to reduce
inappropriate use and antimicrobial resistance by using a novel approach to guideline
presentation.

Methods

Using innovative approaches for prioritising included evidence.

Addressing previous user feedback through visual representations, short summaries of
guidance and presenting the guideline using a layered approach.

Results & Discussion

The first 3 guidelines on sinusitis (acute), sore throat (acute) and otitis media (acute) showcase
the approach. For each guideline there is: a visual summary of recommendations, a guideline
(including links to the committee rationale [explaining why the recommendations were made]
i a new feature for published guidelines) and an evidence review.

See figures 1 and 2 - visual summary on sinusitis.

Implications for guideline developers / users

User feedback collected when they accessed the visual summaries has been positive and
welcomed. Users have found the summaries useful as an aide memoire, as educational tools
and to support patient education.

Conclusion
User feedback suggests the visual summary is a useful way of presenting guidelines for busy
health professionals and can also be used to help support decision-making with patients.



Sinusitis (acute): antimicrobial prescribing
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or less? * Do not offer an antibiotic
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illness or condition,
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Heglth and Care Excellence
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Sinusitis (acute): antimicrobial prescribing Nic

Antibiotics for adults aged 18 years and over

Antibiotic! Dosage and course length for adults

National Institute for
Health and Care Excellence
Antibiotics for children and young pecple under 18 years

Antibiotic! Dosage and course length for children and young people®

First choice

First choice

Phenoxymethylpenicillin | 500 mg four times a day for 5 days

First choice if systemically very unwell, symptoms and signs of a more serious
illness or condition, or at high risk of complications

Phenoxymethylpeni- 1to 11 menths, £2.5 mg four times a day for 5 days
cillin 1to 5years, 125 mg four times a day for 5 days
&to 11 years, 250 mg four times a day for 5 days
12 to 17 years, 500 me four times a day for 5 days

Co-amaxiclay 5004125 mg three times a day for 5 days

Alternative first choices for penicillin allergy or intolerance

First choice if systemically very unwell, symptoms and signs of a more serious iliness or condi-
tion, or at high risk of complications®

200 mg on first day, then 100 mg once a day for 4
days (S-day course in total)

Daxycycline

Clarithromyein 500 mg twice aday for 5 days

250 mg to 500 mg four times a day or 500 mg to
1000 mg twice a day for 5 days

Erythromyein {in
pregnancy}

1to 11 months, 0.25 mi/kg of 125731 suspension three times a day
for 5 days

1to Syears, 5 ml of 125/31 suspension or 0.25 ml/kg of 125/31
suspension three times a day for 5 days

6 to 11 years, 5 ml of 250/62 suspension or 0.15 ml/'kg of 250/62
suspension three times a day for 5 days

12 to 17 years, 250/125 mg or 500/125 mg three times a day for 5
days

Co-amoxiclay

Second choice (worsening symptoms on first choice taken for at lzast 2 to 3

Alternative first choice for penicillin allergy or intolerance

days) Clarithromycin Under 8 kg, 7.5 mg/kg twice a day for 5 days
. . 8 to 11 kg, 62.5 mg twice a day for 5 days
Co-amoxiclav? 5004125 mg three times a day for 5 days 12 to 19 kg, 125 mg twice a day for 5 days
20 to 29 kg, 187.5 mg twice a day for 5 days
Alternative second cheice for penicillin allergy or intolerance, orworsening 30 to 40 kg, 250 mg twice 3 day for 5 days X
symptoms on second choice taken for at least 2 to 3 days 12 te 17 years, 250 mg twice a day or 500 mg twice a day for 5 days
Consult local microbiologist Doxycycline® 12 to 17 years, 200 mg on first day, then 100 mg once a day for 4

days (5-day course in total}

1 See BNF for appropriate use and dosing in specific populations, for example,
hepatic impairment, renal impairment, pregnancy and breast-feeding

? If co-amoxiclav used as first choice, consult local microbiologist for advice on
second choice

Second choice (worsening symptoms on first choice taken for at least 2 to 3 days)

Co-amoxiclav? I As above

Alternative second choice for penicillin allergy or intolerance, or worsening symptoms on sec-
ond choice taken for at least 2 to 3 days

Consult local microbielogist

1 Sea BMF for children for use in specific populations (e.g. hepatic and renal impairment)

*In practice, the prescriber will use age bands with other factors such as severity of the condi-
tion and the child's size in relation to the average size of children of the same age
*Doxyeycline is contraindicated in children under 12 vears

+If eo-amoxiclav used as first choice, consult local microbiologist for advice on second choice,
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Background & Introduction

Guideline adaptation provides an alternative solution in view of reduced financial and human
resources and time constraints, making the process more efficient and avoiding duplication of
efforts. However, it is necessary to consider the cultural and organizational differences in the
new setting to ensure applicability in practice.

Objectives / Goal

To compare the American College of Rheumatology (ACR) recommendations for the
treatment of early rheumatoid arthritis (AR) and adapted recommendations for the Eastern
Mediterranean Region (EMR) and Brazil.

Methods

We used the GRADE-Adolopment approach to adapt the 2015 ACR RA treatment guideline
to the EMR and Brazil. The source guideline addressed 15 questions. For the EMR and Brazil
guidelines, 8 questions were prioritized, 6 of which were the same for both guidelines.

Results & Discussion

The recommendations for the 6 questions covered by the EMR and Brazilian guidelines
agreed both in direction and strength. All recommendations were in the same direction as the
ACR guideline recommendations, but the strength of 3 recommendations changed from strong
to conditional in the Brazilian guideline and of 5 changed from strong to conditional in the EMR
guideline. Conditional recommendations were made based on cost issues, feasibility, and
impact on health inequities. Although all recommendations were in the same direction, there
was 50% disagreement between the original and adapted guidelines regarding the strength
of recommendations.

Implications for guideline developers / users

Adoption of recommendations may not be appropriate when dealing with different settings. An
adaptation method such as GRADE-Adolopment is preferred because it allows tailoring the
recommendations to local issues, such as costs, values and preferences, and equity.
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Background & Introduction

Pediatric lead exposure can cause lifelong cognitive and behavioral problems. Guidelines for
management and screening programs remain crucial to public health efforts to address this
problem. While guideline-based clinical decision-support (CDS) may facilitate screening,
differing recommendations across guidelines presents challenges for creating shareable
CDsS.

Objectives / Goal
Identify similarities and differences in lead screening and management recommendations from
U.S. public health guidelines.

Methods

We reviewed lead guideline documents from the Center for Disease Control (CDC), 60 public
health departments, the American Academy of Pediatrics (AAP), and the Center for Medicare
and Medicaid Services (CMS). We extracted definitions of elevated lead level, lead screening
and reporting requirements, and guidance on medical management and follow-up.

Results & Discussion

States provided different thresholds for elevated lead levels (Figure 1). We identified 51 lead
screening and management guidelines with publication dates ranging between 2003 and
2018. There was variability in screening and management recommendations (Figure 2). While
local risk factors can explain differences in screening recommendations, there is less
justification for differences in management. Adapting these guidelines into sharable CDS will
require support for localization and alignment of recommendations.

Implications for guideline developers / users

Guideline users looking to disseminate effective lead screening and management programs
need to be aware of regional and local differences in guidelines for clinicians. Guideline
developers should consider how multiple similar guidelines on a topic can impede the
development of sharable, scalable CDS.

Conclusion
Guidelines for lead screening and management have wide variability. Developing sharable
CDS for lead screening and evaluation will necessitate resolving or accounting for these local
differences.



Figure 1. Definitions of Elevated Lead Level for 50 States and District of Columbia

Definitions of

Elevated Lead N Description
No elevated level
ifi
‘specn e, no' 3 Arkansas, North Dakota, Wyoming
guidance or policy
statement
Lead 23 1 New Hampshire

Alabama, Alaska, Arizona, California, Colorado,
Connecticut, D.C., Delaware, Hawaii, Idaho,
Indiana, lowa, Kentucky, Maine, Maryland,
Massachusetts, Michigan, Minnesota,

Lead 25 37 Mississippi, Montana, Nebraska, New Mexico,
North Carolina, Ohio, Oklahoma, Oregon,
Pennsylvania, Rhode Island, South Carolina,
South Dakota, Tennessee, Texas, Utah,
Vermont, Virginia, Washington, Wisconsin
Florida, Georgia, lllinois, Kansas, Louisiana,
Lead > 10 10 Missouri, Nevada, New Jersey, New York (New
York City uses > 5), West Virginia

Figure 2. Lead Screening and Management Recommendations

Screening Recommendations
Policy or Guidance Support Universal Screening Mandatory Reporting
izati 4
i organlzatlor\s, Sesa 17 (16 states, 1 county) 39 States
counties)
Management Recommendations
Localities Recommending Interventions by Elevated
Localities Lead Level
interveniion (n) (# of localities recommending, cumulative)
23 210 215 220 245
mcg/dl mcg/dl mcg/dl mcg/dl mcg/dl
Follow up Lead Testing 33 1 26 33 33 33
In Person Home Assessment 34 0 4 22 34 34
Iron Testing 19 0 10 13 19 19
Abdominal X-Ray for Foreign 16 0 3 3 13 16
Body
Early Intervention Referral 12 0 4 10 12 12
Multivitamin or Iron 3 0 6 - 3 3
Supplement

From 63 policy or guidance statements reviewed (50 states + District of Columbia, 9 localities funded by
CDC (Chicago, Harris Country, Houston, Los Angeles, Marion Country, New York City, Philadelphia,
Seattle King County, Salt Lake County), and 3 professional organization policies (American Academy of
Pediatrics, Center for Medicare and Medicaid Services, and Centers for Disease Control)
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Background & Introduction
In Latin America and the Caribbean efforts have been made to advance in the methodological
development of evidence informed clinical practice guidelines.

Objectives / Goal
To develop an evidence map of GRADE clinical practice guidelines developed in Latin
America and the Caribbean.

Methods

A systematic search of the literature was conducted in databases, developers websites, health
ministries, repositories and grey literature. Reports were included if they were informed based
clinical practice guidelines developed in Latin American and Caribbean countries. Information
about country, health condition, publication date, implementation resources were extracted

Results & Discussion

4878 reports were retrieved. 95 guidelines with GRADE methodology were identified. 79.79%
of the guidelines were developed within the last 4 years. 73.68% are from Colombia, 13,68%
from Peru, 3.16% from Argentina, 3.16% from Chile and 3.16% from Costa Rica. It was found
that 68.42% were developed for non-communicable diseases, 5.26% for pregnancy, childbirth
and puerperium problems, 8.42% for neonatal and pediatric pathology and 10.53% for
communicable diseases. Our results show a slow and progressive incorporation of GRADE
methodology in the region. GRADE guidelines have been embraced mainly by Colombia and
partially by other countries. Topics for guidelines continue to be comparable to the HICs and
they don't address communicable diseases.

Implications for guideline developers / users
The identified regional GRADE guidelines would allow to create a repository which can help
the adaptation process of the region and strengthening the national guideline programs.

Conclusion
Continuous efforts must be made to introduce GRADE approach in the development of
guidelines in Latin America and the Caribbean
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Background & Introduction

Although the ADAPTE-procedure aims to shorten the time spent on guideline development,
guideline adaptation remains an intensive assignment. In addition, the profession
Occupational Therapy (OT) is in the early stages of guideline development.

Objectives / Goal
To streamline effort to adapt the existing international guidelines;
To train students in guideline adaptation

Methods

The ADAPTE-pr ocedure i s taught during the cour
two year Flemish interuniversity Masters in OT. To practice their skills, teams of students had
to update existing international OT guidelines and adapt them for the Belgian context. A
process evaluation took place to assess the experience of the students.

Results & Discussion

Students updated five international OT guidelines and adapted them for the Belgian context.
These versions of the updated and adapted guidelines will be revised by senior guideline
developers.

Students indicated that these assignments are meaningful, not only because they gained
experience in applying the theory into practice, but also because they did something useful
for the national clinical OT practice.

Implications for guideline developers / users
Involving students in guideline development has proved to be beneficial: senior researchers
gain time and students practice their knowledge and skills on real cases.

Conclusion
In guideline adaptation, combining student involvement with senior expertise benefits both
parties.

Description of the best practice

The reciprocal relationship between the senior guideline experts and students benefits both
parties. Experts save time and students gain valuable skills in applying the knowledge taught
by experts.
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IDENTIFICATION AND EVALUATION OF CLINICAL PRACTICE GUIDELINES
FOR PRIORITY COMMUNICABLE DISEASES IN FRANCOPHONE COUNTRIES
OF SUB-SAHARAN AFRICA.

Adapting Guidelines
#P008

C. Ongolo Zogo %, A. Youta !, T. Kredo 2
1Centre for the development of best practices in health - Yaounde (Cameroon), 2Cochrane South
Africa - Cape Town (South Africa)

Background & Introduction

Clinical practice guidelines (CPGSs) are tools to translate evidence into practice and to improve
the effectiveness and consistency of care. Malaria, HIV and lower respiratory infections
(LRIs) drive a substantial disease burden in sub-Saharan Africa. In francophone countries in
particular, little is known about the content and quality of CPGs for these conditions and their
guality may impact patient care.

Objectives / Goal
To identify and appraise CPGs for HIV, malaria and LRIs in selected francophone countries
of sub-Saharan Africa.

Methods

We conducted a systematic search of published and grey literature to identify countries' CPGs
for HIV, malaria and LRIs (bronchitis and pneumonia). Two reviewers independently
appraised the CPGs using the AGREE Il instrument.

Results & Discussion

We identified 41 CPGs (disease-specific and broader primary care guidelines) published
between 1998 and 2016 in 17 countries. For feasibility considerations and based on pre-
determined criteria, we included 22 for appraisal,resulting in these median domain scores
across countries and diseases: scope and purpose 44%, stakeholder involvement 28%, rigor
of development 0%, clarity of presentation 67%, applicability 10% and editorial independence
4%.

Implications for guideline developers / users

In this limited-resource context, adaptation and contextualisation of reference guidelines might
be a preferable approachto de novo CPG development. Developers should focus on
improving access to CPGs, involving patients and target users, developing local expertise in
methodology and promoting transparent processes through adequate reporting and conflict of
interest declarations.

Conclusion
CPGs for HIV, malaria and LRIs in this region are mostly adaptations of reference CPGs
(WHO).Improvements are needed in the overall quality of development and reporting of these
adaptations.



P0O09
MANAGEMENT OF CHRONIC HEART FAILURE

Adapting Guidelines
#P009

M.R.S. Ouertatani, D.R. Ben Hammouda, D.R. Ben Brahem, D.R. Grati, M.R.S.

Jebali, D.R. Jameleddine, P.R. Zeghal
National instance for assessment and accreditation in healthcare - Tunis (Tunisia)

Background & Introduction
A CPGs implementation strategy has been developed by the national instance for assessment
and accrediatation in hife.althcare in Tunisia Al NE

Objectives / Goal
First adaptation projects have been started with the Tunisian society of cardiology and other
healthcare professionals to develop a guideline on the management of chronic heart failure.

Methods

INEAS team has relied on the ADAPTE toolkit to develop its first guidelines. After the
constitution of aRIROHaueption reélated to he sulgdct, was determined

and a working plan has been developed. A literature search strategy covering 5 years was

carried out. Several databases including GIN, Dynamed plus, Pubmed were explored. Four

INEAS methodologists used the PRISMA Flow diagram then the AGREE Il toolkit to assess

the quality of selected GPCs. Five guidelines
Management of chroniret@inebheart failured was

Results & Discussion

After the critical appraisal using tools 14 and 15 of the ADAPTE, a meeting was conducted
with the experts panel to discuss the results. The context study consisted in the inclusion of
Tunisian data and checking the availability of some medicines in Tunisia. The final adapted
guideline was a combination of translated recommendations from the SIGN guideline and a
data synthesis of the Tunisian context.

Implications for guideline developers / users
A working group including INEAS team, healthcare professionals and patients was in charge
of the development of the guideline. An implementation strategy is planed with policy makers.

Conclusion
CPGs development is on its way to be considered as an important actor in Tunisian healthcare
system reform.
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SUPPORTING CLINICIANS, EMPOWERING PATIENTS. HOW NICE GUIDANCE
SUPPORTS SHARED DECISION-MAKING IN HEALTH AND SOCIAL CARE

Adapting Guidelines
#P010

A. Hutchinson 1, V. Thomas 2, L. Norburn %, P. Chrisp %, G. Leng ?
INICE - Manchester (United Kingdom), 2NICE - London (United Kingdom)

Background & Introduction

The National Institute for Health and Care Excellence (NICE) is increasingly engaging with
shared decision-making (SDM) as a mechanis to support patient autonomy and choice, and
to support the implementation of its guidance.

Objectives / Goal

This session wildl descri be t h®@®Mpdiay Bnd prdcticdlNih CE6 s w
t he UK. It wi I demonstrate NICEOGs approaches t ¢
can support clinicians and patients to make decisions.

Methods

Since 2015 NICE has run the Shared Decision Making Collaborative: an international network
of academics, policy makers, practitioners, and professional and patient organisations with a
commitment to SDM. The Collaborative's work has influenced NICE's own work in relation to
SDM.

Results & Discussion

To date the SDM Collaborative has met 5 times, establishing actions and change within the

wider NHS system and at NICE including the establishment of:

a NICE-wide group with oversight for SDM

patient decision aids (PDA)s development program
processes for PDA topic selection, prioritisation and development

a webpage to support and promote SDM i www.hice.org.uk/sdm

specific consideration of SDM in our guidelines manual

Implications for guideline developers / users

Inclusion in the guidelines manual requires developers to think explicitly about
values/preferences when writing recommendations, and to present the underpinning evidence
supporting preference-sensitive decisions

Conclusion

Evidence and guideline recommendations can only get us so far. Developers need to
consider patient choice and autonomy, acknowledge the limits of the evidence base, and,
even where evidence is strong, support people to make individual choices about their
treatment and care.
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STRENGTHENING NATIONAL EVIDENCE-INFORMED GUIDELINE PROGRAMS:
A TOOL FOR ADAPTING AND IMPLEMENTING GUIDELINES IN THE
AMERICAS

Adapting Guidelines
#P011

M. Torres 1, L. Reveiz 2, C. Grillo 3

lPanamerican Health Organization - Bogota (Colombia), Panamerican Health
Organization - Washington (United States of America), 3School of Medicine.
Universidad Nacional de Colombia - Bogota (Colombia)

Background & Introduction
Guidelines are one of many elements that can help to achieve quality health care with safety,
efficiency, and equity in Latin-American and the Caribbean.

Objectives / Goal
To develop a manual that presents policy-oriented and methodological strategies for
developing and/or strengthening national guideline programs.

Methods

The manual was developed through a literature review of guideline programs and guideline
development manuals worldwide along with the experiences of the authors. A draft of this
document was reviewed by 17 policy makers, methodologists, guideline developers and
experts in guideline implementation.

Results & Discussion

This manual is presented in three chapters: Chapter 1 presents the components of national
guideline programs, with a description of the activities to be carried out by the management
level (national, regional, institutional). Chapter 2 provides operational information of the
GRADE guideline adaptation process. Chapter 3 provides information on implementation of
recommendations to help guide managers, institutions, and decision-makers.

Implications for guideline developers / users

This document showcases the requirements for developing, strengthening and implementing
guideline programs which give support to health policy development in the Region.
Additionally, the manual emphasizes the use of rapid adaptation methods as an efficient and
rigorous strategy for formulating recommendations on prevention and management of
different health conditions. It additionally reflects the experience of the PAHO through the
technical assistance it provides throughout Latin America and the Caribbean.

Conclusion

PAHO offers this manual to public health authorities, administrators, decision-makers, health
professionals, patients and other users, as a tool for developing national guidelines programs
and evidence-informed guidelines.
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TECHNICAL CAPACITY BUILDING FOR GUIDELINE DEVELOPMENT AND
IMPLEMENTATION IN LATIN AMERICA AND THE CARIBBEAN

Adapting Guidelines
#P012

L. Reveiz 1, M. Torres 2, C. Grillo

Panamerican Health Organization - Washington Dc (United States of America), 2Panamerican
Health Organization - Bogota (Colombia), 3School of Medicine. Universidad Nacional de
Colombia - Bogota (Colombia)

Background & Introduction

The Evidence and Intelligence for Health Department provides technical cooperation for
strengthening national guideline programs. The Americas have started to develop evidence
informed guidelines and have requested methodological support.

Objectives / Goal
To present the strategies developed by PAHO to strength technical capacity building for
guideline development and implementation in Latin-American and the Caribbean

Methods

The Evidence and Intelligence for Health Department conducted a two-day workshop in
several countries that included the conceptual bases for guideline adaptation, conflict of
interest management, systematic review elaboration, GRADE approach, recommendations
formulation, use of local evidence and guideline implementation. Technical assistance was
provided as well.

Results & Discussion

The workshop has capacitated 165 experts in El Salvador, Guatemala, Mexico, Panama,
Dominican Republic and Peru with the aim to strength the national guideline programs. The
workshop participants included decision makers; professionals involved in guideline
adaptation and implementation; and clinicians. Methodological assistance was provided for
the development of clinical practice guidelines on the management of Kidney chronic disease
in Panama; Premature newborn in the Dominican Republic; and Preeclampsia in El
Salvador. Support was provided to Peru to support its guidelines policies.

Implications for guideline developers / users

It is expected that each workshop participant act as an agent of change to promote GRADE
methodology for guidelines. It is also expected that they would start the institutionalization of
national guidelines programs and guideline implementation within their institution

Conclusion
PAHO will continue strengthening the capabilities of policy makers and public health and
clinical professionals to develop and implement high quality guidelines.
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TRANSITIONING TO VALUE-BASED CARE THROUGH SYSTEM-LEVEL,
EVIDENCE-BASED GUIDELINES

Adapting Guidelines
#P013

E. Crabtree, T. Yackel
Oregon Health & Science University - Portland (United States of America)

Background & Introduction

Healthcare systems are struggling with rising costs and uneven quality. Systems that make
the shift from focusing on the volume of services provided to the outcomes patients achieve
are most likely to succeed. Key to this transformation, is ensuring care is consistently delivered
based on best evidence.

Objectives / Goal

Oregon Health & Science University (OHSU) created the Office of Clinical Integration and
Evidence-Based Practice (EBP) whose focus is developing evidence-based clinical guidelines
for the OHSU health system.

Methods

Guidelines are developed in partnership with multidisciplinary content expert teams with
representatives from each hospital, and patient advocates. The Office of Clinical Integration
and EBP uses the GRADE methodology to appraise and summarize research evidence.
Content expert teams bring their clinical expertise to interpreting the evidence to develop
practice recommendations and consensus statements. Multidisciplinary, clinical
implementation teams formally implement each guideline, and use metrics to drive for
continuous improvement.

Results & Discussion

To-date, the Office has developed five clinical guidelines, engaging more than 100 clinicians
from across the health system. Post-implementation data have shown improvements in
patient-important outcomes, such as: reductions in length of stay and opioid use.

Implications for guideline developers / users

Engaging providers across the system in designing clinical pathways has made
implementation of guidelines more achievable, and has allowed for OHSU to make meaningful
strides in transforming the health system into one integrated and focused on value.

Conclusion
The delivery of coordinated, consistent care is key to clinical integration within a health system.
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BEYOND THE GUIDELINES: DEVELOPING CLINICAL ALGORITHMS TO GUIDE
SHARED DECISION-MAKING ABOUT WHETHER TO STOP OSTEOPOROSIS
TREATMENT

Developing Recommendations
#P014

E. Liles 1, D. Regidor ?
IKaiser Permanente - Portland (United States of America), 2Kaiser Permanente - Oakland (United
States of America)

Background & Introduction

Osteoporosis increases the risk for fragility fracture. Two trials have demonstrated that
bisphosphonate use beyond 3-5 years reduces fragility fracture; however, the risk of atypical
femur fracture, a serious complication, also increases with longer use. In 2012, The Kaiser
Permanente (KP) National Guideline Program developed a guideline regarding
bisphosphonate use, but primary care and specialty providers found it too vague and asked
for more specific guidance.

Objectives / Goal
To design evidence-informed, usable guidance for bisphosphonate holiday and
discontinuation in primary care.

Methods

In 2017, we held a series of conference calls with five endocrinologists and one pharmacist
from five regions of KP. Our task was to review evidence for, create, and agree upon visual
algorithms that could guide use of bisphosphonates in primary care. We then presented these
algorithms to a larger group of stakeholders from all eight KP regions, achieved consensus
and adopted them as supplementary documents to the guideline.

Results & Discussion

We created four visual algorithms that guide clinicians through considerations for
bisphosphonate holiday and discontinuation. The algorithms help clinicians navigate complex
pathways of patient risk profiles and value considerations.

Implications for guideline developers / users

Visual algorithms to guide clinical practice may be useful for topics involving multiple,
sequential clinical decisions, in which the balance of benefit and risk for individual patients is
highly variable and the quality of supporting evidence is low.

Conclusion
Clinical decision algorithms to guide bisphosphonate usage employ conditional logic and
shared decision-making in support of traditional guidelines.

Description of the best practice
Supplemental visual algorithms can translate guidelines governing complex clinical decisions
to practice.
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CLINICAL IMPORTANCE AND IMPRECISION IN GUIDELINE DEVELOPMENT

Developing Recommendations
#P015

S. Carville %, K. Dworzynski ?

INational Guideline Centre, Royal College of Physicians - London (United Kingdom), 2National
Guideline Alliance, Royal College of Obstetricians and Gynaecologists - London (United
Kingdom)

Background & Introduction

Uncertainty exists as to how to determine clinical importance in guidelines and its impact on
recommendations. NICE guideline developers use minimally important differences (MIDs) in
assessing clinical importance, but different approaches are used and there appears to be no
evidence whether this impacts recommendations.

Objectives / Goal
To identify whether using established MIDs to determine clinical importance, compared to
statistical significance or default imprecision values from GRADE, has an impact on
recommendations.

Methods

Data were extracted for outcomes informing selected recommendations from a convenience
sample of guidelines. Outcomes were reassessed to determine whether clinical importance
changed if a different approach was applied. A qualitative judgement was made regarding
whether the recommendation might change.

Results & Discussion
Outcomes informing six recommendations from four published guidelines were extracted
covering a range of methods to determine clinical importance.



Table 1 - Clinical importance change and effect on recommendations

Change in clinical
importance with
alternative method (%)

Guideline
. . |clinical i Grade Statistical |Effect on
Guideline|. outcomes|. . R .
importance imprecision significance recommendation
assessed
method
GRADE
imprecision
Any
change,
GRADE
2 imprecision, 96 9 28 None
&
established
MIDs
GRADE
imprecision
established
MIDs

GRADE
imprecision

N/A 33 None

1127 11 22 None

N/A 22 None

Implications for guideline developers / users
Determining the effect of MIDs and decisions on clinical importance in guideline development
has important implications for development of decision making methodology.

Conclusion

Changes in clinical importance were observed in ~30% of outcomes. There was no evidence
that the method of determining clinical importance affected recommendations. This suggests
that separate consideration of imprecision and clinical importance is alone, not sufficient to
impact recommendations.
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COMMITTEE DISCUSSIONS IN NICE PUBLIC HEALTH GUIDELINES AND THE
GRADE EVIDENCE TO DECISION FRAMEWORK: QUALITATIVE STUDY

Developing Recommendations
#P016

M. Hilton Boon 1, J. Thornton 2, H. Thomson 1, B. Shaw 2, S.V. Katikireddi 1, K.

Nolan 2
lUniversity of Glasgow - Glasgow (United Kingdom), 2NICE - Manchester (United Kingdom)

Background & Introduction

GRADE Evidence to Decision (EtD) frameworks (2016) offer a transparent and rigorous
method for articulating factors that shape guideline recommendations. The National Institute
of Health and Care Excellence (NICE) implemented aspects of GRADE developed prior to the
EtDs while following NICE methodology for reporting committee discussions as a basis for
recommendations.

Objectives / Goal

(1) Critically examine factors considered by NICE public health committees when formulating
recommendations and (2) evaluate how committee discussions map to the GRADE EtD
framework for public health.

Methods
Qualitative study of committee discussions in three NICE guidelines using framework analysis.

Results & Discussion

Five themes emerged from the published committee discussions: ethics and equity;

stakeholder considerations; system considerations; trade-off between benefits and harms;

and causal or logical considerations, such as causal pathways from exposure to effect and

effective components of complex interventions. The NI CE manual includes
framework or | ogic model 0 as a component of comm
in the GRADE EtD. This distinction may represent an important difference between public

health and clinical guidelines.

Implications for guideline developers / users

This thematic framework could be helpful in simplifying methodological guidance for
committees and in understanding the social and scientific issues that shape public health
recommendations. Guideline developers and the GRADE Working Group may wish to
consider methods of articulating causal relationships in explaining the basis for
recommendations.

Conclusion

GRADE Et Ds demonstrate content wvalidity in relat
reporting committee discussions encompass the considerations presented in GRADE EtDs

with the addition of conceptual frameworks and logic models to articulate causal relationships.
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CONSERVATIVE TREATMENTS FOR LOW BACK PAIN: A GUIDELINE FROM
THE CANADIAN CHIROPRACTIC GUIDELINE INITIATIVE

Developing Recommendations
#P017

A.Busseéres !, G. Stewart 2, F. Al Zoubi 3, P. Decina 4, M. Descarreaux °, D. Haskett
6, C. Hincapie 7, I. Pagé °, S. Passmore &, J. Srbely 6, M. Stupar 7, J. Weisberg °,
J. Ornelas 10

IMcGill University - Montreal (Canada), niversity of Manitoba - Winnipeg (Canada), McGill
University - Montréal (Canada), “*CMCC - Toronto (Canada), SUQTR - Trois-Riviéres (Canada),
6Guelph University - Guelph (Canada), University of Toronto - Toronto (Canada), 8University of
Manitoba - Winnipeg (Canada), °Ottawa, Prvate practice - Ottawa (Canada), °Rush University -
Chicago (United States of America)

Background & Introduction
Low back pain (LBP) results in significant burden to society.

Objectives / Goal
To develop a guideline on the management of LBP in adults, and address the use of spinal
manipulation therapy (SMT) compared with other conservative treatments.

Methods

The topic areas were chosen based on an AHRQ comparative effectiveness review, specific
to SMT. The panel updated search strategies in Medline. We assessed admissible systematic
reviews and RCTs for each question using AMSTAR and Cochrane Back Review criteria.
Evidence profiles served to summarize judgments of the evidence quality and link
recommendations to the supporting evidence. Using the Evidence to Decision Framework, the
panel determined the certainty of evidence and strength of the recommendations. Consensus
was achieved using a modified Delphi technique. The guideline was peer reviewed by an 8-
member multidisciplinary external committee.

Results & Discussion

For patients with acute (0-3 months) LBP, we suggest offering advice (posture, staying active),
reassurance, education and self-care strategies in addition to SMT, usual medical care when
deemed beneficial, or a combination of SMT and usual medical care to improve pain and
disability. For patients with chronic (>3 months) LBP, offer advice and education, SMT or SMT
as part of a multimodal therapy (exercise, myofascial therapy or usual medical care). For
patients with chronic back-related leg pain, offer advice and education along with SMT and
home exercise (positioning and stabilization exercises).

Implications for guideline developers / users
Recommendations are consitent with other international guidelines.

Conclusion
A multimodal approach including SMT, self-care, and exercise is an effective treatment
strategy for acute and chronic back pain, with or without leg pain.
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with or without leg pain
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signs of serious structural or
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Yes - investigation and/or
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Poor
prognostic

—Yes.

Address modifiable
prognostic factors

Advice on self-management. If
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Patient and clinician resources on exercise, seif-management and more are available
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without SMT
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Guideline Initiative
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CORRELATES OF KNOWLEDGE AND ASSESSMENT SKILLS RELATED TO
THE MANAGEMENT OF CHILDHOOD DIARRHEA AMONG PUBLIC AND
PRIVATE FRONTLINE WORKERS IN UTTAR PRADESH, INDIA

Developing Recommendations
#P018

L. Ray Saraswati, A. Mishra
RTI International - India - New Delhi (India)

Background & Introduction

Frontline workers (FLWs) 7 accredited social health activists (ASHAs) and rural medical
providers (RMPs) i play a pivotal role in early detection and prompt treatment of childhood
diarrhea.

Objectives / Goal

The study attempts to understand current knowledge and assessment skills related to
management of severe diarrhea with dehydration and the gap between them (know-do gap)
among ASHAs and RMPs, identify factors underlying the gap, and determine effective
intervention strategies to address the gap.

Methods

We surveyed 473 ASHAs and 447 RMPs in six districts of Uttar Pradesh, India. While their
knowledge was assessed using face-to-face interviews, their assessment skills were
assessed using video vignettes. We used multinomial logistic regression to assess the
effectiveness of different intervention strategies in reducing know-do gap.

Results & Discussion

Around 7.3% FLWSs knew at least one of the dehydration signs and could identify the same
from the video vignette, and around 55% FLWs neither had knowledge nor could identify any
of the signs. Around 26.5% FLWs knew the signs but were unable to identify, and around
11.1% could identify but lacked knowledge. While diarrhea-related information from television,
marginally reduced the know-do gap [relative risk ratio (RRR)=0.42; 95% CI: 0.17-1.04];
focused training on diarrhea [RRR=0.31; 95% CI: 0.09-0.99] and inter-personal
communication about diarrhea from a health worker [RRR=0.21; 95% CI: 0.05-0.87]
significantly reduced the know-do gap about a dehydration related sign.

Implications for guideline developers / users

A reduction in know-do gap among FLWs could be achieved by targeted interventions in the
form of diarrhea focused and refresher trainings, repeated messaging through inter-personal
communication, and use of mass media.
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DEFINING THE CERTAINTY OF NET BENEFIT

Developing Recommendations
#P019

P. Oettgen, B. Alper
EBSCO - Ipswich (United States of America)

Background & Introduction

The GRADE Working Group provides a widely-used methodology to assess and report the
quality or certainty of evidence and strength of recommendations. This approach does not
directly report the certainty that the balance between the desirable and undesirable health
effects is favorable.

Objectives / Goal
Objective: To share definitions and methodology for determining the certainty of net benefit

Methods
These concepts were iteratively developed with input from many individuals.

Results & Discussion

A. Steps to generate the net effect estimate (Figure 1):

1. Determine the outcomes to be combined.

2. Determine the quantified relative importance for each outcome.

3. Determine the importance-adjusted effect estimate for each outcome.
4. Combine the importance-adjusted effect

estimates.

B. Steps for rating the certainty of net benefit:

1. Classify the precision of the net effect estimate (see Figure 2).

2. Consider other domains influencing certainty for outcomes that are potential differentiators
for the likelihood of net benefit.

3. Consider the range of relative importance for outcomes and perform a sensitivity analysis.

Implications for guideline developers / users

Guideline developers can explicitly reporting the certainty of net benefit with
recommendations. This approach involves many judgments that are already made explicitly
or implicitly when guideline panels make recommendations. Reporting the judgments made
when using this approach would allow readers to interpret their confidence in how the ratings
were made.

Conclusion
The certainty of net benefit provides an alternative framework to the current GRADE approach
for certainty of evidence of effects across health outcomes.



Figure 1. A stepwise approach to rating the certainty of the net effect estimate

1. Generate the net effect estimate 2. Rate certainty in the net effect estimate
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Figure 2. Classification of precision of net effect estimate
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DEVELOPING CONTENT FOR A MHEALTH INTERVENTION TO IMPROVE
RETENTION IN CARE AND PROMOTE ADHERENCE TO ANTIRETROVIRAL
THERAPY: A QUALITATIVE STUDY

Developing Recommendations
#P020

E.A. Tanue, D.S. Nsagha, J.C. Assob Nguedia, D.T. Nana
Department of Public Health and Hygiene, Faculty of Health Sciences, University of Buea, P.O
Box 12 - Buea (Cameroon)

Background & Introduction
Improved retention in care and proper adherence to antiretroviral therapy are important steps
to end the AIDS epidemic as a public health threat.

Objectives / Goal
The Health Belief Model (HBM) was used to develop text messages targeted at improving
retention in care and promoting adherence to treatment.

Methods

We conducted five focus group discussions (FGD) with health workers, care-givers and clients
attending HIV treatment centres. Discussion topics were informed by constructs of the HBM
and factors that may influence retention in care and adherence to treatment. Qualitative data
were transcribed and analyzed using Atlas-ti 6.0. Themes were generated and used to draft
intervention messages. Texts messages were presented in a follow-up FGD in order to
develop optimal phrasing and finalized for the intervention.

Results & Discussion

Findings indicated that brief, polite, personalized, caring, encouraging and educational text
messages would facilitate clients retention and adherence, suggesting that text messages
may serve asanimpor t ant 6éo6cue to action. 66 Part.i
not mention HIV due to fear of HIV disclosure. Participants also noted that text messages
should capitalize on the importance of treatment in prolonging lives.

Implications for guideline developers / users
Mobile cellphone text messages could be used as add-on in patient care.

Conclusion

Applying a multi-stage content development approach to drafting text messages, resulted in
message content that was consistent across different focus groups. This approach could help
answer O6whyd66 and O06howdd text messaging
effects of these messages are being evaluated in a randomized trial.

cipant

may

b ¢
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DEVELOPMENT OF A NATIONAL GUIDELINE PROGRAM IN BRAZIL

Developing Recommendations
#P021

V. Colpani !, S. Kowalski 2, A.T. Stein 3, A.M. Buehler 4, E.V.D.M. Junior 3, J.0.M.
Barreto 6, N.B. De Oliveira 7, N.M. Ishikawa 7, P.G. De Freitas /, R.L. Guerra 8, S.N.
Silva °, J.E. Ebeidalla 7, D. Zanetti 1°, G. Cortés 11, B. Duncan *?, M. Falavigna 1,
H. Schunemann 3

Hospital Moinhos de Vento - Porto Alegre (Brazil), 2Universidade Federal do Parana - Curitiba
(Brazil), 3Grupo Hospitalar Conceicdo i UFCSPA - Porto Alegre (Brazil), “Hospital Alemé&o
Oswaldo Cruz - Sdo Paulo (Brazil), >®DGITS/SCTIE/MS - Brasilia (Brazil), ®Fiocruz - Rio De Janeiro
(Brazil), "Ministério da Saude - Brasilia (Brazil), SNATS INCA - Rio De Janeiro (Brazil), °DGITS-
MS - Brasilia (Brazil), X°CONITEC/DGITS Ministério da Satde Brasilia - Brasilia (Brazil), **Conitec
- Brasilia (Brazil), *UFRGS - Porto Alegre (Brazil), *®McMaster University - Hamilton (Canada)

Background & Introduction

In Brazil, most clinical practice guidelines (CPGs) are developed by medical societies or
professional groups, with variations in methodology and process. However, there is a need
for trustworthy recommendations, and the country is trying to improve the transparency of the
process.

Objectives / Goal

To describe the main points highlighted by scientists in evidence-based medicine and CPG
development, stakeholders and police makers about the next steps in CPG development in
Brazil.

Methods

A workshop with 18 people, including representatives of medical societies, Ministry of Health,
and academia, involved in the different steps of guideline development, from priority setting to
document approval and implementation. A structured discussion was conducted, with
definitions of SWOT (Strengths, Weaknesses, Opportunities, Threats) for the development of
a national guideline program in Brazil, followed by the definition of the next steps.

Results & Discussion

We identified relevant aspects related to the following areas: training; political influence;
conflicts of interest; litigation; CPG development methods; lack of national data; and topic
prioritization. To improve the CPG process, next steps were defined as follows: development
of a national network for CPG development; standardization of methods among different
groups using international methodologies (GRADE and Adolopment); training; definition of a
common agenda to avoid duplication of activities; and enhancement of the relationship
between groups and institutions engaged in CPGs.

Implications for guideline developers / users
Discussing CPG development within the country is important to act in synergy in the
development of better national guidelines.



P020

DEVELOPI NG AN RBASHDITEINICA PROTOCOL FOR
HYPERTHERMIC INTRAPERITONEAL CHEMOTHERAPY (HIPEC) IN
CARCI NOMATOSI So

Developing Recommendations
#P022

M.T. Vallejo-Ortega, J. Feliciano-Alfonso, P.A. Trivifio-Heredia, M.P. Gutierrez,

G.A. Gomez, M. Garcia
Instituto Nacional de Cancerologia - Bogota (Colombia)

Background & Introduction

Carcinomatosis is a complex biological process associated with poor prognosis in oncology.
During last decades, hyperthermic intraperitoneal chemotherapy (HIPEC) has been
developed and used as a therapeutic alternative. Due to carcinomatosis low frequency, few
guidelines include recommendations about conditioning HIPEC use under unspecified
circumstances. Consequently, proper patient selection for HIPEC is imperative in order to
improve overall and progression-free survival at oncologic institutions.

Objectives / Goal

To present t hased lbical cPwtocole for Hyperthermic Intraperitoneal
Chemotherapy (HIPEC) in Carcinomatosi so devel ope

clinical protocol (CP) development.

Methods

The aim of this CP was to establish the HIPEC indications in carcinomatosis for people with

either colorectal, appendix, or ovarian cancer and pseudomyxoma peritoneii. We complied by

the AHandbook to develop clinical protochsl s (CP)
approach included conducting systematic reviews for identifying evidence-based and
consensus-based guidelines as well as a multi-institutional RAND/UCLA consensus method

to formulate the indications.

Results & Discussion

Thirty-seven indications were formulated for specified conditions (Fig.1). During development
process, the main challenges to be overcome were formulating HIPEC indications in ovarian
cancer and performing the formal consensus due to both few HIPEC experts and presence of
conflicts of interest in some participants. Disclosures were daunting because votes from these
panelists could not be censored.

Implications for guideline developers / users

CP development is an alternative to complement guidelines recommendations; nevertheless,
in rare conditions, there are methodological limitations that could affect their validity and
should be addressed in the near future.
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P023

DEVELOPMENT OF AN EVIDENCE-BASED CLINICAL PROTOCOL USING A
GUIDELINE-BASED METHODOLOGY APPROACH: INDICATIONS OF
INTENSITY-MODULATED-RADIOTHERAPY TECHNIQUE (IMRT)

Developing Recommendations
#P023

M.T. Vallejo-Ortega, P.A. Trivifio-Heredia, J. Feliciano-Alfonso, G.A. Gémez
Instituto Nacional de Cancerologia - Bogota (Colombia)

Background & Introduction

Radiotherapy is a fundamental element of several oncologic treatments. Even though different
techniques are available, intensity-modulated-radiotherapy (IMRT) is considered as advanced
but expensive. Consequently, it was necessary to contextualize the use of this technique
within the Colombian benefit plan framework.

Objectives / Goal
To present the methodology approach used for development of Evidence-Based Clinical
Protocol: Indications of IMRT.

Methods
We abided by tthdeveidHdinmcd protockls (CP) at Instituto Nacional de
Cancerolog2ado to accomplish our undelbased &d

consensus-based guidelines through systematic review of literature and formulated
indications via multi-institutional RAND/UCLA consensus method. As strategies to handle
conflict of interest (CI), we used vote restriction and a decision-making process incorporating
evidence with robust outcome measures (overall survival and quality of life) exclusively.

Results & Discussion

Twenty-four indications were formulated. Most of them were approved by unanimity,
especially those related with head and neck, prostate, penis, gastrointestinal and central
nervous system cancers. During external reviewing, the indications were accepted by
clinicians and institutional decision-makers with and without disclosures.

Implications for guideline developers / users
Robust-outcome-based assessment and quality-of-evidence in included GPCs could be
considered as control measures for handling ClI during decision-making in CP development.

ng.
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P024

DEVELOPMENT OF AN EVIDENCE-BASED CLINICAL PROTOCOL USING A
GUIDELINE-BASED METHODOLOGY APPROACH: INDICATIONS OF
INTENSITY-MODULATED-RADIOTHERAPY TECHNIQUE (IMRT)

Developing Recommendations
#P024

M.T. Vallejo-Ortega, P.A. Trivifio-Heredia, J. Feliciano-Alfonso, G.A. Gémez
Instituto Nacional de Cancerologia - Bogota (Colombia)

Background & Introduction

Radiotherapy is a fundamental element of several oncologic treatments. Even though different
techniques are available, intensity-modulated-radiotherapy (IMRT) is considered as advanced
but expensive. Consequently, it was necessary to contextualize the use of this technique
within the Colombian benefit plan framework.

Objectives / Goal
To present the methodology approach used for development of Evidence-Based Clinical
Protocol: Indications of IMRT.

Methods
We abided by okth deveidHdincd protocols (CP) at Instituto Nacional de
Cancerolog2ado to accomplish our undelbased &d

consensus-based guidelines through systematic review of literature and formulated
indications via multi-institutional RAND/UCLA consensus method. As strategies to handle
conflict of interest (CI), we used vote restriction and a decision-making process incorporating
evidence with robust outcome measures (overall survival and quality of life) exclusively.

Results & Discussion

Twenty-four indications were formulated. Most of them were approved by unanimity,
especially those related with head and neck, prostate, penis, gastrointestinal and central
nervous system cancers. During external reviewing, the indications were accepted by
clinicians and institutional decision-makers with and without disclosures.

Description of the best practice
Robust-outcome-based assessment and quality-of-evidence in included GPCs could be
considered as control measures for handling ClI during decision-making in CP development.

ng.
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P026
DEVELOPMENT OF RECOMMENDATIONS FOR GOOD PRACTICE IN ADDITION
TO EVIDENCE BASED GUIDELINES WITHIN A EUROPEAN SOCIETY

Developing Recommendations
#P026

N. Vermeulen 1, N. Le Clef {, A. D'angelo ?, Z. Veleva 3, K. Tilleman *#
1ESHRE - Grimbergen (Belgium), 2Cardiff University - Cardiff (United Kingdom), SUniversity of
Helsinki - Helsinki (Finland), *UZ Gent - Gent (Belgium)

Background & Introduction

The evidence-based approach is considered the gold standard of medical guidance. However,
some topics, although associated with a large variation in practice, cannot be addressed in an
evidence-based guideline, as there is insufficient evidence or the topic requires practical
recommendations on how to perform a procedure.

Objectives / Goal

In addition to an existing guideline program, our European Society has recently developed a
manual for the development of recommendations for good practice. The manual sets out a
standardised methodology based on universal guideline principles with the aim of framing and
improving the methodological quality of recommendations for good practice.

Results & Discussion

The methodology for developing recommendations includes 9 steps (based on evidence-
based guidelines): topic selection, composition of a working group, scope and outline,
preparation of a draft, discussion and consensus, stakeholder consultation, approval,
publication and dissemination, and updating. The preparation of the draft can include data
collection through a formal literature searches for specific questions, through a survey (for
instance on current practice), or based on expertise only.

Implications for guideline developers / users

The manual for recommendations for good practice formalizes the process of development of
these documents, which will impact their quality, and the acceptance. The manual is currently
used for the development of several recommendations papers by our society. Caution is
needed that topics which can be addressed as evidence-based guidelines are not selected
for recommendations papers.

Description of the best practice

Recommendations for good practice are relevant for certain topics of guidance, and should
be developed according to a standardised methodology. A manual for development of
recommendations for good practice could be helpful.



Recommendations for good

Evidence-based guidelines

Topic

Output

Supporting evidence

Recommendations

Development group

Time frame

External review

practice

Clinical / laboratory topics that cannot
be addressed as an evidence based
guideline, but with significant
uncertainty and variation in practice

One or more papers published in
HROpen
Implementation tools

Expert opinion
Observational data, if available

Consensus based
Working group

8-10 members

Content experts

12 months from the first WG meeting

Recommended
(can be redundant if a large group of
stakeholders was included during development)

Clinical / laboratory topics with sufficient
evidence based to answer key questions

Full guideline
Summary published in HROpen
If relevant: Patient version, tools

Systematics reviews, RCTs, or lower
quality evidence

Primarily evidence based
Guideline development group

10-15 members

Content experts

Non-expert clinicians

Patient representative

Allied health care professionals

18 months from the first GDG meeting

Obligatory



P026

DEVELOPMENT OF THE EVIDENCE-INFORMED CLINICAL PRACTICE
GUIDELINE FOR THE MANAGEMENT OF PRIMARY THROMBOCYTOPENIA
IMMUNE IN CHILDREN

Developing Recommendations
#P026

E. Cabrera, M. Torres, A. Linares, D.G. Guideline
Fundacion Hospital La misericordia - Bogota (Colombia)

Background & Introduction
Primary thrombocytopenia immune (PTI) is one of the most frequent thrombocytopenia in
children. The diagnostic and treatment of PTI is highly variable

Objectives / Goal
To present the collaborative process of developing and evidence-based Clinical Practice
Guideline for management of PTI in Colombia.

Methods

The Fundacion Hospital la Misericordia guideline was developed using the PAHO developing
manual with the support of Cochrane STI and scientific societies. The multidisciplinary group
developed the guideline using de novo methods. The search was performed until February
2018, evidence synthesis and GRADE evidence profiles were created. Patient preferences
and resources use were included.

Results & Discussion

The guideline was elaborated with these objectives: 1. To define criteria diagnostic of acute,
persistent and chronic PTI 2. To present the management strategies for PTI 3. Provide
recommendations for urgency treatment. The GDG found challenging to formulate
recommendations regarding diagnostic because the different resources of the country and the
low access to a pediatric hematologist on the recommended times. Recommendations were
given so pediatricians can administrate the initial treatment.

Implications for guideline developers / users

The evidence is low quality and the recommendations were formulated to maximize
implementation and improve outcomes of children with PTI. The GDG identified the
pharmacologic interventions for the treatment in order to use splenectomy as a last option
given the future implications for the children

Conclusion

The developing of a regional guideline faces several challenges. However, the collaborative
efforts of networks and organizations allow to produce a high quality guideline with a high
feasibility of implementation in different settings.



P0O27
DEVELOPMENT PROCESS OF THE BRAZILIAN GUIDELINE FOR DIAGNOSIS
AND TREATMENT OF CHRONIC HEART FAILURE

Developing Recommendations
#P027

M. Falavigna !, A. Biolo %, V. Colpani %, L. Cruz %, C. Stein %, C.B. Migliavaca 1,
A.L.P. Ribeiro 2, A.F.S.B. Brito 3, D.U. De Moraes 4, E.R.R. Da Silva 4, E.V.D.M.
Junior 3, E.C. Rezende 3, J.S.E. Ebeidalla 3, G.C. Souza °, J.A.D.F. Neto 6, L.A.Z.
Moura’, L.B.D.S. Neto °, M.V. Simdes 8, P. Chueiri 1, P.R. DaRosal, L.E.P. Rohde
1

Hospital Moinhos de Vento - Porto Alegre (Brazil), 2Faculdade de Medicina da Universidade
Federal de Minas Gerais - Belo Horizonte (Brazil), SCONITEC/DGITS Ministério da Salide Brasilia
- Brasilia (Brazil), “UFRGS - Porto Alegre (Brazil), SHospital de Clinicas de Porto Alegre - Porto
Alegre (Brazil), ®Universidade Federal do Maranhdo - Maranhdo (Brazil), “Pontificia?
Universidade Catélica do Paranad - Parana (Brazil), 8Faculdade de Medicina de Ribeirdo
Preto/USP - Maranhéo (Brazil)

Background & Introduction

Heart failure has a high prevalence and burden of disease in Brazil. Access to healthcare in
developing countries is not optimal, with a lack of trustworthy guidelines tailored to these
regions.

Objectives / Goal
To present the methodological development of the Brazilian guideline for diagnosis and
treatment of chronic heart failure, supported by the Ministry of Health.

Methods

The guideline was developed following the G-I-N and IOM standards and the GRADE
methodology. Two meetings were held, one for scoping and one for formulation of
recommendations. The expert panel consisted of 17 multidisciplinary professionals, including
cardiologists, primary care physicians, nurses, nutritionists, physical educators, and policy
makers. The process involved 11 methodologists, using 10 to 40% of their working hours.

Results & Discussion

Over 10 months, an independent group was responsible for evidence search and synthesis,

involving the development of 7 new systematic reviews (SR) and 10 SR updates, decision tree
andbudget i mpact analysis for diagnosis, and stru
and preferences. We provided 24 recommendations, 8 for diagnosis, 11 for pharmacological

interventions, and 5 for non-pharmacological treatments. Fourteen were considered strong

and 10 conditional (weak). Quality of evidence was high in 6 recommendations, moderate in

10, low in 4, and very low in 4.

Implications for guideline developers / users
Our guideline can be adopted or adapted using GRADE-Adolopment for other low- and
middle-income countries.

Conclusion
In developing countries, development of trustworthy guidelines for diseases with a high burden
should be a priority.



P028
FROM EVIDENCE TO A GUIDELINE RECOMMENDATION USING A DUTCH
TRANSLATION OF THE GRADE EVIDENCE TO DECISION FRAMEWORK

Developing Recommendations
#P028

N. Swart, E. Hurkmans, G. Meerhoff
Royal Dutch Society for Physical Therapy - Amersfoort (Netherlands)

Background & Introduction
Formulating recommendations taking into account both scientific knowledge and contextual
aspects remains challenging for guideline developers.

Objectives / Goal
Our objective was to revise the guideline for physiotherapy in patients with Rheumatoid
Arthritis (RA) using a Dutch translation of the GRADE Evidence to Decision (EtD) framework.

Methods

Two researchers and guideline developers from the Royal Dutch Society for Physical Therapy
(KNGF) translated the EtD framework into Dutch and made it applicable to the local setting.
After consensus, a third content expert was consulted and the final adapted assessment tool
was composed. The adapted tool consisted of eleven questions on the (un)desired effects,
guality of the evidence of the desired effects, balance in desired and undesired effects, value
of desired effects, costs, acceptability and feasibility, assessed on a 5-8 point scale. The tool
was used by each member of the guideline panel, resulting in a strong or conditional
recommendation for or against, or a conditional recommendation neither for nor against an
intervention.

Results & Discussion
The formulated recommendations were used for discussion, after which the final
recommendation was formulated, allowing an equal share of each guideline panel member.

Implications for guideline developers / users
The translation and application of the EtD tool is a first step into Dutch guideline development
to enhance the process of evidence to decisions.

Conclusion

The GRADE EtD framework was successfully translated into Dutch and was used to generate
recommendations in a systematic and transparent way to revise the guideline for
physiotherapy in patients with RA.



P029

FROM IDEALISM TO PRAGMATISM IN GUIDANCE FOR HEALTH PROTECTION:
ACHIEVING A BALANCE BETWEEN EVIDENCE BASED AND GOOD PRACTICE
GUIDANCE.

Developing Recommendations
#P029

A. Sanchez-Vivar, C. Ramsay, A. Zalewska, N. Rowan
Health Protection Scotland (HPS) - Glasgow (United Kingdom)

Background & Introduction

As in other areas of public health, there is enthusiasm for developing guidance in health
protection. However, there are particular challenges in relation to the scarcity of good quality
evidence supporting prevention and management of communicable diseases. The Scottish
Health Protection Network (SHPN) i an obligate network established to enable a cohesive
6heal th protect i oilhasmadesigeificantfefforts tcSmpootelthe qudliéy of
health protection guidance for use in Scotland, as well as to balance practitioner demands for
guidance on topics where the evidence base is not robust, with a desire to maintain the highest
possible standards of guidance development.

Objectives / Goal
To create a Framework to support the development of health protection guidelines, integrating
published scientific evidence with expert and local practitioner experience.

Methods

The SHPN has produced a guidance development model that relies on stakeholder
involvement to provide practice based knowledge to supplement guidance where the
traditional sources of evidence are lacking. The decision-making process adopted makes
explicit the differences in sources of evidence input, i.e. research evidence, professional
intelligence and organisational values or preferences.

Results & Discussion

The SHPN has created two categories of guidance: one primarily supported by scientific
evidence (Evidence Based Guidelines); and a second, to permit guidance where scientific
evidence is less readily available (Good Practice Guidance).

Implications for guideline developers / users
0

Conclusion

Adopting these two categories of guidance has allowed addressing a wider range of topics to
meet practitioner needs, while setting clear methodological and quality assurance standards
to maintain validity and rigour, appropriate to the class of guidance.

Description of the best practice
0



PO30
GUIDELINES IN ERA OF REALISTIC MEDICINE-THE RESPONSE OF SIGN

Developing Recommendations
#P030

J. Kinsella, R. James
SIGN - Glasgow (United Kingdom)

Background & Introduction

Internationally patient choice is recognised as being important in clinical decision making. In
Scotland the Chief Medical Officer challenged the profession in the annual reports Realistic
Medicine and Realising Realistic Medicine to recognise that patients may choose to opt for
often less aggressive interventions based on their individual perspectives.

Objectives / Goal
To review the work of SIGN, to better understand where the guidelines recognise that choice
exists and seek to understand the perception of guidance.

Methods

Recent guidelines and our devel oper 0s handboo
stakeholders was undertaken and a review of Guidelines and Realistic Medicine was written

and published.

Results & Discussion

SIGN now makes strong or conditional recommendations for or against interventions based
on the balance of benefits and harms. This replaced recommendations ranked on the quality
of evidence. In discussion with stakeholders alternative methods of wording guidance received
strong support with the guidance being specific about both the recommendation and why it is
recommended. Recent guidelines now also contain many strong recommendations to
consider using (or not using interventions). This recommendation to consider necessitates
more individualised discussions. Stakeholders were keen to be involved in dialogue, which
lead to better understanding and suggestions for further improvement.

Implications for guideline developers / users

Guidelines produce guidance not standards of care, they have always done this but in recent
years guidance has been interpreted as limiting rather than permitting choice. Guideline
organisations can change this perception by engaging.

Conclusion
The role of guidelines in enhancing patient choice needs to be clearly communicated.



PO31
HOW HEALTH EQUITY CHARACTERISTICS WERE REPORTED IN CHINESE
CLINICAL PRACTICE GUIDELINES

Developing Recommendations
#P031

V. Welch t, X. Wang 2, Y.Chen ?, L. Ke ?, X. Luo ?, L. Yao 2, K. Yang 2

Bruyére Research Institute, Bruyére Continuing Care and University of Ottawa - Ottawa
(Canada), ?Evidence-based Medicine Centre, School of Basic Medical Sciences, Lanzhou
University - Lanzhou (China)

Background & Introduction

To consider equity issues in clinical practice guidelines (CPGs) development and
implementation has become increasingly important, although incorporating equity into
guidelines remains a challenge. The number of Chinese CPGs raises quickly by year, while
no study has examined how they considered health equity when forming recommendations.

Objectives / Goal
To investigate how health equity issue was reported in recommendations from Chinese CPGs.

Methods

With teromsanfdofi we searched CNKI, WanFang
to February 1, 2018, and collected Chinese CPGs published in 2016 and 2017. Two
independent reviewers finished screening data abstraction. The consensus on screening and
data abstraction were reached between the two reviewers. We investigated the PROGRESS-
Plus factors reported in recommendations, and data was summarized as frequency and
percentage.

Results & Discussion

108 (73 in 2016 and 35 in 2017) CPGs were included after screening. 65(60.2%) CPGs
reported one or more (one in 54 guidelines) PROGRESS-Plus factors in their
recommendations, and PROGRESS-Plus factors was reported as follows: Place of
residence(2,1.9%), including economy underdeveloped regions and locations with limited
access to the intervention; Race/ethnicity/culture/language(2,1.9%), and both only mentioned
language; Occupation(2,1.9%); gender/sex(9, 8.3%); religion(0); education(2,1.9%);
socioeconomic position(2, 1.9%); and social capital(0). For other factors, only personal
characteristics like age(60,56%) and disability(1,0.9%) were noted.

Implications for guideline developers / users
Chinese guideline developers may need to pay more attention to health equity when
formulating recommendations.

Conclusion

The PROGRESS-Plus factors reported in the Chinese clinical practice guidelines could to
some degree, reflect the gaps concerning the reporting and awareness of equity issue and
the PROGRESS-PIlus framework among Chinese guideline developers.

and

CB



P032

HOW WELL DID THE US HIGH BLOOD PRESSURE GUIDELINES CONSIDER
ISSUES RECOMMENDED IN A G-I-N CHECKLIST FOR MODIFYING DISEASE
DEFINITIONS?

Developing Recommendations
#P032

J. Doust 1, K. Bell 2, P. Glasziou !
1Bond University - Robina (Australia), 2University of Sydney - Camperdown (Australia)

Background & Introduction

In 2017 the G-I-N Preventing Overdiagnosis Working Group published advice for groups
modifying the definition of a disease, including an 8-item checklist. The recent ACC/AHA
guidelines high blood pressure guidelines modified the definition of hypertension, lowering the
threshold for the definition.

Objectives / Goal
To determine how well the 2017 ACC/AHA guidelines had considered the items described in
the G-I-N checklist for modifying disease definitions.

Methods

We reviewed the recent blood pressure guidelines to determine whether the guidelines had
considered the items included in the checklist, and whether evidence existed to address these
issues.

Results & Discussion

The new guidelines would label an additional 31 million people in the United States as having
high blood pressure, with nearly half the adult population being defined as having
hypertension. In the newly defined group, approximately 25 million people would not be
recommended to start medication. The effects of the disease label have been shown to have
harms, and no benefits have been demonstrated, making these newly diagnosed people at
risk of harm. About 3 million people are at high risk of cardiovascular disease and are likely to
benefit from blood pressure lowering treatment. For the remaining 3 million, harms and
benefits are in rough balance.

Implications for guideline developers / users
The checklist clarifies who will benefit and be harmed by the change in the definition and
demonstrates how the checklist can help guideline groups in their deliberations.

Conclusion
Most of those newly defined as hypertensive are likely to be harmed. Shared decision making
is important for those where harms and benefits closely balance.



P0O33
IMPROVING THE USE OF DECISION ANALYSIS MODELING IN CLINICAL
PRACTICE GUIDELINES: A RESEARCH PROTOCOL

Developing Recommendations
#P033

C. Canelo 1, A. Carlos ?, E. Tapia 3, M. Posso 4, P. Alonso-Coello !

Yberoamerican Cochrane Centre - Barcelona (Spain), 2Hospital Daniel Alcides Carrion - Callao
(Peru), *Cayetano Heredia University - Lima (Peru), “Iberoamerican Cochrane Centre, CIBER de
Epidemiologiiay Salud Puiblica (CIBERESP) - Barcelona (Spain)

Background & Introduction

Decision analysis modeling (DAM) techniques (i.e. decision trees, Markov models) can
facilitate the assessment of diagnostic tests by estimating their related clinical relevant
outcomes under a range of scenarios. However, methods to integrate modeling evidence in
clinical guidelines (CGs) have not been formally developed so far.

Objectives / Goal
To evaluate the use of DAM in CGs development and provide methodological guidance.

Methods

This project will include four main components. 1) Systematic review (SR) of CGs
development handbooks. We will conduct a search in MEDLINE, EMBASE, G-I-N and US-
NGC databases. We will summarize the available guidance to consider DAM evidence. 2) SR
of DAM evidence of mammography breast cancer screening intervals. We will conduct a
search in MEDLINE, EMBASE and NHS-EED databases and extract DAM estimates on
clinical outcomes. We will exclude studies reporting costs or ICERs. We will assess the risk
of bias with the ISPOR-AMCP-NPC tool and rate its certainty with the GRADE approach. 3)
Development of a DAM on breast cancer staging. We will develop a Markov model to compare
the relative effectiveness of conventional (bone scan plus computed tomography) vs. positron
emission tomography staging. 4) Evaluation of the use of DAM in CGs. We will interview
guideline methodologists about the potential use of DAM and display them presentation
formats that we will prototype and user-test them with our previous clinical scenarios results
and in real CGs.

Results & Discussion
We will present the detailed methodology at G-I-N conference.

Implications for guideline developers / users
Our project will produce new knowledge about the use of DAM in CGs.



P034
INTEGRATING GUIDELINES AND EVALUATIONS; THE SWEDISH MODEL FOR
IMPROVING ADHERENCE TO NATIONAL GUIDELINES IN PSORIASIS

Developing Recommendations
#P034

A. Karlén, J. Kain, L. Von Bahr, P.H. Zingmark, M. Mild, C. Broman, A. Wallin, M.

Fredricsson
The Swedish National Board of Health and Welfare - Stockholm (Sweden)

Background & Introduction

The Swedish National Board of Health and Welfare works with the aim to establish good and
equal health care in Sweden. In a decentralized healthcare system national guidelines
provides steering. Further information on improvement areas from a steering perspective can
however be achieved by combining the guidelines with indicators for assessments, target-
levels and an evaluation of current performance using national patient registries and
guestionnaires.

Objectives / Goal
The aim is to establish good and equal health care in Sweden for persons with Psoriasis by
providing guidance for decision-making in management and governance issues.

Methods

A standardized, systematic and transparent processes to develop the guideline, which
includes a body of scientific evidence and best practice with prioritized recommendations,
indicators and a National assessment and evaluation was used. These processes involve
patients, professionals and decision-makers in the health care system. Evaluation was done
based on different nationwide patient registries together with directed questionnaires.

Results & Discussion

A qguideline for Psoriasis was published in March 2018. The guideline contains
recommendations, monitoring indicators as well as assessments of financial and
organisational consequences of the recommendations.

Implications for guideline developers / users

The integrated work provides best available knowledge and guidance on methods to use for
psoriasis. As such it is a very valuable tool for health care providers working with development
and improvement of the health care given.



P0O35
IS LOWER VALUE CARE DESCRIBED BY DO-NOT-DO RECOMMENDATIONS
IN DUTCH CLINICAL GUIDELINES?

Developing Recommendations
#P035

J. Boschman, W. Harmsen, S. Persoon, B. Stegeman, A. Vaes, A. Van Enst
Knowledge Institute of Medical Specialists - Utrecht (Netherlands)

Background & Introduction

Lower value healthcare should not be provided. Clinical guidelines provide do-not-do
recommendations that stimulate de-adoption of lower value care. However, it is unclear
whether these do-not-do-recommendations (actually) describe lower value care.

Objectives / Goal
To identify lower value care from do-not-do-recommendations in Dutch clinical guidelines.

Methods

We assessed the list of a total of 719 do-not-do recommendations in Dutch clinical guidelines
originating from Wammes et al (2016). Each recommendation was assessed by two
assessors. They assessed: the strength of the formulated recommendation (strong/weak) and
the category (do-not-do without exceptions/do-not-do routinely/do-not-do for a specific
subgroup/do-not-do except in the context of a study trial). Lower value care was defined as
strongly formulated do-not-do recommendations without exceptions.

We analysed the data descriptively and a 85% agreement between two assessors was
considered as sufficient.

Results & Discussion

A total of 310 recommendations (43%) were strongly formulated. Of those, 42 (6% of all
recommendations) were formulated without any exceptions and described lower value care.
Agreement between assessors ranged from 77% to 92%.

Implications for guideline developers / users
When guideline developers aim to identify and prioritize lower value care, they should be
aware of the need for clear formulation and specification of their do-not-do recommendations.

Conclusion

Less than 10% of 719 do-not-do recommendations in Dutch clinical guidelines described lower
value care. Lower value care cannot be deduced from do-not-do recommendations without a
more detailed assessment of the formulation and specificity of the recommendation and
healthcare context.



P0O36
METHODOLOGICAL QUALITY OF SRI LANKAN CLINICAL GUIDELINES
ASSESSING THE AGREE Il INSTRUMENT

Developing Recommendations
#P036

C. Abeysena !, Y. Samarakoon 2, S. Senanayake 2, |. Thalagala 2
IUniversity of Kelaniya - Ragama (Sri lanka), 2Ministry of Health - Colombo (Sri lanka)

Background & Introduction
The AGREE II tool can be used to assess the methodological quality of clinical practice
guidelines (CPGSs).

Objectives / Goal
To assess the quality of the CPGs using the AGREE-II.

Methods

We evaluated 94 Sri Lankan guidelines published in 2007. Two reviewers independently
extracted data. Each item with a score discrepancy of more than three between the two
reviewers was discussed further. Any disagreements were resolved by consensus or were
assessed by a third reviewer. Poor quality was
the score for each domain by summing all individual item scores according to AGREE-II
instrument.

Results & Discussion

All the CPGs were developed by the Academic Colleges. The percentages of poor quality of
all the items were more than 50% except the items 1, 2 and 22. Median score (range) and
percentage of guidelines with domain score of <30 were as follows; scope and purpose [33.3%
(2.8-83.3%) 42.6%], stakeholder involvement [14.9% (0.0-61.1%), 81.9%], rigor of
development [6.1% (0.0-49%), 98.9%], clarity and presentation [30.5% (8.3-61.1%), 46.8%]

def

and applicability [8.3% (4.2-1 4. 6 %) , 100%] . For the domain d6editoc

was 50% for all the CPGs. Eighty six (91.5%) of the guidelines were scored as poor overall
guality. Of 94 guidelines 8 (8.5%) would be recommended to be used with modifications and
86 (91.5%) not be recommended for clinical practice.

Implications for guideline developers / users
Major efforts are needed to update the existing CPGs according to the principles of evidence
based medicine.

Conclusion
The quality of the guidelines were very low.
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PATI ENT AND OTHER STAKEHOLDERSS®6 PERSPECTI

DATABASE OF SYSTEMATIC REVIEWS

Developing Recommendations
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H. Pardo-Hernandez 1, A. Selva 2, Y. Zhang 3, G. Rada #, P. Alonso-Coello !
Yberoamerican Cochrane Centre, CIBER de Epidemiologi’a y Salud Pu’blica (CIBERESP) -
Barcelona (Spain), 2lberoamerican Cochrane Centre, Corporacié Sanitaria Parc Tauli - Barcelona
(Spain), McMaster University - Hamilton (Canada), “Epistemonikos Foundation - Santiago
(Chile)

Background & Introduction

The available evidence on patients and other

Retrieving this type of evidence is challenging for several reasons, including the
heterogeneous terminology used in the published literature, which makes it challenging to
tailor search strategies or to classify the identified studies.

Objectives / Goal
To develop a free access, online database to compile and classify evidence on patients and
ot her stakehol dersdé evidence.

Methods

The proposed database is linked to Epistemonikos (http://www.epistemonikos.org/), the
largest database of systematic reviews in the world. References are searched for using a pre-
specified search strategy for this type of research. Screening is conducted following a
crowdsourcing approach; eligible systematic reviews are reviewed and classified in duplicate.
The following data is extracted: classification of the systematic review according to study
design, stakeholders involved (patients, healthcare professionals, or caregivers), and
characteristics of stakeholders (i.e. country/region, ethnicity, and health condition of interest).

Results & Discussion

Over 7,000 references for the years 2014-2016 have been screened, resulting in over 700
eligible systematic reviews. Screening activities are underway; we will present the preliminary
contents of the database at the conference.

Implications for guideline developers / users

Patients6é6 and other stakeholdersd r eseaaqare
recommendations that are consistent with their perspectives. These, hence, will be more
likely acceptable and implementable. Facilitating the retrieval of this type of evidence is
therefore crucial.

Conclusion
The proposed database aims to become a one-stop shop for guideline developers,
researchers and <clinicians searching for

research evidence.
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SYSTEMATIC REVIEW AND CONSISTENCY ANALYSIS
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Y.Yu?l, M. Wang ?,Y.Ma?3 Y. Chen?3
the second hospital of lanzhou university - Lanzhou (China), ?the first hospital of lanzhou
university - Lanzhou (China), 3'??"hospital of lanzhou university - Lanzhou (China)

Background & Introduction

Gout is one of the most common inflammatory arthropathies, with incidence increasing in the
past decades. Clinical practice guidelines are statements that include recommendations
intended to optimise patient care.

Objectives / Goal

We conducted this study to compare and analyse the recommendations from clinical practice
guidelines (CPGs) on gout worldwide, examine the consistency across CPGs, and provide
suggestions to develop and update gout guidelines.

Methods

We conducted systematic searches in MEDLINE, CBM, GIN, NICE, NGC, WHO, SIGN,
DynaMed, UpToDate, and Best Practice databases, from their inception to January 2017 to
identify and select CPGs related to gout.

Results & Discussion

A total of 15 gout guidelines including 390 recommendations were retrieved. In all guidelines,
less than 40% of evidence was of high quality. The main topics covered by the
recommendations were diagnosis, pharmacologic treatment of acute gouty arthritis,
pharmacologic urate-lowering therapy (ULT) of chronic gout, lifestyle interventions,
prophylaxis, and management of asymptomatic hyperuricemia. There was substantial
discrepancy between the guidelines in recommendations covering the use of corticosteroids
as a first-line treatment for acute gout, the use of colchicine, indications for ULT, the use of
febuxostat as first-line ULT, the use of allopurinol, and the timing of ULT initiation.

Conclusion

A substantial number of countries are devoting to development of gout guidelines, but the
process of updating guidelines is stagnant. Quality of evidence is poor in most guidelines, and
recommendations between guidelines are not consistent.
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Y.Yu?l, M.Wang? Y.Ma?3 Y.Chent K. Yang !

lEvidence Based Medicine Centre of Lanzhou University - Lanzhou (China), %the first hospital of
Lanzhou university - Lanzhou (China), 3Evidence Based Medicine Centre of Lanzhou University
- Lanzhou Shi (China)

Background & Introduction

Recommendations should be presented as clear, specific and actionable statements. The
RIGHT working group is developing a checklist for reporting recommendations (RIGHT for
recommendations).

Objectives / Goal
We systematically analyzed recommendations from gout guidelines as an example, aiming to
provide a basis for developing a reporting standard.

Methods
We systematically searched the major databases and guideline websites from their inception
to January 2017 to identify and select gout CPGs.

Results & Discussion

A total of 15 gout guidelines with a range of 5 to 80 recommendations were retrieved. Several
indicators were used in the gout guidelines to facilitate identification of recommendations,
including grouping all recommendations in a summary section, formatting recommendations
in a particular or special way, using locating words for recommendations and indicating the
strength of recommendation (SOR) and quality of evidence (QOE). We found some
components commonly involved in recommendations of gout. The wording of
recommendations varied across guidelines. Recommendations were detailed and explained
in the section of recommendation statement. In some guidelines, other materials were
accompanied with recommendations to assist their reporting in some guidelines.

Implications for guideline developers / users

Guideline developers can be guided to write recommendations if a standard for reporting
recommendations is established. Guideline audience will better understand and apply
guidelines if recommendations are reported clearly, adequately and consistently.

Conclusion

Variability and inconsistency were found on the reporting and presentation of
recommendations in the current gout guidelines. The RIGHT working group is developing a
reporting standard for recommendations, which is expected to change this condition.
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Z. Saz-Parkinson, E. Parmelli, A. Uluturk, N. Dimitrova, L. Neamtiu, D. Lerda
European Commission - Joint Research Centre (Italy)

Background & Introduction

The European Commission Initiative on Breast Cancer (ECIBC) is an EC initiative aiming to
ensure and harmonise the quality of breast cancer (BC) care across European countries on a
sustainable basis, contributing to improving health & reducing health inequalities.

Objectives / Goal

1.Development of a voluntary European QA scheme (includes quality and safety
requirements, relevant to citizens, for BC services in Europe, whenever possible based on
evidence).

2.Compilation of evidence-based recommendations on BC screening and care services in
Europe (developing the European Breast Guidelines on screening&diagnosis and collecting
existing high-quality evidence-based guidelines on all BC care processes on the Guidelines
Platform)

Methods

The European Breast Guidelines are being developed with GRADE using GRADEpro
Guideline Development Tool. A workflow to make the guideline development process more
efficient was created and improved throughout the process.

Evidence-to-Decision frameworks (Etds) are used to provide a systematic and transparent
process from evidence to the healthcare decision.

Results & Discussion

The first 11 evidence-based recommendations on screening and diagnosis are published
(complete Etds) in a dedicated webpage. Approximately 60 recommendations will be
published by 2019. This evidence is made available to define the European QA scheme
requirements.

Implications for guideline developers / users

The presentation of the guideline development process workflow used may help other
guideline developers in planning their work. The ECIBC web design, showing complete EtDs,
may help those wishing to adapt recommendations.

Conclusion

The multidisciplinary, transparent and robust development process used, together with the
coupling of the guidelines with a QA scheme that will assess their correct implementation and
a continuous stakeholders' engagement will enhance implementation.
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E. Eidem, A. Karlén, A. Granath, E. Cronqvist, A. Wallin, M. Fredricson
National Board of Health and Welfare - Stockholm (Sweden)

Background & Introduction

The Swedish National Board of Health and Welfare works with guideline development in
areas, where the health care services are in particular need of guidance. The
recommendations cover a broad range of issues and reflects the available evidence and best
practice.

Objectives / Goal
The aim is to establish good and equal health care in Sweden for women with Endometriosis
by providing guidance for decision-making in management and governance issues.

Methods

A standardized, systematic and transparent process to develop the guideline, which includes
a body of scientific evidence and best practice with prioritized recommendations. The process
involves patients, professionals and decision-makers in the health care system.

Results & Discussion

A guideline for Endometriosis with recommendations and indicators for monitoring were
developed and published. The guideline provides recommendations for diagnosis as well as
for pharmacological, non-pharmacological, surgical and organisational management. For
many of the issues the evidence is limited or poor. Hence, the majority of the
recommendations are based on best practice retrieved through a systematic process. The
guideline also contains assessments of financial and organisational consequences of the
recommendations.

Conclusion

The guideline provides best available knowledge and guidance for the issues presented. As
such, itis a valuable tool for health care providers working with development and improvement
of the health care for Endometriosis. However, it was evident that additional support is needed
to strengthen the competence of staff and managers about the disease and support the
implementation of the national guidelines.
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H.P. Gan, L. Loke, L.K. Soh, K. Ng
Ministry of Health, Singapore - Singapore (Singapore)

Background & Introduction

The Agency for Care Ef f ecti veness ( ACE) i s Singaporeds
assessment (HTA) agency. ACE al so pubilsucsifctes AApp
guides with evidence-based messages focussed on shifting clinician behaviour towards

appropriate practices.

Objectives / Goal
This abstract aims to illustrate the impact of ACGs, guided by HTA, to drive clinically- and
cost-effective patient care.

Results & Discussion

ACE evaluated two new classes of diabetic medication i SGLT-2 and DPP-4 inhibitors. SGLT-
2 inhibitors was shown to be cost-effective versus DPP-4 inhibitors. Therefore, among SGLT-
2 inhibitors, only dapagliflozin, being the most cost-effective, was listed on the Medication
Assistance Fund (MAF).

An ACG on Aoelrawerglngc osgegent s in T2DMoO was devel
decisions (Figure 1).

The ACG recommends using metformin as the initial agent and adding sulfonylureas if glucose
control is inadequate. If sulfonylureas are unsuitable or inadequate, DPP-4 inhibitors are
commonly used. However, based on clinical- and cost-effectiveness, SGLT-2 inhibitors are
preferred over DPP-4 inhibitors, except for patients with renal impairment. The ACG also
recommends using the lowest cost agent within the same class of drugs with comparable
efficacy and safety, that is, dapagliflozin for SGLT-2 inhibitors, and linagliptin for DPP4-
inhibitors.

Following publication, dapagliflozin usage doubled by year end, while rest of SGLT-2 inhibitors
remained stagnant (Figure 2). Among the DPP-4 inhibitors, linagliptin also showed an
increasing trend. However, the expected decline in the entire class of DPP-4 inhibitors remains
to be seen as changing prescribing behaviours require time and additional interventions.

Conclusion
ACGs translate HTA into practice guides which results in appropriate practices.



Appropriate Care Guide

Oral glucose-lowering agents in
type 2 diabetes mellitus
— an update 3 Auguet 2017

Key messages
© Establish patient-centred glycaemic targets.

@ Individualise treatment plans based on drug and patient profiles.

© Select metformin as the initial glucose-lowering agent as it has long-term
efficacy and safety data.

O Use second generation sulfonylureas when metformin is unsuitable or
insufficient in achieving control. Avoid chlorpropamide and glibenclamide
as they cause more hypoglycaemia than other sulfonylureas.

© SGLT-2 inhibitors are appropriate for patients who are at risk of
hypoglycaemia, are overweight, or with cardiovascular disease.

@ Reserve DPP-4 inhibitors for patients with renal impairment.
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