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Practice Guidelines: Promise or Panacea?
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Practice guidelines have been promoted in the past few 
years as a strategy to: reduce wide variations in clinical 
practice for a given problem; reduce inappropriate care; 
improve the quality of care; and contain costs. While 
there is a growing number o f professional organizations, 
academic medical centers, and federal agencies develop
ing practice guidelines, few clinicians appear to be aware 
of this activity. Most physicians, however, are all too 
familiar with medical review criteria used by hospital and 
managed care utilization review committees, insurers, 
and the Health Care Financing Administration to autho
rize and reimburse specified clinical services. It is in this 
guise that physicians understandably fear the develop
ment of practice guidelines.

Recommendations that guide clinical practice have 
existed for some time. They are the substance of most 
medical textbooks, journal articles, and expert opinion. 
The American Academy o f Family Physician (AAFP) 
defines a clinical policy as “a recommendation issued for 
the purpose of influencing decisions about health inter
ventions.”1 The Agency for Health Care Policy and Re
search (AHCPR) defines practice guidelines as “system
atically developed statements to assist practitioner and 
patient decisions about appropriate health care for spe
cific clinical circumstances.”2 A great deal already has 
been written about the development of guidelines.2' 4 
“Good” clinical practice guidelines are intended to influ
ence medical decision-making by summarizing scientific 
data about a clinical problem; by combining this infor
mation with the costs, outcomes, and patient preferences 
for varying management strategies; and by recommend
ing management of the clinical problem that is supported 
by this information.
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What is new about practice guidelines is the grow
ing belief among health policy experts, federal and state 
officials, hospital and health care administrators, and 
managed care organizations that the use ot such guide
lines will improve care and contain health care costs. I he 
intention of this editorial is to provide a perspective on 
the reasons for which practice guidelines arc being pro
moted and the data that support such expectations.

What Issues Are Practice Guidelines 
Intended to Solve?
There are at least four interrelated issues that have fueled 
the burgeoning guidelines movement in the United 
States. They include (1) widespread variations in clinical 
practice for a given condition, (2) evidence of inappro
priate or wasteful care, (3) an increasing interest in the 
quality of health care, and (4) the escalating costs of care.

When faced with the same clinical information, dif
ferent physicians may reach very different conclusions.5 
Whether it involves the interpretation of coronary angio
grams by cardiologists,6 the indications for prostate, thy
roid, or coronary bypass surgery by surgeons,7 or the 
diagnosis and treatment of urinary tract infections by 
family physicians,8 widespread management differences 
are apparent. Any family physician who has provided 
coverage for another physician s patients knows that each 
has a very different practice style. These differences arc 
not explained by characteristics of the patient or the 
problem, or by the differences in outcomes achieved. 
Rather, they may be explained by clinical uncertainty 
about the “best” option, preferences of patients for one 
option over another, physician factors that are poorly 
understood, or other determinants of clinical behavior.

Inappropriate or wasteful care is said to be common. 
The work of Brook,9 Chassin,10 and others11-12 suggests 
that 17% of coronary angiograms, 32% of carotid 
endarterectomies, and 17% of upper gastrointestinal en
doscopies are inappropriate.

Recent interest in the quality of health care parallels
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the concerns regarding rising costs o f care. The relatively 
recent focus on outcomes o f care reflects longstanding 
difficulties in linking what actually occurs in practice to 
the subsequent health status of patients. Determining 
how best to measure health status outcomes and quality 
o f care is itself an emerging science.

Over the past decade, health care expenditures in the 
United States, whether in absolute dollar terms or rela
tive to the gross domestic product, have increased faster 
than spending in other countries, and the gap between 
the United States and other major industrialized coun
tries has increased.13 International comparisons consis
tently place the United States below other developed 
nations for selected health indicators, eg, infant mortali
ty,14 life expectancy at birth,15 and cardiovascular disease 
mortality,16 and public satisfaction with the health care 
system.17 It is not difficult to understand the widespread 
concern that the American public is not getting its mon
ey’s worth.

Practice Guidelines: Expectations 
and Evidence
The promise that practice guidelines will address the 
above issues is unquestioned by policymakers in Wash
ington, DC, and by health care administrators of hospi
tals and health plans around the country. The use of 
appropriately crafted, scientifically based clinical guide
lines is widely perceived as a viable strategy for reducing 
practice variation, defining appropriate care, and improv
ing health care outcomes. For example, the 1989 federal 
legislation establishing the Agency for Health Care Pol
icy and Research instructed it “to promote the quality, 
appropriateness, and effectiveness of health care” by de
veloping “clinically relevant guidelines that may be used 
by physicians, educators, and health care practitioners to 
assist in determining how diseases, disorders, and other 
health conditions can most effectively and appropriately 
be prevented, diagnosed, treated, and managed clinical
ly.”13

Despite these perceptions, there is very limited evi
dence that guidelines can improve the quality of care. 
That which does exist suggests that guidelines, protocols, 
or algorithms can change physician behavior when sys
tems are in place to support and monitor guideline rec
ommendations.19-21 The effect o f these tools to improve 
quality o f care is largely inferential or theoretical. Simi
larly, there is no direct support for the belief that guide
lines will reduce costs.22 By limiting the management and 
referral options of physicians for a particular condition, it 
is inferred, but not proven, that the costs of care will be 
lowered.

The literature on appropriateness o f care is equally 
sparse, and provides conclusions that are difficult to gen
eralize.23 Appropriateness criteria have been applied to 
people receiving a particular procedure rather than to the 
larger group o f people experiencing symptoms or com
plaints, some of whom receive that procedure. Inappro
priate care has become synonymous only with overuse or 
wasteful care.

The absence o f support for the outcomes resulting 
from the use of guidelines does not mean that they will 
disappear. Studies o f the impact o f guidelines developed 
at the National Institutes o f Health Consensus Confer
ences, for example, failed to demonstrate a change in 
physician practice patterns that could be attributed to 
these recommendations.24 These conferences, however, 
are still ongoing. The strong political pressures to use 
practice guidelines as a component o f an overall health 
reform package suggest that the absence of current data 
on guideline effectiveness may be less important than 
having a conceptually appealing and comprehensible 
framework for limiting health care costs by modifying 
physician behavior.

It is rare that scientific support for any guideline is 
sufficiently strong to warrant its use as a standard of 
care.25 Nevertheless, medical review criteria and medical 
performance measures rest on the assumption that guide
lines can be transformed into standards.

There is currently no evidence that the use of guide
lines improves the quality o f care or reduces health care 
costs. Indeed, there is some suggestion that they may 
increase costs by recommending underutilized services, 
eg, evaluation o f urinary' incontinence and depression. 
The use of guidelines to reduce inappropriate care is itself 
a double-edged sword, as “inappropriate care” can be 
either of two extremes: overutilization or underutiliza
tion. Studies o f appropriateness have more commonly 
assessed overuse than underuse. Correcting overuse of 
health care services involves limiting or restricting ser
vices. Underuse, on the other hand, indicates a need for 
resources or sendees that are not currendy provided. To 
the degree that current health reform initiatives promote 
the use o f fewer and less costly resources, conflicts be
tween medical appropriateness and resource availability 
may be inevitable.

The Future of Practice Guidelines
Most guidelines developed at the federal level address 
clinical dilemmas in daily practice that generate high 
health care costs. At AHCPR, for example, guideline 
topics (eg, management o f cataracts) are selected if they 
are condition-specific, are o f high prevalence and high
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financial cost, carry a significant burden of suffering for 
which health outcomes are identifiable and modifiable, 
and if there is sufficient scientific information of reason
able quality'' and quantity to support guideline recom
mendations. Other guidelines developed by the congres
sional Office o f Technology Assessment or the Office of 
Health Technolog)' Assessment at AHCPR evaluate the 
usefulness of specific costly procedures or technologies.

Guidelines issued by professional societies are of 
variable quality, rarely incorporate costs of care or patient 
preferences, and frequently serve specialty self-interest 
(such as assigning hospital privileges) rather than pro
mote the public’s health. In this regard, clinical compe
tency and clinical privileges— of particular interest to 
family physicians—are not areas that are well addressed 
in the scientific literature and are therefore not appropri
ate for inclusion in practice guidelines.

The insufficient scientific basis supporting many 
medical decisions will require some combination of ex
pert judgment and scientific information to formulate 
practice guidelines. How this is to be done, particularly 
when conflicts arise between expert opinion and inade
quate information, is critical to the guideline develop
ment process.

The future o f the practice guidelines “movement” 
may not hinge on its ability to improve patient outcomes 
and reduce health care costs. The potential of guidelines 
to constrain or limit variations in practice patterns when 
the health outcomes from practices are equivalent may be 
enough to justify their role in medical practice.

Whether guidelines fulfill their promise or merely 
become a tool for cost-containment, rationed care, spe
cialty self-interest, and privilege may not be the most 
important question. It seems clear that practice guide
lines are here to stay in one form or another. As Dr David 
Eddy has written, “It is not stretching things too far to 
say that whoever controls practice policies controls med
icine.”26 The real question for family physicians is: who 
will have such control? To pretend that guidelines arc a 
passing fad or that control over the guidelines process is 
best left to someone else will be at our own peril.

Acknowledgments
The author wishes to thank Drs Carolyn M. Clancy and Morgan N.

Jackson, who critically reviewed earlier versions of this manuscript.

References

1. Roberts RG, Bell HS. Clinical policies. HELP Newsletter. Amer
ican Academy o f Family Physicians 1993; 7(1): 1—4.

2. Jackson MN, Nutting PA. Clinical guidelines development: op
portunities for familv physicians. J Earn Pract 1991; 33:129-32.

3. Field MJ, Lohr KN, eds. Guidelines for clinical practice: from 
development to use. Washington, DC: National Academy Press, 
1992.

4. Eddy DM. A manual for assessing health practices and designing 
practice policies: the explicit approach. Philadelphia: American 
College of Physicians, 1992.

5. Eisenberg JM. Doctors’ decisions and the cost of medical care. The 
reasons for doctors’ practice patterns and ways to change them. 
Ann Arbor, Mich: Health Administration Press Perspectives, 
1986.

6. Eddy DM. Clinical decision making: from theory to practice. The 
challenge. JAMA 1990; 263:287-90.

7. Wennberg JE, Gittelsohn A. Variations in medical care among 
small areas. Sci Am 1982; 246:120-34.

8. Berg AO. Variations among family physicians’ management strat
egies for lower urinary' tract infection in women: a report from the 
Washington Family Physicians’ Collaborative Research Network.
J Am Board Fam Pract 1991; 4:327-30.

9. Brook RH, Kamberg CJ, Mayer-Oakes A. Appropriateness of 
acute medical care for the elderly. Santa Monica, Calit: RAND 
Corporation, 1989. Publication No. R-3717-AARP/HF/RWJ/ 
RC.

10. Chassin MR, KosecoffJ, Park RE, et al. The appropriateness of use 
of selected medical and surgical procedures and its relationship to 
geographic variations in their use. Ann Arbor, Mich: Health 
Administration Press, 1989.

11. Winslow CM, KosecoffJM, Chassin M, et al. The appropriateness 
of performing coronary artery bypass surgery. JAMA 1988; 260: 
505-9.

12. Winslow CM, Solomon DH, Chassin MR, et al. The appropriate
ness of carotid endarterectomy. N Engl J Med 1988; 318:721-7.

13. Schieber GJ, Pouillcr J-P, Greenwald LM. US health expenditure 
performance: an international comparison and data update. Health 
Care Financing Rev 1992; 13(4): 1—89.

14. Wegman ME. Annual summary of vital statistics— 1991. Pediatrics 
1992; 90:835-45.

15. Schieber GJ, Pouiller J-P, Greenwald LM. Health care systems in 
twenty-four countries. Health Affairs 1991; 10:22—8.

16. 1991 World health statistics annual. Geneva, Switzerland: World 
Health Organization, 1992.

17. Blendon R, Lehman R, Morrison I, Donelan K. Satisfaction with 
health systems in ten nations. Health Affairs 1990; 9:185-92.

18. Omnibus Reconciliation Act o f 1989,9 USC § 6103, part B. (Pub 
L No. 101-239).

19. Webb LZ, Kuykendall DH, Zeiger RS, Berquist SL, et al. The 
impact o f status asthmaticus practice guidelines on patient out
come and physician behavior. QRB Qual Rev Bull 1992; Dee: 
471-6.

20. Barton MD, Schoenbaum SC. Improving influenza vaccination 
performance in an HMO setting: the use ot computer generated 
reminders and peer comparison feedback. Am J Public Health 
1990; 80:534-6.

21. Eagle KA, Mulley AG, Skates SJ, Rcder VA, Nicholson BW, 
Sexton JO, et al. Length of stay in the intensive care unit. Effects 
of practice guidelines and feedback. JAMA 1990; 264:992-7.

22. Kaegi L. Faulkner & Gray, Group Health Association of America, 
put practice guidelines to the test in real-world settings. QRB Qual 
Rev Bull 1992; Dec:483-8.

23. Brook RH. Practice guidelines and practicing medicine. Are they 
compatible? JAMA 1989; 262:3027—30.

24. Kanouse DE, et al. The NIH consensus conferences. Publication 
No. R-3060. Santa Monica, Calif: RAND Corporation, 1987.

25. Eddy DM. Clinical decision making: from theory to practice. 
Designing a practice policy. Standards, guidelines, and options. 
JAMA 1990; 263:3077-84.

26. Eddy DM. Clinical decision making: from theory to practice. 
Practice policies—what are they? JAMA 1990; 263.877-9.

The Journal of Family Practice, Vol. 37, No. 1, 1993 19


