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Introduce GHC and my role as MUM
coordinator

Discuss CPG’s

Focus on Implementing CPG’s

Discuss the pressure on physicians to prescibe
Introduce the concept of Academic Delailing

Describe 2 AD projects and their outcome
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I will be following this outline for
today’s talk on Clinical Practice
Guidelines and the Pharmacist’s
Role. First, 1 would like to intro-
duce Group Health Cooperative to
you and describe, briefly, my role as
Medication Use Management Coor-
dinator. Then we will discuss what
makes up a Clinical Practice Guide-
line and where you can locate devel-
oped Clinical Practice Guideline’s.
Although pharmacists are mvolved in
the development on CPG’s, I am
going to focus on the process of their
implementation. We will discuss
some of the pressures that are placed
on physicians to prescribe medica-
tions. The process of Academic
detailing will be described and two
examples of academic detailing at
GHC will be presented.
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Seattle city skyline and Mt. Rainier
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Here is a skyline shot of Seattle with
the Space Needle in the foreground
and the Puget Sound in the back-
ground. The Space Needle was
built for a World’s Fair in1962. The
top contains an observation deck and
a restaurant. This picture happens
to have been taken on an unusually
clear day.

The mountain in the background is
our local volcano, Mt. Rainier. It is
highest mountain in the state of
Washington at 14,411 feet. It is an
active mountain which has an erupti-
on cycle of every 3000 years. Ac-
cording to the local experts, we will
probably be okay until at least 2400
AD.
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GHC Strengths

* Known for its customer service

* One of the top rated HMO’s in the country

* Uses principles of Evidence-Based
Medicine

¢ Strong Clinical Practice Guideline
development

¢ Pharmacists are integrated into the health
care teams
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GHC Strengths

Group Health Cooperative (GHC) is a not-
for-profit managed health care system
headquartered in Seattle, WA. It was
founded in 1947 as a cooperative between
farmers and physicians to allow the farm-
ers 1o better plan the cost of their medical
care from year to ycar. GHC now en-
compasses the entire state of Washington
and provides care for about 500,000 pa-
tients. In 1997, GHC affiliated itself with
Kaiser Permanente, the largest nonprofit
health care system in the US. We began
sharing clinical and administrative prac-
tices with each other and each group has
brought particular strengths to the mix.
GHC uses various methods in improve
patient care in cohesive, comprehensive
ways including population based medi-
cine, use of clinical roadmaps, and evi-
denced-based medicine. Through the use
of “team” pharmacists, the pharmacists are
integrated into the health care teams.
Team pharmacists are responsible to their
medical teams (which include 2 physi-
cians, a registered nurse, a physician as-
sistant, and 4 other health care providers
along with a panel of about 5,000 pa-
tients). ‘Team pharmaicsts are located in
the actual patient care areas and interact
with patients and physicians constantly.

In 1999, GHC was ranked the Best HMO
in the Northwest, and ranked 29th nation-
ally.
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In the Seattle area, GHC consists of
24 clinics, 1 full service hospital, and
1 long term care facility. This pic-
ture is of Central Specialty Center
which in addition to family practice
clinics, contains 30 specialty clinics
and a full service outpatient phar-
macy.

I am a relative newcomer to the GHC
practice model.  Prior to joining
GHC as the Medication Use Man-
agement Coordinator, I practiced and
taught at the University level as a
clinical pharmacist with a specialty in
pediatrics and neonatclogy. My ex-
perience with managed care was
quite limited and the past 2 years
with GHC has been an extraordinary
learning experience for me.
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What are Clinical Practice
Guidelines (CPG)?

* “Systematically developed statemenis Lo assist
practitioners and patients in choosing
appropriate healthcare for specific conditions”

* Key Words:
- Systematically
- Assist
— Practittoners and patients

— Choosing
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Clinical Practice Guidelines are de-
fined by the Institute of Medicine as
“Systemically developed statements
to assist practitioners and patients in
choosing appropriate healthcare for
specific conditions.”.

There are some key words in this de-
finition that are important to point
out:

*Systematically: CPG’s are based
on a complete review of the evidence
that has been published in the litera-

ture. It is NOT a consensus state-
ment.
*Assist:  Guidelines are not meant to

replace the clinical judgement of the
individual provider nor do they serve
as a barrier 1o receiving appropriated
care for the patients

*Practitioners and patients: A deci-
sion to adopt any particular recom-
mendation must be made by the
provider in discussion with the pa-
tient.  There 1is shared decision
making.

*Choosing: Guidelines are a synthesis
of the evidence. They are not in-
tended to establish a standard of care.
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Attributes of a good CPG

» Purpose is to close gaps between
current practice and optimal practice

Provide clear guidance

Evidence-based
Flexible

Measurable

Can be implemented

e Current
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Attribute of a good CPG

The purpose of a good CPG is to
close gaps between current practice
and optimal practice. That means
that optimal practice must first be
clearly identified. Good CPG’s
provide clear guidance to the provid-
er and patient, is evidence-based, is
flexible to allow for individual pa-
tient and provider preferences, has
patient outcomes that are measurable,
can be implemented within the health
care system, and are kept current as
new information becomes available.
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CPG’s serve like an anchor on a boat.
They allow for movement of the boat
without it risking capsizing or enter-
ing dangerous waters. In addition,
they provide a fixed reference point
for the boat.

This is a picture of Niagara Falls on
the border between the U.S. and Ca-
nada Upstream from this falls is a lar-
ge calm lake that boaters like to use.
A walking bridge crosses the river just
before the rough waters begin. A si-
gn on the walking bridge says, “Do
you have an anchor?” Right below
that sign, another one says, “Do you
know how to use it?”. We could say
the same about CPG’s: “Do you have
a CPG?”’ and “Do you know how to
use it?”
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What CPG’s are NOT

* Consensus statements

» Expert opinion

¢ Decisions made without thought
(cookbook practice)

* Standards (where exceptions are rare)
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What CPG’s are NOT

As mentioned earlier, CPG’s are NOT:
e consensus statements for which a
group of “experts” get together and de-
velop their own recommendations for
how a disease should be treated,

* Expert opinion which has been
based on one person’s experience,

e Cookbook practice or decisions
made without thought,

e ‘Standards’ where exception is very
rare. An example of a standard is
“Surgery should be done using sterile
technique”. There are very few that
would argue that there could or should
be deviations from this standard.
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Available CPG’s

e American Society of Health-System
Pharmacists

* Many on-line sources
* U.S. National Guideline Clearinghouse
* Cochrane Collaboration

* Some Japanese siles
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There are a number of organizations and sites
on the internet that publish CPG’s. The
American System of Health-System Pharma-
cists Commission on Therapeutics has over 10
years of experience in developing evidence-
based therapeutic guidelines. These guideli-
nes and Therapeutic Position Statements are
published in the ASHP journal, American Jour-
nal of Health-System Pharmacists. Examples
of Guidelines put out ASHP include Stress Ul-
cer Prophylaxis and Pharmacologic Manage-
ment of Nausea and Vomiting in Adult and
Pediatric patients Receiving Chemotherapy or
Radiation Therapy or Undergoing Surgery.

Professional associations will often publish
their guidelines on-line and have them available
in their published journal. A great site on the
internet is the U.S. National Guideline Clear-
inghouse (www.guidelines.gov). The site allows
searching by topic and guideline comparisons
in several important areas. It is important to
keep in mind that no critical appraisal of the
guidelines ts done. and it is mainly a catalogue
of self-reported features of the guidelines,

The Cochrane collaboration is a worldwide ef-
fort to provide and maintain up-to-date sys-
tematic reviews of all relevant randomized,
controlled trials (RCTs) of interventions in
healthcare. In addition to obtaining information
from traditional medical databases (MEDLINE,
EMBASE, etc.), the review groups invest (re-
mendous energy to obtain unpublished infor-
mation, information from the "gray" literature
and RCTs incorrectly identified in MEDLINE.
These efforts make Cochrane the only resource
that can minimize the effect of publication bias.
Studies are criticaliy appraised and included in
meta-analyses for each intervention. The web
site contains all 923 systematic reviews, all in a
searchable format. It is available through sub-
scription only
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I have included some Japanese sites
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were forwarded to me by a colleague.
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http://www.med.nihon-
u.ac.jp/department/public_health/ebm/inde

BARZEEFERAREEFZHEN
W2 AEBMIZ D W T OSBRI Y
A+, EBMAEE. EBMO7- D DG
FEFEOEERY . EBMEERK T
AENHIEEFLNS, EBMIZEST
HEFEY AR ~DV 7ELHD,



JANCOGC

JApanese informal Network for the COchrane Collaboration
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Here is the Japanese counterpart to the
Cochrane Collaberation.
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JANCOC

JApenese informal Network for the
COchrane Collaboration
http://cochrane.umin.ac.jp/
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Here is another example of a Clinical
Practice Guideline
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CPG Development Process

Project Selection
T Literature

Internal Data — Evaluation
—

Balance Sheet

l

Guideiine

l

Implemeniation j

Evalualion
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Not all CPGs are created equal. A good CPG
development process consists of numerous
steps, all of which must be included to obtain
the optimal end product. The first step sit to
select the project. This involves assessing a
need in your own health community and con-
verting the need for information into answer-
able questions.  In addition, it involves
acquiring the best available evidence from the
medical Iiterature and critically appraising the
evidence for validity and usefulness.

The 2nd step is to create a balance sheet. The
balance sheet (or table) compares your current
model of practice to the optimal practice. It
is used to estimate the impact of the guideline
on a population and/or health care system in
terms of costs and health outcomes. Balance
sheets can help organize thinking and de-
scribes the impact of the guideline in your
system.

The 3rd step is to bring together an interdisci-
plinary team to develop the guideline. At
GHC, this group always contains a pharmacist
if medication therapy is involved.
Implementation and evaluation are the final
two steps in this process. Evaluation includes
not only evaluating the impact of the guideline
but also whether the implementation process
has been successful.  The entire process in
ongoing and pharmacists are involved in every
step along the way.
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Focus on Implementing CPG’s

+ Just as important as the CPG development
* Multiple methods of implementation
+ Should use as many strategies as possible

Need to constantly revisit implementation
process
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I would like to spend the remainder of the
time today focusing on the process of im-
plementing CPGs and the role of pharma-
cists in this process. No matter how well
the CPG is written or how grounded in evi-
dence-based medicine it is, failure to devel-
op an effective implementation process
with result in failure of the guideline.
There are a number of variables that affect
the adoption of guidelines including the
quality of the guideline, characteristics of
the health care professional, characteristics
of the proctice setting, incentives, and pa-
tient factors.

In addition, there are a number of strategies
for implementing guidelines. In general,
the more strategies you use, the more ef-
fective you will be at reaching providers
and implementing the guideline.

A recent publication (CMAJ 1997
157:408-16) documented the effect of CPG
implementation strategies on the desired
outcome as objectively measured by physi-
cians’ performance or health care outcome.
Interventions that were shown to be weak
included lectures, traditional CME, and
mailings. Moderately effective interven-
tions included audit and feedback to speci-
fic providers delivered by peers or opinion
leaders, Relatively strong strategies in-
cluded reminder systems, academic detail-
ing, and multiple interventions.
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Prescribing Pressure

* Influence of the pharmaceutical
representalive
* “Is a gift ever a gift?”
- Wazana, MD (JAMA, January 19, 2000 Vol 283, No. 3 373-380)
* Direct to Consumer Advertising.

-~ “l will go to another doctor if [ don’t get it from vou.”
- 2 Billion-dollar industry for a reason.
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— Wazana, MDJAMA, January 19, 2000; Vol 283, No. 3
373-380
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There are incredible pressures on providers
to prescribe medications, whether they are in
the best interest of thc patient or not. We
are all familiar with the influence of phar-
maceutical companies that starts in medical
school and continues throughout the pro-
vider’s active professional life. A recent
review in the Journal of the American Medi-
cal Association (JAMA 2000; 283:373-380)
clearly showed a positive association be-
tween meetings with pharmaceutical repre-
sentatives, receiving gifts, and/or funding for
travel or research AND increased prescrib-
ing of specific drug and requests to add that
drug to the formulary.

In addition, consumers are becoming much
better educated in regards to their disease
state and what treatments are available.
One tool that they have used extensively is
the internet. It is not unusual for patients 1o
come “armed” to their clinic visit with a
packet of information that they have already
downloaded from the internet regarding their
condition and its treatment.

More insidious and difficult to control is the
direct to consumer advertising that has in-
creased significantly in the US over the past
5 years. Relaxed restrictions by the FDA
has resulted in numerous advertisements for
both the television and radio media. This is
now a 2 billion-dollar a year business and
may approach $7.5 billion annually by 2005.
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Academic Detailing

* A number of theories and principles of
communication and behavior change underlie
the success of Pharmaceutical industry.

* Used by the nonprofit sector, a number of the
techniques are very successful.

* Also known as:

- educational outreach visit
- university-based educational detailing

— public interest detailing
* Soumerai,ScD, Avorn, MD, JAMA. 1990;263:549-556

Academic Detailing
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A number of theories and principles
of communication and behavior
change underlie the success of Phar-
maceutical industry. Used by the
nonprofit sector, a number of these
techniques are very successful. One
that I will focus on today is Academic
detailing. It is also known in the lit-
erature as “ educational outreach visit,
university-based educational detailing,
or public interest detailing.

Soumerai reviewed the process and
application of academic detailing in
an article that is now 11 years old but
still well worth reviewing. 1 have
included the citation for your interest.
(Soumerai,ScD, Avorn, MD, JAMA.
1990;263:549-556)
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(Soumerai,ScD, Avorn, MD, JAMA.
1990;263:549-556)




“A weord of advice, Duric  Its the Mesolithic.,
VWe've domesticarted che dog. were uting Stone
cools, and no one’s noked anymore.”’

By T ol
P - MY A4

“A veord of advice, Durk: 1t's the Mesolithic.
VWVe've domesticated che dog, were using stone

cerolx, and No one’s roked anymore.”t

In a sense, academic detailing has
been around for MANY years. In
this comic, one person is providing
some detailing to another:

“A word of advice, Durk: It’s the
Mesolithic. 'We’ve domesticated
the dog, we’re using stone tools,
and no one’s naked anymore.”
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Academic Detailing

One to one educational intervention using the
tollowing principles:

* Brief interaction
Credible detailer

Graphic materials

* Involvement of ‘opinion leaders’

* Two way communication

Offer alternatives

Academic Detailing
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Academic detailing is a one-to-one educational
intervention that has its basis in more than 100
years of commercial sales experience. We can
learn a lot from watching the pharmaceutical
representatives and using their technigues to
bring our own message to the physicians. Es-
sentially, academic detailing utilizes the fol-
lowing principies:

*The interaction should be brief - less than 10
minutes

*The detailer should establish and maintain
credibility. This is an essential ingredient in
effective communication.  Pharmacists often
already have developed this credibility with the
physicians they work with and therefore are in
an excellent position to serve as a detailer.  In
health care systems, credibility of the message
and detailer can be demonstrated through iden-
tification with expert consultants.

*Brief graphic materials that emphasize the
main clinical recommendations in a straight-
forward way are important adjuncts to face-to-
face education. They can be used 1o reinforce
the message from the face-to-face meeting.
*Qpinion leaders are those physicians who tend
to be early adopters of pharmaceutical innova-
tions and are important and respected sources of
influence for other physicians in their commu-
nity. Opinion leaders are easily identified by
speaking with other physicians. These indi-
viduals are then enlisted in the academic de-
tailing program.

*The communication should be a two-way pro-
cess. Engage the physician so that they be-
come an active participant in the discussion.
Ask open ended questions that require more
than a “yes” or “no” response.

*Qffer practical alternatives 1o the product or
practice that is being discouraged - ecither a
more rational medication choice or a nonphar-
macologic alternative. Make sure that you
consider the practicality and availability of oth-
er treatments that you are recommending.
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Academic Detailing

One to one educational intervention using the
following principles:

* Focus on key messages

* Educational and behavioral objectives

* Repetition

* Positive reinforcement

* Presentation of both sides of the controversy

* Train detailers: role play

Academic Detailing
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*Successful educational interchanges focus
on a few key messages. Altempting to
communicate too many or complex mes-
sages will often fail to achieve retention.
*The key messages should include specific
educational and behavioral objectives that
can be measured.

*Repetition of a few major points is a tech-
nique that is often ignored but has been
found to aids in memory retention and pro-
mote behavioral change. Pharmaceutical
companies rely on this heavily with their
gifis that contain the products name.

* Follow up visits by detailers or others
should provide positive reinforcement for
the academic detailing message and the
change in behavior.

*Presenting both sides of an issue aids
learning, particularly if the receiver has al-
ready heard arguments from the “other side”.
Good detailing involves actively acknowl-
edging that a controversy exists and provid-
ing literature Lo support your presentation
*The final step in preparation for academic
detailing is to train the detailers. Studies
have documented the effectiveness of clini-
cal pharmacists in this role. A important
part ot the training includes role playing to
allow the detailer to practice their “presenta-
tion”. Trainers will often role play a resis-
tant and hostile physician or an indifferent
physician so that the pharmacist can practice
alternative techniques.
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