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Adopting Best Evidence in Practice

THE RATIONALE for developing evidence-based clinical
practice guidelines is that their use will achieve better health
outcomes for patients, or value for money, than would have
been achieved otherwise.1 Methods of guideline develop-
ment should ensure that treating patients according to the
guidelines will achieve the outcomes desired. Three impor-
tant issues underpin the development of valid and usable
guidelines. Firstly, there must be a systematic review of the
evidence. Secondly, the expert group assembled to translate
the evidence into guidelines should be appropriately multi-
disciplinary. Thirdly, developing guidelines requires suffi-
cient resources, such as people with a wide range of skills —
including expert clinicians, health services researchers and
group process leaders — and sufficient financial support.2

In a world in which clinical guidelines now abound, what
factors should guideline implementers and users consider
when selecting, presenting and delivering clinical guide-
lines?

Choosing a guideline

The majority of guideline implementers and users will not
be developing their own guidelines. What then should guide
their choice of guidelines? The principles of guideline
development delineated above have been elaborated and
enshrined within most guideline assessment tools.3 One of
the best, the “Appraisal of Guidelines for Research and
Evaluation (AGREE)” instrument,4 has been well devel-
oped and validated. It documents the important areas of
guideline development (Box).

The presence of such instruments and an increasing
awareness of the importance of how clinical guidelines
should be developed have led to the external assessment of
published guidelines. External assessment has revealed that
they are not of uniformly high quality5 and that the charac-
teristics of guideline developers cannot be used as a reliable
proxy for guideline quality. Several studies have shown that
there is no predictable relationship between the characteris-
tics of developers and the quality of guidelines they develop.
Burgers et al,6 assessing 86 guidelines from 11 countries,

found that guidelines produced within structured and coor-
dinated programs were likely to be of higher quality than
those developed outside such programs. However, Shaney-
felt et al,5 in a study of 279 guidelines published over 12
years by 69 developers, could find no relationship between
developer characteristics and the quality of guidelines. Fur-
thermore, in an assessment of 431 guidelines published by
specialty societies, Grilli et al7 concluded that their quality,
in most cases, was unsatisfactory.

The inescapable conclusion is that “you can’t judge a
guideline by its cover”. When planning to adopt a guideline,
users first need to critically appraise it using a validated
instrument such as the AGREE instrument.4

Guideline attributes and current practice

Having found and appraised a guideline, users may find it
valuable to know whether there are additional attributes that
make the guideline more likely to be used. Two studies8,9

have suggested that a range of factors (eg, complexity,
compatibility, the need for new skills) can promote or inhibit
the use of a guideline. These are broadly compatible with
the characteristics of innovations in the diffusion-of-innova-
tion model described by Rogers.10,11

Grol et al8 and Burgers et al9 have both suggested that a
guideline reflecting current norms (practice beliefs and
attitudes) is more likely to be used. However, as both these
studies used a cross-sectional design they were actually
studying performance rather than change in performance. In
contrast, Foy et al,12 within a before-and-after design,
demonstrated that change in performance was more likely
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when implementing recommendations that were least com-
patible with current norms. This suggests that those devel-
oping or using guidelines need not shy away from
recommendations suggesting new or different behaviours.

Distribution, presentation and implementation of 
guidelines

Dissemination and implementation of guidelines are closely
linked. Dissemination involves communication of informa-
tion to care providers to increase their knowledge and skills,
while implementation involves the introduction of an inno-
vation into daily routines.13 It has been previously held that
the mere postal distribution of guidelines did not change
clinical practice.14 However, in a recent systematic review of
guideline dissemination and implementation strategies,15

Grimshaw et al suggested that “educational materials may
have a modest effect on guideline implementation that may
be short-lived”. Although this effect may be small and
somewhat uncertain (not least owing to the relatively poor
nature of the evidence), as an implementation strategy
postal distribution has the advantage of being relatively
inexpensive compared with other implementation strategies
such as outreach visiting or small-group educational ses-
sions. However, irrespective of its impact as an implementa-
tion strategy, postal distribution, as used by the UK
National Institute for Clinical Excellence, will continue to
be a common method for disseminating guidelines.

Whether as a dissemination or implementation strategy, is
there any evidence about how best to present guidelines?

Format of presentation

It is probably reasonable to conclude that a range of
presentations can be appropriate, although almost all of the
evidence relates to overall effects on behaviour rather than
the relative merits of different presentations. In the review
by Grimshaw et al15 it is unclear how extensive the docu-
ments were — the studies reviewed almost certainly con-
tained a range of guidelines, from lengthy documents
through to short summary texts. At least two studies
evaluating the impact of policy-orientated evidence summa-
ries have shown a positive effect of these summaries on
clinical practice.16,17

Baker and Fraser18 have explored methods of developing
review criteria (ie, measurable elements of care derived from
guideline recommendations) from clinical guidelines. In a
randomised controlled trial, Baker and colleagues19 com-
pared the impact of distributing prioritised review criteria
with distributing guidelines. They found no difference in the
effectiveness of either method for achieving uptake of
guidelines.19

Method of presentation

Does the method of presentation make a difference to the
uptake of guidelines? The review by Grimshaw et al15

suggests that postal delivery may be effective to some
degree, and also provides strong support for various forms

of reminder systems. However, the method of presentation
with perhaps the greatest potential is computerisation.
Computerisation can encompass a variety of methods of
guideline presentation, ranging from electronic filing cabi-
nets to computerised reminder systems to the most sophisti-
cated decision-support systems. While there is considerable
enthusiasm for and evidence to support the use of compu-
terised reminder systems, sophisticated decision-support sys-
tems remain the Holy Grail.

A computerised decision-support (CDS) system is “a
system that compares patient characteristics with a knowl-

The Appraisal of Guidelines for Research and 
Evaluation (AGREE) instrument: a recommended 
approach to guideline assessment4

Scope and purpose
■ The overall objective(s) of the guideline is (are) specifically 

described.
■ The clinical question(s) covered by the guideline is (are) 

specifically described.
■ The patients to whom the guideline is meant to apply are 

specifically described.

Stakeholder involvement
■ The guideline development group includes individuals from all the 

relevant professional groups.
■ The patients’ views and preferences have been sought.
■ The target users of the guideline are clearly defined.
■ The guideline has been piloted among target users.

Rigour of development
■ Systematic methods were used to search for evidence.
■ The criteria for selecting the evidence are clearly described.
■ The methods used for formulating the recommendations are 

clearly described.
■ The health benefits, side effects and risks have been considered 

in formulating recommendations.
■ There is an explicit link between the recommendations and the 

supporting evidence.
■ The guideline has been externally reviewed by experts before its 

publication.
■ A procedure for updating the guideline is provided.

Clarity and presentation
■ The recommendations are specific and unambiguous.
■ The different options for management of the condition are clearly 

presented.
■ Key recommendations are easily identifiable.
■ The guideline is supported with tools for application.

Applicability
■ The potential organisational barriers in applying the guideline 

have been discussed.
■ The potential cost implications of applying the recommendations 

have been considered.
■ The guideline presents key review criteria for monitoring and/or 

audit purposes.

Editorial independence
■ The guideline is editorially independent from the funding body.
■ Conflicts of interest of guideline development members have 

been recorded.
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edge base and then guides a health provider by offering
patient-specific and situation-specific advice”.20 We exam-
ined two systematic reviews21,22 and one meta-analysis23 of
the effectiveness of CDS. The meta-analysis23 focused on
randomised controlled trials of computerised reminder sys-
tems for preventive care in ambulatory-care settings. The 16
trials showed improved preventive practice for vaccination,
breast cancer screening, colorectal cancer screening and
cardiovascular risk reduction, but not for cervical cancer
screening or “other” preventive activities. The most recent
systematic review of CDS22 (an update of an earlier
review21) identified 68 controlled trials. These showed
benefit in nine of 15 trials evaluating systems to improve
drug dosing; one of five trials evaluating diagnostic aids; 14
of 19 trials evaluating systems to improve preventive care;
and 19 of 26 trials of CDS in “other medical care”. Of the
14 studies measuring patient outcomes there were improve-
ments in six. However, most of the studies had design or
analysis flaws that meant the results had to be interpreted
with caution. In addition, many of the studies were based on
computer-generated but paper-based systems (in which
remote computer systems generate paper reminders that are
then attached to patient records); there is less evidence
about the use of real-time computer systems outside the
confines of expert settings.

However, there are almost no studies of CDS in chronic
disease management or of CDS integrated into routine
computer systems. Somewhat chasteningly, since the above-
mentioned reviews21,23 were published, two trials evaluating
CDS in the management of chronic disease24-27 have found
that the intervention had little or no effect.

Thus, while it seems reasonable to conclude that CDS has
potential as a method of delivering and implementing
guidelines, it is important not to let our enthusiasm blind us
to the realities.

Assuming that the technical hardware and software chal-
lenges of producing a system that truly supports complex
disease management can be overcome, there remains the
challenge of how such systems function within clinical encoun-
ters where patients with complex conditions are managed.

To be widely accepted by practising clinicians, computerised
support systems for decision making must be integrated into
the clinical workflow. They must present the right informa-
tion, in the right format, at the right time, without requiring
special effort.27

Certainly, based on current systems and their patterns of
uptake and use, it seems unlikely that computerisation will
become the “magic bullet” for implementing evidence-
based care in the near future.28
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