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Summary

The Midlands Psychology Group has been observing the workings of the National Institute for Clinical Excellence (NICE). Here, we share some observations and concerns about the influence of NICE on mental healthcare in England. 
The quote below is from David Zondy’s review of ‘That Hideous Strength: A Modern Fairy-Tale for Grown-Ups’, by C. S. Lewis (1945). In this novel, NICE are The National Institute for Coordinated Experiments. For anyone who is familiar with, and troubled by, our modern NICE (National Institute for Clinical Excellence), it might strike a chord.
‘The NICE presents itself to the world, and thinks itself to be, a body of scientists dedicated to re-organising mankind along strictly scientific lines.  The members imagine themselves as vanguards of a new, rational age. In fact, they are nothing but a collection of pseudo-scientists lost in a fog of cant and jargon, who produce nothing more useful than elaborate machines that look terribly impressive, but simply and pointlessly update reports from various committees on a huge board’. www.davidszondy.com
In this article we focus on some disconcerting aspects of NICE guidelines, such as what is presented and received as scientific evidence, the conflicting interests of people who contribute to the development of NICE guidelines, and the misguided use of guidelines to control healthcare in the NHS.
What is a guideline?
Various dictionary definitions make explicit that guidelines are simply guides, to help make decisions. By definition, guidelines are never mandatory. Yet there is confusion around the authority of NICE: 
‘Guidelines can be limited in their usefulness and applicability by a number of different factors: the availability of high quality research evidence, the quality of the methodology used in the development of the guidelines, the generalisability of research findings and the uniqueness of individual patients... [The] guideline does not, therefore, override the individual responsibility of healthcare professionals to make appropriate decisions...’ (e.g. p.9, NICE 2004a).

This raises questions about the need for compliance, especially as the phrase ‘NICE compliant’ creeps more and more into mainstream healthcare parlance, coupled with the likely financial and treatment consequences in an era of straitened economic times and business oriented health services.
Kendall et al (2005) who refer to the guidelines as products, state: 
‘For all guidelines currently under development or recently published, 10 key recommendations are selected by the Guideline Development Group and listed at the beginning of the NICE guideline, and represent the main headlines for that particular guideline’ (p.7). 
There does not appear to be any rational reason for there being 10 key recommendations for each guideline; presumably different guidelines have different numbers of important recommendations, and simply deciding on 10 for every clinical area highlights how lost our vanguards seem to have become in their fog of cant and jargon.

Who are the other vanguards of the NICEworld?
The Depression Guideline Development Group (GDG) included members of health care professions and also three patients. Barker & Buchanen-Barker (2003) describe the membership of the Schizophrenia GDG which: 
‘...comprised twelve members but was weighted towards the ‘treatment’ end of the spectrum - medicine (4) clinical psychology (3) and pharmacy (1). Although nursing (1), service user (1) and mental health charity group representatives (2) were in evidence, none of these members had the status, and professional clout of their distinguished medical and psychology colleagues’.

There have also been concerns raised about how the composition of these GDGs shapes the decision-making with regard to the evidence base. Spandler & Warner (2007) explain how the hierarchical construction of evidence based research tends to prioritise outcomes relating to symptom reduction or removal and promotes the unspoken and unacknowledged interests and agendas of people such as service managers, commissioners, NICE and ultimately the government itself. Such an approach can sideline the needs and views of service users who may personally focus on improvements in other aspects of their lives. This was precisely one of the reasons the two ‘experts by experience’ resigned from the steering group for the development of the Department of Health guidelines on the treatment of self-harm.

We might expect that the views of those with expertise in the selected areas would be heeded by those in the GDGs. However when the Critical Psychiatry Network submitted a comprehensive critique to the stakeholder consultation for the ADHD guidelines it was met with the following response: 
‘Thank you very much for your comprehensive and detailed critique of the concept, diagnosis, classification and treatment of ADHD and related categories. Unfortunately, we are unable to dismiss the diagnosis as we would be left without a guideline to undertake’, (p.34, NICE, 2006a). 

What are the differences between the different versions?

Not everyone is aware that there are four different versions of each guideline. It is usual to find that mental healthcare professionals have read some NICE guidelines, although commonly these are the Quick Reference versions, as people report that it is difficult to find the time to read the Full Guidelines. It is worth considering the differences between the different versions. Learmonth (2006) suggests that: 
‘The Quick Reference Guide and shortened Guidelines are essentially synopses of the full Guidelines, but with all caveats and ambiguities removed. The effect of this is to make them read as hugely more ‘authoritative’ statements of fact, whereas the full Guidelines allow for far more questioning of both process and outcome’ (p.2). 

The more comprehensive guidelines acknowledge, to some extent, the conceptual and methodological problems which fundamentally threaten their validity, whereas the Quick Reference Guides ignore these problems. The guideline for Depression has stated that: 
‘…the most significant limitation [with the evidence base] is with the concept of depression itself. The view of the Guideline Development Group was that it is too broad and heterogeneous a category, and has limited validity as a basis for effective treatment plans…In part, these limitations arise from the problems associated with the randomized control trial methodology for all interventions…’ (p.8, NICE 2004b). 
In other words, NICE acknowledges that it remains unclear what depression is, let alone the difficulties with the current evidence base and associated methodologies. Despite this uncertainty, the Quick Reference Guide, which is most likely to be the version that the majority of health workers have read, recommends 6 to 8 sessions of psychological treatment for both mild and moderate depression (p.4, Depression Quick Reference Guide, NICE 2007). In the amended NICE guideline, the ambiguity has since been removed and certainty restored, to claim depression as ‘a broad and heterogeneous diagnostic grouping, central to which is depressed mood or loss of pleasure in most activities’ (p.9, NICE 2007).
A similar example can be found in the Full guidelines for CFS/ME. One particular stakeholder submission to NICE offers a detailed critique of the evidence for CBT and graded exercise therapy (GET), demonstrating that neither of these are found to be helpful (NICE, 2006b). However, the Quick Reference Guide recommends that: 
‘Cognitive behavioural therapy and/or graded exercise therapy should be offered to people with mild or moderate CFS/ME and provided to those who choose these approaches, because currently these are the interventions for which there is the clearest research evidence of benefit’ (p.5).

What is mission creep and how might it apply to the NICE guidelines?

The term mission creep tends to be used in military arenas. It is defined as ‘the gradual process by which a campaign or mission's objectives change over time, especially with undesirable consequences’ (www.dictionary.com). This term has been used in relation to the recent war in Iraq whereby the original stated aim of the mission was to remove alleged weapons of mass destruction. Although these weapons were never found, the possibility of their existence seemingly led to the invasion of Iraq. In other words, the original mission to find and remove weapons subsequently became war. A similar but more recent term, function creep, has also emerged in relation to business environments.
These terms provide a useful way of thinking about the way NICE guidelines have evolved to influence and ultimately control clinical practice in the NHS. NICE guidelines generally include an introductory statement explaining:

‘It is intended that the guidelines will be useful to clinicians and service commissioners in providing and planning high quality care for those with depression while also emphasising the importance of the experience of care for patients and carers’ (e.g. p.8, NICE 2004a). 
However, they also go on to state that: 
‘Clinical guidelines are intended to improve the process and outcomes of healthcare in a number of different ways. Clinical guidelines can: be used as the basis to set standards to assess the practice of healthcare professionals’ (p.8). 
Indeed, the Healthcare Commission and Commission for Social Care Inspection conducted a joint review of adult community mental health services, which contributed to the annual 2005/06 performance ratings for mental health trusts and councils and included the requirement to complete an audit in relation compliance with the NICE Guideline for Schizophrenia (2002). 
We have therefore now moved into a situation whereby not only have the guidelines become mandatory but that they are also being used as standards for services to be measured by, and held to account for. Indeed, training offered by the Charlie Waller institute (www.reading.ac.uk/charliewaller) is explicit in citing NICE as a benchmark; it offers a one-day course in March 2010 called ‘Treating BDD the NICE way’.
Function creep is highly relevant when reflecting on the interests of Big Pharma. Given the well documented activities of drug companies it is pertinent to consider how we have been encouraged to believe that our increasing levels of distress are reflective of being more informed and aware of our mental health needs, rather than it being shaped and influenced by business interests like those of the pharmacology industry. The Seroxat User Group recommends that: 
‘the pharmaceutical industry in the UK be more tightly regulated and to move responsibility for representing and protecting the interests of the pharmaceutical industry out of the Department of Health and into the Department of Trade and Industry (at present the Dept of Health has the responsibility both to protect public health AND protect/promote the economic interests of the pharmaceutical industry)’ (www.seroxatusergroup.org.uk)
This is also a bold reminder of the business and political contexts around NICE guidelines, which are often presented as being solely about science and evidence. Even more problematic is the marketing of health services. With the increasing focus on efficiency and competitive leanness, profitable services get priority whilst more complex, costly, services such as mental health are deemed less attractive. Nevertheless this emerging skewed provision is not recognised as being the result of the increased presence of private industry in previously comprehensive public health services. Rather the constant refrain is of the need to follow evidence based practice, or NICE guidance. (For a more detailed exposition of these issues see Pollock, 2004).
If you don’t play NICEly, you may not get picked for the team

We are not alone of course in taking a critical view of the NICE guidelines. However we are mindful about the agendas of some critics. For example, Learmonth (2006) argues: 
‘Arts Therapies Services are increasingly threatened because we do not feature in NICE Guidelines, and therefore are not on managers ‘tick boxes’ for services. It is extremely damaging to the professions that, in the guideline in question [Depression], we do not exist at all’ (p.1). 

Learmonth is not alone in decrying the lack of his profession’s inclusion in the Depression guidelines. Psychological therapists from various traditions petitioned the government over Lord Layard’s proposals to provide 10,000 more cognitive behaviour therapists, arguing that this ignored ‘the benefits to people of other forms of therapy’ and that ‘other psychotherapy approaches’ should be considered (Therapy e-petition, 2007). Over 10,000 people signed this petition. A similar agenda might be attributed to the campaign ‘We Need To Talk: The case for psychological therapy on the NHS’ (www.weneedtotalk.org.uk). 
We are not suggesting that such criticisms are entirely invalid. We are highlighting that professionals’ self-interests are intertwined with these developments and that this aspect of the debate appears rarely acknowledged. It is also patently clear how the Department of Health is involved in a conflict of interest between providing decent healthcare for the population versus promoting the economic interests of the psy-industry. 

Conclusion

An address made by the American physicist, J. Robert Oppenheimer in 1956 to the American Psychological Associaton included a prediction that psychology would pose more ethical issues for society than physics due to its power to control peoples’ thoughts, feelings and behaviour (Oppenheimer cited in Kuyken 1999). The issues raised here suggest to us that Oppenheimer’s comments remain highly relevant today. Indeed we suggest that clinical psychologists should carefully consider the consequences of being closely aligned to organisations such as NICE. NICE Guidelines are not constructed in a vacuum, however much they appear to be presented as unchallengeable documents of science and fact. 
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