
BMJ
LONDON, SATURDAY 3 OCTOBER 1992

Clinical guidelines are rapidly proliferating on both sides of
the Atlantic. Mainly intended to improve the quality and cost
effectiveness of care, they could also be used for rationing.
Currently, their potential impact is unclear. Some patients
and doctors may reject guidelines shaped by epidemiological
or public health priorities or driven by financial considera-
tions. Other conflicts may arise when guidelines dreamt up by
specialists prove unworkable in primary care. Nevertheless,
the guideline writing industry is now in full swing, and the
role of guidelines in clinical practice and service development
needs close examination.

Guidelines, at least in some circumstances, affect patient
care as intended. For example, the Royal College of Radio-
logists' working party has shown that referral rates for
radiological examinations in hospitals fell substantially after
guidelines were introduced.' Guidelines have similarly
influenced general practitioners' referral rates.2 General prac-
titioner trainers who set standards for common childhood
conditions generally altered their prescribing in the predicted
direction,3 and for recurrent wheeze the clinical outcome was
better in children whose doctors had set the standard for that
condition.'

Apart from doctors directly participating in the writing of
guidelines, which factors encourage their use in practice?
Disseminating guidelines through educational programmes
or implementing them in conjunction with specific reminders
about patient management during consultation increases the
likelihood of adherence.5 The value of such reminders has
recently been shown in a randomised trial of managing
diabetes. Prompted community care resulted in better follow
up and more frequent assessments in patients cared for in the
community than in those cared for in traditional hospital
based diabetic clinics (B Hurwitz, et al personal communica-
tion). Integration into audit programmes may also enhance
the uptake of guidelines.6

Nationally set standards and consensus statements seem to
have limited impact. American studies suggest that guidelines
emanating from consensus development conferences are
unlikely to affect practice unless other factors promoting
change are present.78 An evaluation of the ambitious standard
setting exercise by the Dutch college of general practitioners
(Nederland Huisartsen Genootschap) showed that, although
84% of general practitioners agreed that diabetic patients
should have their feet inspected every year, only 44% said that
they were currently working to that standard.9 This suggests
that, although a centralised approach may affect practice, a

considerable gap separates agreement with guidelines from
action.

Uncoordinated, decentralised development of guidelines
may waste resources. For example, during the Professional
Standard Review Organisation programme in the United
States more than 100 000 individual sets of criteria for
measuring quality and appropriateness of care were devel-
oped by small groups of doctors. Producing guidelines for
patients with myocardial infarction cost an estimated $100
million. Even after this effort, no accessible database existed
to evaluate the criteria for treating these patients.'0
The time and thought that go into compiling guidelines

need to be matched by realistic strategies for disseminating
them to all relevant health professionals and implementing
them locally. In general practice, practice nurses are likely to
be crucial as they frequently run clinics for patients with
chronic conditions. The form and content of guidelines
should be accessible: brief checklists may be useful within
consultations; longer documents summarising diagnostic
criteria, treatment options, indications for referral and dis-
charge, arrangements for follow up, information for patients,
and points for audit may be useful in planning practice
policies.

Guidelines for common conditions with substantial impli-
cations for health service resources will often span primary
and secondary care and, through criteria for referral and
discharge, will help to harmonise management between the
two and make best use of resources. Increasingly, guidelines
are likely to inform the commissioning of health services.

Setting local priorities and monitoring the implementation
of guidelines should become collaborative activities involving
family health services authorities, purchasing authorities,
medical audit advisory groups, representatives of health
professions, and (often forgotten) patient groups. Further
rigorously designed trials are needed to show the value of
guidelines in various conditions and contexts. Guideline
disseminators should be responsible for assessing the accept-
ability and uptake of local guidelines and their impact on the
process and outcome of care.

Coordinating initiatives should help to avoid duplication of
effort. This requires a central agency to collect already
formulated guidelines, circulate them to interested parties,
and keep them under review for their effect on outcome.
Examples of successfully implemented guidelines should be
widely disseminated.

Several activities are required to promote the development

BMJ VOLUME 305 3 OCTOBER 1992

Guidance on guidelines

Writing them is easier than making them work

785

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.305.6857.785 on 3 O
ctober 1992. D

ow
nloaded from

 

http://www.bmj.com/


of effective guidelines. One prerequisite is an ongoing review
of evidence on the outcome of different approaches to
management. This has been done for perinatal care and so far
over 5000 perinatal trials have been identified and classified."
Guidelines should be based on the best available evidence,
and assembling this is hard work. Help is at hand. The
proposed Cochrane Centre will have an important role in
fostering systematic, up to date reviews of controlled trials
(see next editorial)."2 Leeds has a clearing house for assessing
health services' outcomes, which circulates a quarterly
bulletin.'3 In future, a guideline coordinating centre could
collaborate closely with the royal colleges, which have
already worked in this area,14-'6 and other local, national, and
international bodies.

Guidelines are not static and must be continually updated
to take account of changes in medical knowledge and practice
and particularly the results of randomised trials and meta-

1 Royal College of Radiologists Working Party. Influence of the Royal Collegc of Radiologists'
guidelines on hospital practice: a multicentre studv. BM7 1992;304:740-3.

2 Vos Meiring PD, Wells IP. The effect of radiology guidelines for general practitioners in Plymouth.
Clin Radiol 1990;42:327-9.

3 North of England Study of Standards and Performance in General Practice. Medical audit in
general practice. 1. Effects on doctors' clinical behaviour for common childhood conditions.
BMJ 1992;304:1480-4.

4 North of England Study of Standards and Performance in General Practice. Medical audit in
general practice. 2. Effects on health of patients with common childhood diseases. BM7
1992;304: 1484-8.

5 Russell I, Grimshaw J. The effectiveness of referral guidelines: a review of the methods and findings
of published evaluations. In: Roland M, Coulter A, eds. Hospital referrals. Oxford: Oxford
University Press, 1992.

6 Marinker M. Standards. In: Medical audit and general practice. London: BMJ, 1991:15-25.
7 Lomas MA, Anderson GM, Demnick-Pierre K, Vayda E, Enkin MW, Hannah WJ. Do practice

guidelines guide practice? N Engl 7 Med 1989;321:1306-1 1.
8 Kosecoff J, Kanouse DE, Rogers WH, McCluskey L, Winslow CM. Brook RH. Effects of National

Institutes of Health consensus development program on physician practice. 7AMA
1987;258:2708-13.

analyses. At the same time, guidelines must honestly reflect
the large areas of uncertainty in the management of many
conditions and not attempt to stifle healthy variation in
practice. 7 By indicating areas in which evidence is incomplete
or inadequate, they can help to identify priorities for research
and by pointing out where evidence is strong they can
improve care for patients.
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Getting to grips with Archie Cochrane's agenda

All randomised controlled trials should be registered and reported

It is surely a great criticism of our profession that we have not
organised a critical summary, by specialty or subspecialty,
updated periodically, of all relevant randomised controlled
trials.

Archie Cochrane

Twenty years ago, in Effectiveness and Efficiency, Archie
Cochrane emphasised the importance of randomised con-
trolled trials in guiding decisions about health care.' Ran-
domised trials are not always required to assess the effects of
health care (the good and bad effects of some forms of health
care are obvious), and sometimes trials are not feasible. But,
for many forms of care, trials involving sufficient numbers of
participants are essential to distinguish reliably between the
effects of care and the effects of biases or chance. Just as
important as conducting the trials, though, is disseminating
the results through systematic reviews of the findings. Such
reviews depend on the difficult task of identifying all relevant
trials, and several efforts are going on internationally to
coordinate this work.

If people are to benefit from the results of trials all the steps
between research and practice must be accomplished effec-
tively. Trials must be properly designed, conducted,
analysed, and reported.. Their results must be assembled in
systematic, up to date, and accessible reviews. The results of
these reviews must be taken into account by decision makers,
and finally, based on these decisions, there must be effective

systems to audit how well local or national guidelines for
health care are followed.

Currently weaknesses exist at all these steps. Cochrane
drew attention to a particular weakness, however, when he
criticised the medical profession for not having organised a
system for producing up to date reviews of the results of
randomised controlled trials. Experience gained over the past
decade provides a useful basis for developing such a system.2
In particular, it has become clear that the same scientific
principles that are applied to the design and conduct of
primary research must also be applied to the process of
reviewing that research.

Impressive examples now exist of the power of systematic
reviews to provide reliable answers to important questions-
for example, the effects of treatment on early breast cancer.5
Recent studies have shown that ifsystematic reviews, updated
periodically, had been started at the beginning of a series of
related trials reliable recommendations for treatment would
have been made earlier.6 Unsystematically conducted reviews
in journals and textbooks have sometimes taken more than a
decade to recommend treatments that a systematic review of
trials would have shown to prevent premature death; in
addition, other treatments have been endorsed long after
evidence from trials had suggested that they were useless or
actually harmful.7
The usual, unsystematic approach to reviewing the effects

of care3 also increases the probability that resources will be
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