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Clinical practice guidelines seemingly have 
become ubiquitous in health care. 
Wherever we turn, they are being created, 
touted, decried, implemented, revised, or 
(rarely) withdrawn. Unrealistic expecta
tions frequently accompany them. Medical specialty 

societies hope guidelines will improve care while, 
perhaps not coincidentally, protecting their turf. 
Health care purchasers hope they will decrease their 
costs without compromising care. Health plans hope 
they will help meet the increasing demand on them 
to document the quality of their care. State legisla
tures see them as a chance to “fix” politically trou
blesome symptoms without addressing the root 
problems facing the health care delivery system. The 
public and many practicing physicians are confused. 
What’s going on?

The Growth of Guidelines
Four factors have contributed to the enormous 
growth of guidelines in the United States. The first 
is the extraordinary increase in US health care 
costs. The second is the nature of the US health 
care delivery “non-system.” The third is the well- 
documented but unexplained variation in the deliv
ery of health care services by region and medical 
specialty. And the fourth is the recent dramatic 
group of changes being wrought by the growth of 
managed care.

Through the 1980s and early 1990s, health care 
costs have grown at double-digit rates. As a percent
age of gross domestic product, national health care 
expenditures grew from 8% in 1975 to 10% in 1982 to 
13.6% in 1993. For comparison, in Europe the 1993 
estimated growth rates were 9.8% in France, 8.6% in 
Germany, 7.5% in Sweden, 7.3% in Spain, and 7.1% in 
the United Kingdom.1

Unlike most European countries, the United 
States has a decentralized, pluralistic health care 
delivery and financing system, with little if any cen-
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tral planning and control. The federal government 
controls only the payment for health services to the 
elderly (the Medicare program), but even in this case 
does not actually deliver services. The individual 
states control the Medicaid program, for the poorest 
Americans, with some contribution and minimum 
standards set federally. Most Americans pay for their 
health care with insurance provided by employers, 
and it is in this sector that the most dramatic recent 
changes have taken place.

Wennberg2 and others have clearly documented 
dramatic geographic and specialty variations in 
surgery rates, medication use, hospitalizations, and 
delivery of other health care services in the United 
States. These variations are often unexplained by 
diagnosis or severity of disease. They bespeak gaps 
in our knowledge either of what to do or of how to 
implement what we do know.

In the last 10 years, employee-sponsored health 
insurance has changed from being an overwhelm
ingly fee-for-service system in which patients chose 
their doctors and payments were based on services 
rendered. It is now predominantly a managed care 
model, in which patient choice is limited to a spe
cific small or large panel of physicians, services are 
closely scrutinized, and payment to physicians is 
either at a negotiated rate or capitated.

These four factors have affected the growth and 
use of guidelines in different directions. Geographic 
and specialty-specific variations in care and the 
growth of health care costs and of managed care 
have provided strong incentives for assessing and 
controlling clinical practices to help keep costs 
down while attempting to maintain high-quality care. 
Our decentralized, pluralistic system, however, 
makes consistent application of universally 
endorsed guidelines virtually impossible. Net result? 
Lots of guidelines, lots of systems to use them in, lots 
of frustrations.

It is thus no surprise that this issue of the Journal 
has no fewer than five articles and editorials on the 
creation and use of guidelines. Each provides us 
with important lessons.

It’s All Variable
Croft et al3 add to the voluminous literature on unex
plained practice variations. In an analysis of heart
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failure treatm ent using 1991-1992 National 
Ambulatory Medical Care Survey data, they find that 
use of the recommended angiotensin-converting 
enzyme (ACE) inhibitors varied widely by specialty. 
In addition to providing one more example of seem
ingly inappropriate variations in care, this article will 
also be used as ammunition in the “turf wars” to sub
stantiate claims that subspecialists treat seriously ill 
patients with more appropriate medications than 
generalists. The message I get from this article, how
ever, is the need for more research to better under
stand the causes of these variations and how to 
decrease them.

Evidence, E vidence, My Kingdom for 
Evidence
Everett and Chesebro4 fault the National Cancer 
Institute’s interim cervical cytology management 
guidelines for lacking a  strong evidence base. They 
thus can muster only a weak endorsement for imple
menting them. Two important points here. First, 
most guidelines cannot be based exclusively on evi
dence. We just do not know that much about most of 
what happens in the practice of medicine. Second, 
we should probably focus our energies, especially 
our energies for preventive care, on those interven
tions that have been proven effective. Before a guide
line topic is chosen, criteria should be established to 
make sure that important, potentially implementable 
recommendations are likely to emerge. That is the 
beginning of an effective guideline. But it is by no 
means the end.

Dissemination Is Only the Beginning
A perfect example of the problems of dissemination 
is the set of pressure ulcer guidelines (one on pre
vention and the other on treatment) published by the 
Agency for Health Care Policy and Research. By all 
accounts these are carefully crafted, evidence-based 
guidelines on an important topic to family physi
cians. Thousands of copies were printed and distrib
uted. They were excerpted in American Family 
Physician. Their recommendations make sense, are 
easy to implement, and have been responsible for 
documented improvements in outcomes and reduc
tions in costs.”’ And yet, Kimura and Pacala" found in 
a survey that almost three quarters of Minnesota 
family physicians had never heard of them. The mes
sage? It is a busy world in primary care, and no one 
can implement something they are not aware of.

Despite the best efforts of the AHCPR and consider
able investment, more partnerships are needed, 
more buy-in from the three “Ps”—providers, plans, 
and purchasers—to pick the particular points to be 
pushed.

Good Intentions Aren’t Enough
We all want to be members of the “good doctor 
club,” and we usually are aware of what we should 
be doing. But despite good intentions, things often 
fall through the cracks. Lawler7 surveyed providers 
and patients at an academic medical center and 
found that while over three quarters of physicians 
reported recommending glycosylated hemoglobin 
measurements for their diabetic patients, only one 
third of the patients reported receiving them. 
Similarly, Worrall and associates8 reviewed the med
ical records of 118 patients with type II diabetes and 
found that only 53% had had HbAic measurements 
in the previous year. Efficient manual or computer
ized office reminder and follow-up systems could 
close these gaps.

Conclusions
To help us out of the guidelines morass, we must 
not look just at the guidelines themselves. Rather, 
we need to pay attention to what happens before 
guidelines—at the topic selection process and 
guideline development process—as well as after 
guidelines—at dissemination and implementation. 
Because of this, the Agency for Health Care Policy 
and Research has discontinued developing clinical 
practice guidelines and will focus instead on three 
distinct activities:
• Collecting and analyzing the evidence about 
proven practices. This will be done by new centers 
for evidence-based practice in partnership with 
health plans, specialty societies, hospitals, and 
others.
• Co-sponsoring an Internet-based national guide
line clearinghouse, so that everyone will have access 
to information about and recommendations of major 
guidelines. In addition, comparisons of different 
guidelines on the same topics will be made available.
• Funding new research on the all-important 
process of implementing guidelines into practice, 
closing the gap between what we know and what 
we do.

It is our hope that by concentrating on the areas 
“before and after guidelines” we can decrease confu-
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sion, improve health care and resulting outcomes, 
and decrease unnecessary costs and services.
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