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Abstract 

Clinical practice guidelines produced by NICE - the National Institute for Health and Care Excellence - are seen as key mechanisms to regulate and standardise UK healthcare practice, but their development is known to be problematic, and their adoption and uptake variable. Examining what a guideline or health policy means to different audiences, and how it means something to those communities, provides new insight about interpretive discourses. In this paper we present a micro-analysis of the response of healthcare professionals to publication of a single NICE guideline in 2009 which proposed a re-organisation of professional services for chronic non-specific low back pain. Adopting an interpretive approach, we seek to understand both the meaning of the guideline and the socio-political events associated with it. Drawing on archived policy documents related to the development and publication of the guideline, texts published in professional journals and on web-sites, and semi-structured interview data from professionals associated with the debate, we identify a key discourse that positions the management of chronic non-specific low back pain within physician jurisdiction. We examine the emergence of this discourse through policy-related symbolic artifacts taking the form of specific languages, objects and acts. This discourse effectively resisted and displaced the service reorganisation proposed by the guideline and, in so doing, ensured medical hegemony within practice and professional organisations concerned with the management of non-specific low back pain. 
Introduction
In the United Kingdom (UK), healthcare governance is enacted via a multiplicity of means, including national health policy and guidance, clinical protocols and through the actions of professional groups and non-government institutions (Armstrong, 2002; Nettleton et al., 2008). A key governance role is provided by the National Institute for Health and Care Excellence (NICE). Set up in 1999, NICE provides national healthcare guidance aimed at improving care and, ultimately, reducing healthcare inequalities and costs (Rawlins, 1999), however, the implementation and uptake of NICE guidance has been shown to be highly variable (Sheldon et al., 2004). 

Clinical guidelines constitute one type of NICE guidance, offering evidence-based recommendations for the care and treatment of specific conditions. Processes of guidelines seek to configure work and workers, standardise healthcare and thus render it comparable across settings and systems (Timmermans & Berg, 2003; Timmermans & Epstein, 2010). There is substantial literature which shows that guideline generation (McDonald & Harrison, 2004; Moreira, 2005) and implementation (Mickan et al., 2011; Spyridonidis & Calnan, 2011) are highly problematic and deeply politicised (this is especially well described by Timmermans & Berg, 2003.)

In this paper we focus on a debate surrounding a single NICE guideline (CG88), published in 2009, which made recommendations for the care of individuals with persistent non-specific low back pain. We present a case study, looking in detail at the responses of healthcare professionals and the socio-political events that accompanied this guidance. Our interest in this particular guideline stems in part from the professional experiences of the lead author, a physiotherapist involved with managing patients presenting with back pain.

Background

In November 2005, the UK Department of Health asked NICE to produce a clinical guideline for the early management of patients with chronic (defined as lasting more than 6 weeks) low back pain (NICE, 2006). Low back pain is a major cause of work absenteeism and considerable healthcare spending (Bevan et al., 2009; Hong et al., 2013). Approximately one third of individuals affected by an episode of low back pain will not have recovered after one year (Henschke et al., 2008) and, for the majority, a specific cause of their back pain is never identified and is therefore classified as non-specific low back pain (Deyo & Weinstein, 2001; Airaksinen et al., 2006). In addition, there exist a myriad of treatments for back pain, though research evidence suggests that most of those currently available have only modest effects (Balagué et al., 2012). Diagnostic uncertainty, combined with this treatment diversity and outcome variability, has led to a lack of clarity about which healthcare practitioners should manage low back pain, such that general practitioners, physiotherapists, osteopaths, chiropractors, spinal surgeons and pain specialists all have some role in the treatment of this condition (Prior, 2003). 

The guideline developed over a two year period, culminating in publication as CG88 in May 2009. It affirmed the non-specific nature of most low back pain and recommended that spinal imaging (X-ray and Magnetic Resonance Imaging {MRI}) should not be performed unless on grounds of suspected serious medical pathology (cancer, infection, fracture, inflammatory disorders) or where a surgical opinion was to be sought (Savigny et al., 2009). Though MRI enables the identification of spinal anomalies which are not visible externally (May et al., 1999), spinal anomalies have been demonstrated in a large number of individuals without symptoms (Jarvik et al., 2001), thereby reducing the diagnostic value of this procedure (Rhodes et al., 1999). The significance of a spinal anomaly and its correlation with pain can be explored, for example, by injecting the spine with therapeutic substances, but secure diagnosis resulting from these procedures has not been demonstrated (Manchikanti et al., 2009). Given the lack of evidence to support the use of these injections, this practise too was not recommended
. Elsewhere the guideline recommended increased provision of exercise, manual therapy and acupuncture as first line interventions - treatments typically offered by physiotherapists, chiropractors, osteopaths and acupuncturists – some of whom historically work outside the NHS in the private healthcare sector. For those resistant to initial treatments and presenting with high disability and / or psychological distress, a combined physical and psychological treatment programme (termed CPP) was to be offered, whilst for the small group unresponsive to all conservative treatments, and willing to consider surgery, an opinion on spinal fusion was recommended (Savigny et al., 2009).
Reactions to the guideline were mixed; some healthcare organisations welcomed it (British

Acupuncture Council, 2009; British Osteopathic Association, 2009; Chartered Society of

Physiotherapy, 2009; General Chiropractic Council, 2009), while others openly contested the recommendations (Hester, 2009; Royal College of Anaesthetists, 2011). The guideline appeared to challenge common practices and professional boundaries and threatened to redistribute work amongst healthcare professionals. A heated discussion about the guideline took place in professional journals and other fora, such as blogs. This debate questioned the guideline recommendations and the processes of guideline development. 
Key UK professional organisations, including the British Pain Society and the Faculty of Pain Medicine of the Royal College of Anaesthetists, called for the guideline to be withdrawn (Hester, 2009; Royal College of Anaesthetists, 2011). Following this, in July 2009, the British Pain Society held an extraordinary general meeting during which the President of the Society signalled his resignation following a vote of no confidence. The President (a consultant physiotherapist) had worked on the development of the guideline having been appointed clinical advisor to the guideline development group in 2007. In Spring 2009, he was elected President of the British Pain Society, the first non-medical healthcare professional to hold this role. The events within the Society fuelled further correspondence, and much of the debate surrounding the unseating of the President centred on the question of whether his role in the development of, and support for, the guideline was in direct conflict with his role within the Society. 
Our approach

Clinical guidelines are procedural standards (Timmermans & Berg, 2003) which, through their development and implementation, transform the social world. In line with other types of standards, they have potential to ‘change positions of actors’, alter ‘relations of accountability’ and emphasise or de-emphasise ‘pre-existing hierarchies‘ (Timmermans & Berg, 2003, p22). Moreover, standards can both shape and constitute our understanding of things (Pickersgill, 2012), and their effects warrant ‘careful empirical analysis’ (Timmermans & Epstein, 2010, p69). Our study sought to investigate these transformations and, in particular, to examine how these were accomplished via the discourses and actions of health professionals.

We were interested to explore the guideline debate in relation to ideas about professional boundaries and boundary-work. In part, we were inspired by classic sociological analyses of professional segmentation (Bucher & Strauss, 1961) and demarcation (Gieryn, 1983), but also more recent contributions including  Mizrachi and Shuval’s study (2005) of the symbolic boundaries between alternative and biomedical practitioners in hospital and ambulatory settings, Burri’s work about how imaging technologies are used to configure professional authority in radiology (2008), and Pickard’s analysis (2009) of power struggles involving general practitioners with special interests. To our knowledge, the role that clinical guidelines play in boundary-work and relations between the physiotherapy and medical professions has not previously been examined, and we therefore hoped to augment the literature by providing empirical analysis of debate surrounding guidelines and possible shifts in lines of demarcation between healthcare professions.
We employed a Foucauldian-informed discursive interpretive approach to make sense of the socio-political events associated with the CG88 guideline. Interpretive approaches to policy analysis allow us to focus on meaning – for example, the meaning of policy for those formulating and implementing it (Yanow, 2000) – and consider how meaning shapes actions, practices and institutions (Bevir & Rhodes, 2004, p130) and how meaning itself is shaped by context (Schwartz-Shea & Yanow, 2012). This interpretivism contrasts with more ‘naïve rationalist’ models of policy-making, which Russell et al. (2008, p40) describe as ‘decision science’, seeing policy as a linear and logical process.

Wagenaar (2011) and Schwartz-Shea & Yanow (2012) note that meaning is neither directly accessible nor appreciable at the surface of human existence. Yanow’s work (Yanow, 2000, 2006), however, provides examples of how meaning can be identified through a focus on policy-related artifacts. She argues that symbolic artifacts, in the form of languages, objects and acts, are the concrete symbols of human meaning – infused with the beliefs, values and feelings of those generating, enacting and interpreting policy and policy-related events. Thus, they express the meanings embedded within a particular policy process (Yanow, 2000; Wagenaar, 2011). One of the difficulties with Foucault’s discursive approach is that he is notoriously silent about how exactly the analyst should practically proceed, however Yanow provides a helpful framework to guide an interpretive policy analysis. Applied to this case study, Yanow’s framework focussed us on signifiers of meaning that could illuminate what this particular guideline meant to individuals, groups and communities interpreting it and how it meant something to them.

Study design and method

Having identified that there was an area of tension around the guideline, we widely reviewed sources in which the debate occurred. We were keen to capture variation and so we purposively looked for views and contributions from medical and non-medical professions and for policy documents relating to the guidance. We included collective and individual contributions to the debate and explored official documents (e.g. NICE reports), professional journals and less formal texts such as blogs. In this paper, we focus on three documentary sources and interview data collected for this study. Our documentary data sources include: firstly, the complete set of 43 rapid response letters published in the British Medical Journal between 28th May 2009 and 10th August 2009 in response to publication of the guideline [L 1-43]. Whilst this journal has a generalist audience and contributors, these particular letters were mainly authored by doctors and this gave us insight into individual views from the medical profession. Secondly, we referred to documents produced by NICE relating to CG88 [D 1-9], (conveniently archived at http://www.nice.org.uk/CG88) to provide a policy perspective. Thirdly, we drew on a collection of documents associated with a professional society, the British Pain Society [D 10-24], a professional organisation representing a collective (but not necessarily consensual) view of both medical and non-medical professions. We focussed on these to illustrate the different professional discourses played out in core texts and accounts. We have, in line with constraints of the ethical approval of this study, chosen to only present publically available texts here and not to identify individuals by name.

To augment the analysis of these texts we also undertook 11 semi-structured interviews with health professionals involved in the debate [I 1–11]. Our sampling was purposive and inter-textual, as we sought key individuals from the healthcare professions named in the debate or occupying formal positions in organisations involved in the debate. Each interview lasted approximately one hour, was audio-recorded and subsequently transcribed verbatim and anonymised. A brief topic guide, developed from the scoping and literature reviewing phase of the study and iteratively informed by the documentary sources and early interviews, was used to prompt questioning. The questions sought opinion on such things as development and implementation of the NICE low back pain guideline, the effect of the guideline on individual practice and professional groups and the impact on professional organisations of the British Pain Society extraordinary general meeting.  Interviews were conducted by the lead author, who made initial contact with interviewees as a doctoral student but who was known to some respondents in a professional context. We recognise that her identity may have both helped and hindered rapport and the kinds of accounts given, for example, some respondents may have felt more comfortable discussing these issues with a researcher of the same profession. That said, we do not believe that the views expressed were overly biased by this, for example, some respondents had articulated their view in public fora and documentary sources and did not give markedly different accounts in interview. Data were entered into QSR NVIVO 9 (QSR International Pty Ltd) to enable archiving, recording of codes and data management. Ethical and research governance approval for this study was granted by the University of Southampton and all interviews were recorded with individual participant consent. 
We recognise that the data presented here are not exhaustive but we have attempted to represent the principal threads in the debate and the range of perspectives outlined. We note of course that in using only the publically available documents we meet the requirements of our ethical approval but exclude some of the more extreme voices in the debate. 

Using the steps suggested by Yanow (2000) [Figure 1], initial coding focused on identifying the symbolic artifacts (languages, acts and objects), for the various interpretive communities surrounding NICE CG88. We read and reviewed the data, discussed and coded through an iterative process, thus enabling us to identify discourses and discursive practices.

[image: image1]
Figure 1: Overview of Yanow’s approach (Adapted from Yanow, 2000, p22).
Findings

Symbolic languages 

We identified examples of symbolic languages reflecting the beliefs of the communities interpreting the guideline and, through the iterative process described above, we were able to group and focus these around four key themes: legitimisation of practice, diagnostic expertise, the individual patient and the evidence-base. These are described in turn below. 

Legitimisation of practice

Embedded in the responses to the publication of CG88 was language confirming that different professional groups saw the guideline as a tool that would shape and legitimise certain forms of practice and alter the distribution of resources. For those professions already providing treatments recommended within the guideline it was viewed as supportive of their position:

‘…for physiotherapy, if you look at what was recommended, [physiotherapy] was

written all over [the guideline] … looking at it from a marketing perspective … for example, the Chiropractors ... lobbied every PCT [Primary Care Trust] … in England.’ [I, 6]

Crucially, the recommendations were perceived by some as curtailing the role of the specialist pain doctor, as indicated by this interviewee:

‘… most pain specialists spend most of their time treating people with low back pain

– that’s what we do. And a guideline comes out that says, You’re not needed. Full

stop…… It can be managed without any reference to you whatsoever; you don’t need

injections; you don’t need TENS [Transcutaneous Electrical Nerve Stimulation]; GPs can give all the drugs; the manipulation therapists and the physios can do all the manipulation and acupuncture; oh, and we have a little bit of rehab…..And it was like, Hey? Hang on, this is what I do!’ [I, 11]
with pain clinic funding identified as a potential casualty:

Funding to Pain Clinics will be stopped, to provide acupuncture and chiropractic and

also the more useful, but less well-funded options, of exercise and CPP (Combined

Physiotherapy and Psychology) - no need for doctors and nurses. [L, 34]

The ‘no need for doctors and nurses’ symbolic language at the end of this extract highlights the potential disruption to professional position and power signalled by the guideline. 

Diagnostic expertise
The guideline recommendations against imaging and interventional pain medicine techniques attacked core diagnostic procedures used by pain physicians, though this threat was rebutted by marshalling claims to diagnostic expertise, as seen through the following extracts:

In order to make a diagnosis patients need an MRI scan and specific nerve blocking or structure stimulating techniques … [L, 12]

The legal implications of missing serious pathology of the pelvis, urinary tract, bowel

or bone presenting as “non-specific LBP” will become a time bomb waiting to explode. [L, 36]

… adherence to these guidelines will result in prolonged treatments by non-medical

professionals without proper assessment of the patient. [L, 25]

Diagnosis can be considered as both a category and process (Blaxter, 1978), used to structure the healthcare field. It demarcates providers (which speciality “owns” the patient) and technologies, and allocates rights to resources (Jutel & Nettleton, 2011). Jutel (2009, p284) argues that medicine’s authority is embodied in diagnosis at ‘both institutional and individual levels’. This NICE guideline threatened to make obsolete the diagnostic tools of the interventionalist pain specialist and so coarctate the bridge between illness and disease (Jutel, 2009; Schubert, 2011) thus potentially de-legitimising the role of the interventional pain physician and, more widely, doctors of pain medicine. The language used in the letters, as shown, makes this threat very clear.

The individual patient
The British Pain Society in responding to the publication of the guideline, wrote:

Application of these guidelines to all those with persistent low back pain will result in

a major change in clinical practice, which in the opinion of the Council of the BPS [British Pain Society], will not represent good or appropriate patient care. [L, 10]

The ‘patient’ began to be conceptualised and presented in the debate as both individualised (requiring specific, tailored treatment) and agentic (able to make choices about their own care). The heterogeneity of symptom presentation and uncertainty about diagnosis allowed clinicians to argue about the contingent nature of lower back pain:

‘... we’ve tried to lump them [patients] altogether and not found that

possible, so what we have to do is find a route, [a] way through [so] we can manage

this individual, manage them physically, psychologically and socially, through to

some sort of … agreed end-point where they are better, or they are managing it

better, or they’re coping a bit better with what they have got.’ [I, 8]


The language of the individualised patient was rationalised as a means to resist the re-organisation of care:

… the treatment has to be tailored to patient’s needs and prescriptive guidelines

promoting “one size fits all” is not acceptable. [L, 12]

The terms of this part of the debate resonate with Armstrong’s analysis of clinical autonomy and resistance to ‘formalised systems of control’ by General Practitioners in the management of depression (Armstrong, 2002, p1776). Individual autonomy was achieved by ‘promoting the idiosyncrasies of individual patients’ (Armstrong, 2002, p1776), which in the debate over CG88 were overlaid with ideas about patient choice:

‘There’s a population out there who manage and cope, and it [an injection] is their

preferred way of managing their back pain, and doctors accede to that; we do lots of

things for patients because that’s what they want.’ [I, 9]

Indeed the tension between patient rights to choice and the curtailing of choice was embedded in the very language of the guideline where ‘patient choice’ was explicitly promoted:

Offer one of the following treatment options, taking into account patient preference:

an exercise programme, a course of manual therapy or a course of acupuncture

(Savigny et al., 2009, p2) [D, 8]

’Choice’ has been a feature of ‘NHS-speak’ since the late 1990s, alongside the introduction of a consumer-led market for healthcare (Peckham et al., 2011). However it ‘remains a limited concept’ (Peckham et al., 2011, p200), and in practice, many NHS systems restrict choice, for example by waiting lists and resource management systems (Klein & Maybin, 2012). Nonetheless the notion of choice has been formally extended to encompass not only choice of provider, but also choice of treatment (DoH, 2010) so that the exclusion of some treatment pathways in the guideline remapped the provider landscape, thus potentially restricting choice. In the language of one interviewee, choices were clearly linked to care provider:

‘But these injections work as long as it’s pain doctors who give ‘em and not

Orthopaedic surgeons …’ [I, 11]

Thus the language of ‘choice’ was used to support the claims of pain doctors to rebut the recommendations in the guideline. 

The evidence-base

Language manifesting concern over the nature of the evidence-base underpinning the guideline was evident in both letters and interviews. A core tenet of evidence-based medicine is that randomised controlled trials (RCTs) and systematic reviews are the highest quality of evidence. This understanding of ‘evidence’ was core to the debate about how the guideline was developed, as the following illustrate:

‘I do think the Guideline Development Group, in an effort to not produce something

totally whacky that everybody was just going to roll over and laugh at ... set their

level of evidence very high, i.e. only randomised controlled trials.’ [I, 9]

 ‘… a lot of the evidence that we’ve already got doesn’t meet that criteria, and we’re

writing guidelines on things that really have been set up not to represent real life.’

[sic] [I, 2]

‘So they had some evidence-based stuff, and then sixteen on personal recommendation. Now, once you start doing that, you’ve broken the rules, and you

either have it all as evidence-based – in which case you’ll have to come up with a very weak guideline – or you have it all on personal opinion, in which case you’ve got to be really careful how you pick your committee.’ [I, 11]

Naylor (1995) draws our attention to the many ‘grey zones’ (p840) of clinical practice, where current data is insufficient to guide practice, and the resultant minimalism or experience and inference based inventions that follow (Naylor, 1995). The language in this last quote reveals the perceived association between the experiences and inferences of the guideline development group and the guideline recommendations – an association that McDonald & Harrison (2004) have evidenced as influential in the construction of local clinical guidelines for statin use and managing heart failure.

Symbolic Objects 
Discussed below are three key symbolic objects visible within the data through which guideline meaning was manifested and sustained: the blog, the guideline development group membership list and the Articles of Association of the British Pain Society.
The blog

As the debate unfolded in the professional societies and medical journals it also spilled over into other fora, notably the Web, where several blogs discussed the issue. One internet web-site - www.nicelbp.blogspot - was set up following the publication of the draft guideline. Initially publically accessible, this blog housed comments about the guidelines and the role of the British Pain Society’s President:

 ‘... there were comments around the individual, and there were comments around

NICE is barmy.’ [I, 9]

The blog played an agentic role within the debate, mobilising those who were against the guideline and those who wished to censure the President for his involvement in the guideline development, as exemplified in this extract:

I have put up a poll @ http://niceguideline.questionpro.com for anyone who is

interested in registering their dissatisfaction with [the President’s] behaviour and

involvement with the NICE guidelines. In my view he has done our specialty and the

Society an enormous disservice, he does not deserve to be our president. If you agree or even if you don't please vote so that the depth of feeling can be gauged.

(Extract taken from www.nicelbp.blogspot) [D, 11]

One interviewee recalled that the debate on the blog was like:

‘… listening in on the … rioters in … Hackney’ [I, 9]
(referring to the public disorders in London which occurred in the summer of 2011). Other professional organisations copied extracts from this blog, reproducing them in other media and widening the net of professionals caught up in the activity:

Our experience in handling very difficult cases counts as nothing now that we form

part of a merry band of PC 'health care professionals'; We are led by a

physiotherapist! A [Professional] who cannot even interpret straight forward

evidence when it is presented to him on a plate. Who's going to be the next BPS

President? A Hospital Porter?  (Extract taken from www.nicelbp.blogspot 
Available from: www.csp.org.uk) [D, 16]
Over time, access to the blog was restricted, eventually becoming subscription only. Following the British Pain Society’s extraordinary general meeting the blog took on a new role as a focal point for the campaigning for a new president for the society.

Guideline development group membership list

The debate about the guideline raised questions concerning the process of guideline development and these centred on the role of different stakeholders. Key here was the claim that the British Pain Society had not been adequately represented:

‘If we had been able to comment on the scope, we should have been able to … make a comment to NICE to say we think it’s vital that you have these people on the

development group. We missed that opportunity.’ [I, 7]

The reasons for the failure of this apparently key organisation to register as a stakeholder in the preliminary development of the guideline become clear when looking at the guideline development group membership list. The President (although not elected to that role at the time) had been appointed as the clinical advisor to the group prior to the initial stakeholder meeting. This was perceived by some as advantageous:

 ‘… because [the President] was the clinical lead for that particular guideline … there

was a perception ... in the Pain Society that he was representing the British Pain

Society, which he wasn’t.’ [I, 8]

The membership of the guideline development group (confirmed in the record of attendees at guideline development meetings) [D, 7] was drawn from nominations made by stakeholder groups. In addition to the chair and the clinical advisor, the professions represented within this group included a general practitioner, a physiotherapist, a chiropractor, an osteopath, a clinical psychologist, an occupational health physician, an orthopaedic surgeon, a nurse, and an expert in non-surgical interventional procedures (i.e. a radiologist, rheumatologist or anaesthetist). There were also two patient representatives.

Documents surrounding the guideline development group consultation which took place between February and March 2007, highlight anxieties from groups that were not represented, and enthusiasm from those who had secured a place:

…it would appear that practitioners of complementary and alternative therapy will

have strong representation on the GDG when these therapies are not normally

provided in the NHS. Is there a danger of these enthusiasts making unrealistic claims for treatments for which positive evidence from RCTs is scant or non-existent? This would be a pity especially if people who have a firm grasp of evidence-based

medicine (e.g. from pain medicine and rheumatology) are not represented. (Royal

College of Anaesthetists) [D, 3]

We welcome the creation of this Guideline and look forward to supporting NICE in its

development through our involvement with both the GDG and the Stakeholder

consultation process. (Chartered Society of Physiotherapy) [D, 3]

Following the publication of the guideline, the membership list of the guideline development group became a focal object in the debate. Some interpreted the constitution of the group as prejudicial:

… every modality represented by the panel members but, as no interventionalist has

been accepted onto the panel, no injection treatment [L, 14]

whilst others did not:

‘… who it is that’s on the group ... [is] a lot less relevant than what the evidence is

saying.’ [I, 6]

Some of those dissatisfied with the guideline felt that the President of the British Pain Society, as the clinical advisor, needed to be an advocate for the Society, and this became key in the events (acts) which followed. Before we attend to these symbolic acts, we will examine another symbolic object that was enrolled in the discourse, namely the Articles of Association of the British Pain Society.

Articles of Association

The formal Articles of Association of the British Pain Society, adopted in January 2004 contained a key clause - article 50.1 – which permitted the convening of an extraordinary general meeting at the request of not less than twenty-four Ordinary Members [D, 14] which had to be called within 28 days of receipt of the request. The opportunities afforded by this object had not however been appreciated by all members:

‘I don’t think … anybody quite realised how easy it was to call an EGM. I think we

suddenly said, What! Can they really do that?’ [I, 7]

It is worth noting that in common with many formal documents, this object was not a fixed, permanent entity. This article was however a pivotal object in the debate and acts that followed. Its significance might not have been realised, though once it was, the object was altered: following its use in the summer of 2009, article 50.1 was amended by special resolution, so that 10 percent of Ordinary Members [D, 15] would subsequently be required to convene an extraordinary general meeting.

Symbolic Acts 
In this final section we examine and interpret two symbolic acts which emerged from the data. These acts communicate the meaning of the guideline and its recommendations for communities interpreting it.

Calling for withdrawal of the guidance 

As part of the guideline development process, NICE opened a consultation, encouraging stakeholders to submit comments between 1st October and 26th November 2008. One interviewee said that this had produced a ‘huge amount’ [I, 9] of responses from the Pain Society’s interventional pain special interest group. Not everyone was dissatisfied, however:

Overall, we welcome this guideline and agree with the underlying principles of

encouraging activity, exercise and self-management in a context of appropriately

prescribed analgesia [D, 6]

‘… many individuals … felt that the guideline was in fact balanced and

reasonable.’ [I, 9]

There was a belief that stakeholder submissions would be reflected in the final guideline to

be published in May 2009:

‘So, we were quite confident ... that they wouldn’t dream of bringing that out. … So

we were really quite shocked and staggered when it didn’t change.’ [I, 11]

However, when the guideline was published it became clear that this hope was not to be fulfilled. At this point there was a key act in the unfolding drama – a call for guideline withdrawal made by the British Pain Society Council:

‘… we couldn’t do nothing; we had to say that we felt these Guidelines were wrong.’

[sic] [I, 7]

Not all members of the Society were in favour of this call however:

 ‘… immediately afterwards [the call for withdrawal] the membership said, well we

didn’t ask the committee to make this decision but effectively … it … has historically

always been ceded over to them because of the lack of engagement.’ [I, 1]

‘… there was concern that if that group ... wasn’t placated in some way, by the

Society taking a fairly rigorous stance … there was a danger that the Society would

fracture.’ [I, 7]

On the 12th June 2009, the British Medical Journal published an official statement from the British Pain Society which called for the withdrawal of the NICE guideline. The Faculty of Pain Medicine within the Royal College of Anaesthetists also acted, recommending withdrawal, and the language of their call specifically referenced the lack of a pain medicine specialist or anaesthetist within the guideline development group:

Neither the person nominated by the RCoA nor any other anesthetist or pain

medicine specialist was selected by NICE. (Royal College of Anesthetists) [D, 24]

Extraordinary general meeting

Five weeks after the publication of the guideline a letter signed by 25 pain society members was received at the London offices of the British Pain Society. The letter called for an extraordinary general meeting to debate the guideline and vote on a motion to remove the President from office due to:

… his involvement with and the continued endorsement of, the NICE Guidelines on

Low Back Pain ... (British Pain Society, 2009) [D, 22]

This was the first time that an extraordinary general meeting had been called within the history of the society and its predecessor organisations. The meeting took place on 21st July 2009 with forty-five members of the British Pain Society present, not counting the chair and the secretariat [D, 20]. Some members of the Society had written to the chair stating their objection to the vote and expressing their support for an alternative resolution to the crisis [D, 17; D, 18]. During the meeting, a representative from NICE gave a short presentation, about the role of the clinical advisor and the formation of the guideline development group, offering a further meeting between NICE and the Society to move forward with the guideline. There followed a discussion around a proposal to take the vote in secret with one interviewee recalling that:

‘… all hell broke loose at that point, and people were threatening to resign, and ...

getting very, very angry.’ [I, 2]

The vote ultimately went ahead and was carried by seven votes, the total votes cast representing a quarter of the Society’s membership. After the meeting, the President duly resigned his position having been in post for only three months. An interim president was appointed, an emeritus professor of psychological medicine, who subsequently facilitated discussions between representatives of the Society and NICE. One outcome of these discussions was confirmation that the guideline would be reviewed in 2012 and that a pain specialist would be included in the future guideline development group. A new President of the Society (a consultant in anaesthesia and pain medicine) was elected, and this restored the position of a medical practitioner at the head of the Society. Restoring a medical practitioner at the helm of the Society reassured some:

‘... doctors understand doctors. Other professions, I believe, don’t have the same

insight, not for any reason than they’re not doctors. … traditionally, you know,

doctors have led teams of medics and of pain professionals. Why the doctor? Because

the managers listen to them more, um, and they’re intelligent, motivated people.’

[I, 9]

Discussion

We have shown how policy-related symbolic languages, objects and acts expressed the meanings of the guideline for those interpreting it. This analysis provides a foundation for an interpretive discourse which defines the nature of the work to be done with individuals affected by non-specific low back pain, describes how it should be done and delineates (crucially) who should do it (May & Flemming, 1997). The symbolic languages initially centred on legitimisation of practice, diagnostic expertise and the individual patient, and then marshalled arguments about ‘the evidence base’. These functioned collectively to identify and situate each patient affected by persistent back pain in the hands of a designated healthcare professional; one with authority to request and interpret imaging, one with skills in specialised diagnostic interventional pain management techniques, enabled through access to technologies (such as imaging and injections). The language of patient individualism and choice was employed to preserve specialised knowledge and autonomous practice. Other practitioners were marginalised through this discourse by being segregated from these approaches and technologies through skill or location, exacerbated by the number of competing professions treating back pain, the variation in occupations and the overlap in treatment provided (Norris, 2001).
Similarly, the symbolic objects (the blog, the guideline development group membership list and article 50.1) coalesced to identify, voice and mobilise particular subjects, whilst shadowing, silencing and constraining others. The list of those permitted to contribute to the formulation of the guidelines represented particular organisations and professionals; these are not just names but signals of expertise and association. From this object tributary discourses flowed, about guideline development group member bias, forms of knowledge, and claims about the privileging of doctors in interventional pain medicine. The blog too had specific demarcations that gave voice to those disenchanted with the guidance and served to connect to networks defined by professional and social difference (Duke, 2011). These two objects provided a platform for opposition to the Society’s President and a further object - article 50.1 - was invoked to enable action.

The symbolic acts (the call to withdraw the guideline and the holding of the extraordinary general meeting) opened up discursive spaces, in which some could speak and be heard, whilst others could not. The call for withdrawal of the guideline by the British Pain Society, a society which could lay claim to represent a range of professionals involved in providing care for patients with back pain, gave legitimacy to the claims of doctors in interventional pain medicine disenfranchised by the guidance. The extraordinary general meeting identified and ordered subjects and events, and the vote and resignation of the President (re)legitimised the position of doctors. These acts ensured that a particular professional order was restored.

Through our analysis we have demonstrated that these languages, objects and acts intertwined to make meaning around the NICE guideline. A key discourse emerged that enabled boundary-work by doctors in interventional pain medicine - activity designed to protect and expand jurisdiction, assert professional authority, claim resources and protect autonomy (Gieryn, 1983). This kind of professional boundary-work is not new (Mizrachi & Shuval, 2005; Burri, 2008; Pickard, 2009), but our examination of this case study has shown how meaning and actions connect. On their own, each text and event might appear to be limited and isolated, and the power being asserted may be unclear: as Foucault suggests, it appears that ‘no one is there to have invented them, and few who can be said to have formulated them’ (Foucault, 1998, p95), yet together they provide a familiar discourse of medical dominance (Freidson, 1970). The symbolic artifacts of this case study reveal tactics of exclusion and control, along with the creation of new knowledges, spaces and subjectivities arising through the discourse.

Conclusion

Previous research has shown that guidelines are contested and contingent. Much of our attention has focussed on guideline implementation and ‘failure’. This paper has deliberately taken a step back to tackle the issue at an earlier stage, to try to understand a few moments in the development and debate around a single guideline and to show how meaning is made and how a discourse of power is created and sustained. Our case study has demonstrated how discourse, displayed through language, objects and acts, enabled professional boundary-work and supported claims to power. The discourse had significant effect, countering the re-positioning of healthcare workers proposed through the guideline, thus continuing to challenge efforts to govern practice and standardise healthcare.
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Identify the policy-related symbolic artifacts (languages, objects, acts) that carry significant meaning for the communities interpreting them.


Identify the different interpreting communities for each policy-related symbolic artifact.


Identify the discourses emerging through the policy-related symbolic artifacts.


Identify the points of struggle reflecting the different meanings interpreted by the different communities.








� The guideline recommended research into the effectiveness and cost effectiveness of facet joint injections and radiofrequency lesioning for people with persistent non-specific low back pain.
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