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	Example
	3
	55
	The draft scope currently excludes people who have already been diagnosed. We feel this group should be included because….

	

	1
	General
	General
	Background

Given the diversity of diagnostic procedures – e.g. staff, procedures, pathways, risks, subsequent outcomes etc. – we appreciate that this is an incredibly difficult guideline to produce.  We are however disappointed and concerned that, despite responding to two previous calls for information, the draft scope has not yet clearly addressed which diagnostic procedures will be captured.  We assume that any ongoing confusion is due to difficulties in developing an all-encompassing guideline for diagnostic services. It would however be helpful to clearly state which diagnostic areas/procedures are to be included, and then to review the framework used to help inform “organisation and delivery” (line 9) based on the defined diagnostic areas/procedures to be covered.  

Clarifying the scope

The 19 million key diagnostic tests reported in 2014/15 (line 161) represents a diverse range of diagnostic tests that are linked to management/treatment in different ways.  It also appears to only relate to 15 key diagnostic tests across imaging, physiological measurement and endoscopy that have waiting time targets. If “key diagnostic tests” (line 161) is what this guideline will cover, then it would be helpful to specify this very early on and then consistently throughout the guideline scope. 

Framework used to analyse diagnostic services  

The draft scope applies a generic framework – which includes some underlying assumptions about how diagnostics are linked to treatment – to all diagnostic services. It is not clear how the committee will overcome issues, such as attribution error, that arise from this approach – e.g. will it be possible to assess the impact of how a diagnostic test is organised/delivered on patient outcomes (lines 93-95), if not covering subsequent management following the diagnostic tests (line 61), especially when the former influences the latter in material way.  Similar challenges might arise elsewhere, for example one goal is to assess the benefits of co-location (line 86) and use of healthcare resources (e.g. number of visits to hospital) (line 122) based on the organisation and delivery of diagnostic services, but without reviewing subsequent management (line 61): it is not clear how this will be achieved.  

The guideline scope does not refer to, nor acknowledge, the variation in risk (direct and indirect) and the frequency of diagnostic tests, yet these vary significantly across diagnostic services. For example computed tomography (imaging) and otoscopy/pure tone audiometry (physiological measurement) are both diagnostic procedures with waiting times, but a guideline scope that applies a generic framework to these procedures is very likely to miss opportunities to improve access, quality and cost-effectiveness.  Diagnostic services vary in these (risk/frequency/demand) and many other ways. 

Given these and other limitations/risks, we remain concerned about the development of this particular guideline.  Again, we appreciate the formidable task ahead and offer our suggestions on how to address potential challenges in response to question 1-3 below.  

	2
	General
	Response to questions, 1-3.
	Exploring how diagnostic services are organised is partly driven by a consensus that the current hospital model of care is unsustainable.  This is why it is important that this guideline does not inadvertently reinforce this historical dependency on the hospital-based model of care unless there is evidence to support such an approach.  Any framework used to analyse diagnostic services should therefore minimise the risk of facilitating a NHS commissioning system which justifies bundling diagnostic services in a way that simply reinforces hospital-based models of care at a cost to patients (e.g. poorer outcomes/ongoing care) and taxpayers (e.g. greater total cost across the pathway) under the guise of integrated care – e.g. with modern technology it is possible to have integrated care across organisational and physical (building) boundaries, allowing low risk/high volume diagnostics and subsequent treatment to be provided outside of acute hospitals at lower costs: i.e. allowing the NHS to do more with less.
A framework for assessing “diagnostic services: organisation and delivery” should ideally have a solid foundation, one linked to an established methodology.  One way to address the issue of “grouping” is to approach the process from the perspective of health quality management, namely to assess process and risks and utilisation of the overall current/potential estate.  For example, some procedures (e.g. MRI) due to indivisibilities in cost are always going to be centralised in some way (even mobile MRI machines reflect this economic reality). Using a health quality management perspective the organisation and delivery of MRI is likely to focus on high utilisation and minimising downtime of the diagnostic machine.  Other diagnostic procedures (e.g. many audiological tests) make it possible to achieve economies of scale at much lower activity levels, and in these cases the health quality management perspective would focus on the opportunity cost of using hospital capacity (i.e. utilisation) for low risk/non-medical care. Taking such an approach starts to create complex picture of organisation and delivery of diagnostic services, but helpfully one which the logic driving organisation and delivery provides more meaningful examples that are likely to be generalised and transferable across other diagnostic procedures. 
Any review of the literature on organisational and delivery of diagnostic services should also be mindful of status quo bias – e.g. asking for higher levels of evidence to support a community-based model of care compared to a hospital-based model of care, especially when there is no robust evidence supporting the status quo hospital-based model of care. Often the way diagnostic services are designed and delivered are simply based on historical models of care and therefore controlling for status quo bias is particularly important when comparing this to alternative models of organisation/delivery. 

	3
	1
	14
	Primary care is usually taken to mean the four contractor professions and secondary care hospitals. Current wording therefore ignores the increasingly diverse – and much needed – community-based workforce: add “community” so that line number 12 reads: “Healthcare professionals in primary, community, secondary and tertiary care who….”. 

	4
	3
5
	61-62
122
	It is unclear how some questions posed in the review will be answered if “subsequent changes in management following results of diagnostic tests” (lines 61-52) are excluded – e.g. whether it is possible to measure patient outcomes (page 4 lines 93-95) for different models of diagnostic services when the way in which a diagnostic service is delivered influences a treatment pathway. In our view, such an approach is significantly exposed to the risk of fundamental attribution error.   
The same issue might arise with one of the main outcomes, “Use of health care resources (e.g. number of visits to hospital)” – e.g. whether it is possible to assess this if the impact of changing the delivery of diagnostics on subsequent treatment is not factored in. For example, in the case of adult hearing tests (diagnostic - physiological measurement) the NHS still – unlike most other developed countries – relies on a hospital-based model of care for adult hearing services (diagnostic and treatment provided by same professional in vast majority of adults). This is a historical rather than evidence-based approach to organising services. If – like eye care – community-based hearing health professionals become the first point of contact for people with hearing difficulties requiring diagnostic tests, we estimate in excess of 4 million patient contacts a year could be transferred from hospitals/GPs to community-based hearing care (made up of c. 2.2 million people with impacted earwax diagnosed by routine assessment of the ear and (as detailed in our previous response) 1.7 to 2.3 million audiology visits could be delivered out of hospital). 



	Checklist for submitting comments
· Use this form and submit it as a Word document (not a PDF).
· Include page and line number (not section number) of the text each comment is about.
· Combine all comments from your organisation into 1 response. We cannot accept more than 1 response from each organisation. 
· Do not paste other tables into this table – type directly into the table.
· Underline and highlight any confidential information or other material that you do not wish to be made public. 
· Do not include medical information about yourself or another person from which you or the person could be identified. 
· Spell out any abbreviations you use
· For copyright reasons, do not include attachments such as research articles, letters or leaflets. We return comments forms that have attachments without reading them. The stakeholder may resubmit the form without attachments.

Note: We reserve the right to summarise and edit comments received during consultations, or not to publish them at all, if we consider the comments are too long, or publication would be unlawful or otherwise inappropriate.
Comments received during our consultations are published in the interests of openness and transparency, and to promote understanding of how recommendations are developed. The comments are published as a record of the comments we received, and are not endorsed by NICE, its officers or advisory Committees.




Please add extra rows as needed
	
Please return to: [insert email address] 

NICE reserves the right to summarise and edit comments received during consultations, or not to publish them at all, where in the reasonable opinion of NICE, the comments are voluminous, publication would be unlawful or publication would be otherwise inappropriate.

image1.emf

