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T HE GAP BETWEEN WHAT DOCTORS MIGHT DO (based on
evidence-based clinical practice guidelines [CPGs]) and
what they actually do is wide, variable1 and growing. Many
factors contribute to this situation. Doctors are inundated
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biomedical literature each year. Adding further pressure to
the “gap” are workloads that have increased over the past
decade: doctors are seeing more patients with acute and
complex conditions.2 Canadian medical practitioners feel
that they are on a “medical treadmill”, working an average
of 53.8 hours per week.3 Rural practitioners work even
longer hours, offer more medical services and perform more
clinical procedures than their urban counterparts4 — thus
facing an even greater need for up-to-date information.
Compounding this problem is another: there is good
evidence that what we do in continuing medical education
(CME) (produce courses, give didactic lectures, mail unsolicited printed materials) is not very effective in changing
physician behaviour.5-7 Interventions that do show promise
(such as reminders at the point of care, assistance of opinion
leaders, academic detailing, feedback on performance) are
uncommon and not well used by policymakers, CME
providers and others.
Thus, doctors are faced with many challenges to practising optimal care. There is too much, often conflicting,
information that is not easily digestible, insufficiently evidence-based, and not delivered in a timely, effective or
coordinated manner. To address some of these challenges,
the Ontario Guidelines Advisory Committee (GAC) has
adopted a best-practice guideline strategy to support doc* Other members of the Ontario Guidelines Advisory
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ABSTRACT
■

Doctors are inundated with medical information, some
inadequately evidence-based, much of it captured in clinical
practice guidelines (CPGs).

■

The Ontario Guidelines Advisory Committee (GAC) selects
topic areas, searches for all CPGs on the topic, and reviews
them using the AGREE Instrument.

■

Based in large part on the AGREE score, the GAC
summarises one guideline in each topic area and mounts
it on its website, with links to other information (eg, clinical
algorithms) where possible.

■

Two topic areas have been selected for implementation —
the reduction of unnecessary preoperative testing and the
rational management of acute low back pain.

■

Implementation strategies include performance feedback,
training of opinion leaders, development of algorithms and
reminders, and communication through journals and
continuing medical education activities.
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tors in their endeavours to practise high-quality care. Here
we briefly describe the GAC’s evidence-based guideline
search, review and endorsement processes across the spectrum of clinical practice. We then focus on two specific
clinical areas to illustrate the type of work we do to promote
appropriate practice performance.
Solving the message problem: guideline search,
review, endorsement and synopsis

Formed in 1997, the GAC is a joint body of the Ontario
Medical Association and the Ontario Ministry of Health and
Long-Term Care, with representation from the Institute for
Clinical Evaluative Sciences. A relatively small body, its
mission is to implement as well as select and review CPGs.
To fulfil its mission it has also added a long list of other
stakeholders in the dissemination of information and assessment of outcomes in the province, called the “Guideline
Collaborative”.
Guideline topics include a wide variety of primary-care
topics generated by the committee members and by sections
within the Ontario Medical Association, as well as more
specialised topics (eg, the appropriate use of echocardiography, pelvic ultrasound and hyperbaric oxygen therapy).
Once a clinical topic is identified, a systematic search of
medical literature databases and Internet-based guideline
sites is conducted. Guidelines so identified are then sent to
trained physician reviewers throughout the province for peer
MJA
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1: Partner organisations of the Ontario Medical
Association
■ Ontario Ministry of Health and Long-Term Care
■ Institute for Clinical Evaluative Sciences
■ Ontario College of Family Physicians
■ Ontario Hospital Association
■ Continuing Education, Faculty of Health Sciences, McMaster

University
■ Continuing Medical Education, Faculty of Health Sciences,

Queen’s University
■ Continuing Medical Education, Faculty of Medicine, University

of Ottawa
■ Continuing Education, Faculty of Medicine, University of Toronto
■ Continuing Medical Education, Faculty of Medicine and Dentistry,

University of Western Ontario
■ College of Physicians and Surgeons of Ontario
■ Royal College of Physicians and Surgeons of Canada
■ Workers’ Safety and Insurance Board of Ontario*
■ Institute for Work and Health*

Using these assessments, the GAC further reviews the
guidelines based on its medical expertise, its knowledge of
the Ontario healthcare system and the recency of the
guideline. The Committee then recommends the most
timely, relevant and evidence-based CPGs for uptake by
doctors in Ontario. As at September 2003, GAC medical
reviewers had reviewed 448 individual guidelines, and 56
best-practice guidelines had been endorsed.
To help with the time challenges facing Ontario doctors,
the GAC summarises recommended CPGs into usable oneto two-page summaries (posted on the GAC website9 and
featured monthly in the Ontario Medical Review, published
by the Ontario Medical Association). The GAC website also
provides electronic links to clinical decision tools, algorithms and patient educational materials, where they exist.
As an additional method of raising physician awareness of
GAC recommendations, the GAC showcases a tabletop
presentation of its work at many functions organised by the
Ontario Medical Association and other partner organisations.

* Organisations identified as key to implementing guidelines on acute low
back pain only

Solving the message-delivery problem: an integrated
approach to implementing guidelines
2: An integrated approach to implementing
guidelines*
Importance of strategy†
Preoperative
testing

Managing acute
low back pain

Feedback on performance

♦♦‡

NA

Enlisting support of opinion
leaders

♦

♦

Coordinated CME approach

♦

♦

Algorithms, reminders

♦♦

♦♦

Peer assessment

NA

♦

Patient education

NA

♦♦

Strategy

* Means of guideline dissemination include publication in the Ontario Medical
Review, posting on the Ontario Guidelines Advisory Committee website, and
communication with partner organisations.
† ♦♦ major emphasis; ♦ important intervention but not major focus.
‡ Feedback to hospital administrators and key influentials.
CME = continuing medical education. NA = not applicable.

review, using a validated assessment tool, the AGREE
(Appraisal of Guidelines Research and Evaluation) instrument.8 Currently, the GAC has a bank of over 50 trained
doctors to assist in the guideline review process. Each
guideline is assessed by a minimum of three reviewers;
guideline assessments are aggregated and given an “apple”
rating — four apples denoting an excellent guideline. The
review process allows for an evidence-based method to
assess the quality of CPGs, identifies potential bias in the
guideline development process and ensures that the recommendations are both internally and externally valid. The
AGREE instrument is also useful in critically evaluating the
methods used for developing the guidelines, the content of
the final recommendations, and the factors linked to their
uptake.
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The GAC and its partner organisations (Box 1) have
undertaken a plan to implement best practice in two areas:
(a) preoperative testing, and (b) managing acute low back
pain. Both plans recognise that, although single guideline
education initiatives are most common, simple to plan and
least expensive to implement, multiple, concurrent guideline implementation activities are more effective.6,10 The
methods used in each of the two clinical areas are shown in
Box 2.
Preoperative testing

Routine preoperative electrocardiograms and chest x-rays
are commonly conducted despite little evidence of benefit, 11 especially in low-risk patients and patients having
low-risk procedures such as cataract surgery. The GAC has
endorsed two preoperative testing guidelines that indicate
that routine preoperative testing provides no benefit to
patients and contributes to millions of wasted healthcare
dollars annually. 12,13
Currently, the GAC is focused on implementing these
guidelines using a several-pronged approach involving feedback, opinion leaders, CME and a clinical algorithm.
Feedback: There is evidence that providing doctors with
feedback on their individual performance compared with
that of a peer group is an effective means of changing
physician behaviour.14-16 Accordingly, the Institute for Clinical Evaluative Sciences reviewed the usage rates of preoperative electrocardiograms and chest x-rays for selected highvolume surgical procedures of low to intermediate risk.
Feedback profiles were mailed to hospitals in May 2003.
The feedback data included hospital-specific usage rates for
preoperative chest x-rays and electrocardiograms, hospital
peer-group usage rates for preoperative chest x-rays and
electrocardiograms, and a hospital peer-group benchmark
S69
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rate of testing. All data were handled in a secure environment under strict confidentiality provisions.
Opinion leaders: The GAC has trained doctors as opinion
leaders — individuals who reside and work in a community,
and to whom people often turn for informal support or
advice.17 Opinion leaders include family physicians, anaesthesiologists, hospital administrators and others. Following
their training, the GAC continues to support these individuals throughout the province as they work towards changing
practice in their local communities.
Continuing medical education: The GAC is working
with the continuing education divisions of the five Ontario
medical schools to implement the GAC-recommended preoperative testing guidelines and other GAC-endorsed guidelines into existing CME activities and events. Having
established partnerships with the CME departments of the
five medical schools, the GAC aims to facilitate the provision of evidence-based preoperative testing guidance to all
physicians in Ontario through a consistent clinical message.
Clinical algorithm: The GAC has developed and circulated to provincial hospitals an acceptable clinical algorithm
to function as a reminder — a tool of some importance in
changing provider behaviour.18

SUPPLEMENT

the plans has been moulded by practical and practice
realities, well beyond the scope of our project, and not easily
amenable to formal, objective evaluation. Third, the measures we intend to use to assess the impact of our efforts — a
province-wide pre- and post-guideline-implementation data
analysis of hospital utilisation of routine preoperative electrocardiograms and chest x-rays and of lumbosacral spinal
x-rays — have not yet been completed. Rates of change in
the use of these tests will be used as a proxy to measure the
GAC’s success at implementing guidelines and changing
physicians’ behaviour, but we recognise that these are crude
measures, insensitive to many practice and practitioner
realities.
Nonetheless, through the work of the GAC, the Ontario
Ministry of Health and Long-Term Care and the Ontario
Medical Association have demonstrated their commitment
to the physicians of Ontario and to the endorsement of
useful and provincially approved guidelines. Further,
through its implementation planning and execution, the
Ontario Guideline Collaborative has engendered goodwill
and garnered support for an evidence-based guideline
endorsement and implementation program. Perhaps the
clearest sign of success is that the GAC and its collaborative
efforts exist at all, aiming to improve the adoption of best
evidence by Ontario’s medical practitioners.

Managing acute low back pain

The key messages in caring for patients with acute low back
pain — watch out for “red flags” denoting infection,
tumours and other comorbidities; encourage physical activity; minimise the use of painkillers and other medications;
avoid x-rays of the lumbosacral spine — are well known but
not universally adopted as practice guidelines.19,20 Consequently, the GAC has endorsed a CPG in this area.21
Furthermore, following a meeting of its key stakeholders
and other bodies (the Workers’ Safety and Insurance Board,
the Institute for Work and Health), the GAC has endorsed
(though not yet fully implemented) a coordinated implementation plan. The Committee borrows from the evidence
regarding effective continuing education and uses a multifaceted approach. Among other interventions (Box 2), the
CME divisions of the five medical schools and other providers of CME, such as the Ontario College of Family Physicians, the Foundation for Medical Practice and the Royal
College of Physicians and Surgeons of Canada, will assist in
the deployment of large and small group CME events and
activities.
Evaluating the effectiveness of the GAC guideline
implementation process

In making any evaluative comments about the GAC process
and plans, it is necessary to be cautious about interpreting
the impact of the project. First, the manner in which
guideline review and endorsement is undertaken is imperfect, including the application of the AGREE instrument.
Second, the research on which the guideline implementation and endorsement strategies is based is imperfect at
best,22 and the way in which we have been able to roll out
S70
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