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The role of clinical guidelines as a tool for ensuring good clinical
practice and generating health gain is gaining interest around the
world. Adherence to clinical guidelines presumably leads to
improved health outcome, reduces health expenditure, and
prevents unnecessary interventions that might cause complications.
However, with the growing interest and obvious potential, certain
concerns have arisen — stemming mainly from uncertainty about
guideline validity, development and effectiveness.

Although many definitions and several terms have been used to
describe clinical guidelines, a widely accepted definition is that of
the Institute of Medicine: namely, “systematically developed
statements to assist practitioner and patient decisions about
appropriate health care for specific clinical circumstances" [1].
Regardless of different definitions, guidelines are developed with
the aim of: a) describing appropriate care based on scientific
evidence; b) controlling organizational healthcare expenditures;
¢) reducing variability in health practice among practitioners; and
d) allowing for quality assessment and quality improvement
activity, including clinical audit. All this while taking into account
organizational factors, community characteristics, economic con-
straints, and, at the same time, leaving room for justifiable
variations in practice.

In this issue of IMAJ, Kahan et al. |2] evaluate the pharmaco-
economic effect of introducing a new guideline for the empiric
treatment of uncomplicated urinary tract infection by the Leumit
Health Fund. Indeed, UTI has been the target of numerous clinical
guidelines and protocols arising from its frequency in outpatient
and inpatient settings 3], antimicrobial resistance issues, econom-
ic implications, and wide variability of care [4]. The authors
conclude that issuing a new pharmacopolicy for the treatment of
UTI (designating nitrofurantoin as the new drug of choice) did not
lead to the clinical or economic effect expected, and suggested that
new methods be designed and implemented by the fund to insure
adherence to guidelines.

Their findings are not surprising. In fact, analyzing the relevant
literature reveals the ambivalence towards guideline effectiveness.
In a randomized controlled trial conducted in a primary care setting
in Norway, Flottorp and co-researchers |5] assessed the effect of
tailored interventions aimed at implementing guidelines for the
management of UTI and sore throat. Although rigorous implemen-
tation techniques were used (including public publication, patient
educational material, computer-based reminders during consulta-
tion, and interactive courses for general practitioners), the authors
concluded that these interventions had minimal effect in changing
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clinical practice. In another randomized controlled trial, Doyne et al.
(6] attempted to measure the effect of an academic intervention
program on community pediatricians’ antibiotic-prescribing pat-
terns. Whereas the study group of pediatricians participated in an
educational program, the control group received only the printed
guidelines. Similar patterns for antibiotic prescription rates were
seen before and after intervention, and wide variations in
prescription practices were observed.

In France, in an effort to control ambulatory care costs,
regulatory practice guidelines were introduced by law in 1993.
Physicians who do not comply with these guidelines can be fined. In
an observational study, Durieux and associates (7| evaluated the
level of awareness and knowledge of these regulatory practice
guidelines among 321 family physicians. Again, despite implemen-
tation of a national health policy, the awareness and knowledge of
these guidelines among French family physicians was weak. The
authors conclude that, despite financial penalties, it is doubtful
whether clinical policy will have a long-term effect on physicians’
behavior.

Contrary to the conclusions of the above-mentioned studies,
the pioneer work of Grimshaw and Russell in 1993 drew somewhat
different conclusions [8]. In a rigorous overview of published
evaluations of clinical guidelines, they found that 55 of 59 studies
detected improvement in the process of care after the introduction
of guidelines. They concluded that when introduced in the context
of thorough evaluations, explicit guidelines improve clinical
practice. However, the extent of the improvements in performance
varied considerably. Following their findings, Grimshaw and Russell
(8] went on to explore the subject and summarized their
interpretation in two articles published in the Quality in Health
Care journal [9,10]. They concluded that the introduction of clinical
guidelines is a complex process with three crucial stages:
development, assimilation of the guidelines by clinicians (dissemi-
nation), and ensuring that clinicians act on the guideline
(implementation). Indeed, by analyzing the literature, they provide
a basic framework for those who use guidelines [Table 1], while
stating that the evidence available is still sparse.

The subsequent years brought a proliferation of published
guidelines, which prompted questions about the validity of these
guidelines. Indeed, the multiplicity of clinical guidelines has
probably contributed to non-adherence. This was shown, for
instance, in the case of community-acquired pneumonia as
described by Flanders and Halm [11]. When comparing eight
international practice guidelines for the treatment of community-
acquired pneumonia, the authors found several conflicting recom-
mendations, specifically for the management of inpatients with this
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Table 1. Factors that affect the successful introduction of guidelines*

Probability of being effective Development strategy

Dissemination strategy

Implementation strategy

High Internal development group

Specific educational intervention

Reminder at time of consultation

Above average Intermediate development group

Continuing medical education

Patient specific Feedback following
consultation, financial incentives

Below average External local development group

Posting targeted groups

General feedback

Low External national development group

Publication in professional journal

General reminder of guidelines

* Adopted from Grimshaw and Russell [10]

entity. They conclude that assuring consistency among the clinical
guidelines published is crucial if professional society practice
guidelines are to fulfill their promise as tools for improving the
quality and outcomes of care. As the result of renewed calls for
validated criteria to assess the quality of guidelines, an attempt was
launched by an international group of researchers from 13 countries
- AGREE (the Appraisal of Guidelines, REsearch and Evaluation)
Collaboration — aimed at developing an appraisal instrument [12].
The instrument was shown to be sensitive to differences in
important aspects of clinical practice guidelines, by adoption of
common standards. The developers recommend that guideline
producers use this instrument when planning their programs, and
that potential guideline users use it to evaluate the quality of
guidelines before adopting them.

Another aspect we have to take into consideration when
implementing guidelines is the organizational culture and behavior
and its patterns in dealing with changes and regulations. As best
practices are often frustratingly slow to spread in health systems,
current thinking attributes this also to the phenomenon of
"resistance to change." If the organization were running like a
well-oiled machine, then we should be able to install a best practice
in the organization, just as we might install a higher performance
carburetor on a car: if the new part fails to fit smoothly, we simply
give it a good whack to get it in. In this view of organizations, strong
leaders are needed to overcome resistance and install best
practices from elsewhere.

The metaphor of complex adaptive systems acknowledges the
behavior that we label resistance to change, but suggests that,
rather than resisting, organizational leaders might find more
positive ways to encourage change. The current approach suggests
encouraging creativity and innovation, especially in complex
systems [13].

Furthermore, creativity is not synonymous with innovation.
Rather, "Innovation is the successful implementation of creative
ideas by an organization" [14]. This definition distinguishes
between the generation of new ideas and their implementation.
While creativity is the dominant factor, one also has to demonstrate
a high level of initiative to bring ideas to the implementation stage
[15]. This relatively new terminology places the responsibility of
implementing not only organizational change but also clinical
changes in health organization leaders.

Finally, as we have shown, the process that leads from
developing a clinical statement to having an impact on patient
care is complex and has many potential pitfalls. As with the
principles of change management, whatever the strategy chosen, an
investigation into possible barriers should be an essential part of

any program. We believe that although demanding effort and
resources, the potential for guidelines to influence the quality of
patient care is considerable, and should not be overlooked by
health officials.
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