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BACKGROUND. The use of clinical guidelines is one strategy intended to improve health care quality, rein in
costs, and standardize medical practice. Clinical guideline development has been prodigious, while less effort
has been expended on the guidelines’ dissemination and implementation. This study examines family physician
attitudes toward and perceived uses of clinical guidelines in practice.

METHODS. A survey questionnaire was sent to 978 family physicians in Upstate New York to assess their confi-
dence in clinical guidelines developed or endorsed by organizations and the perceived usefulness of such guide-
lines in practice. Descriptive analyses, chi-square tests, and comparison of means (one-way ANOVA) were con-
ducted.

RESULTS. After two mailings, the response rate was 43%. Most respondents perceived clinical guidelines as
effective educational tools that should improve the quality of patient care, but were concerned about their poten-
tial regulatory intrusion into practice. Solo practitioners expressed more negative attitudes regarding clinical
guidelines than physicians in non-solo practices. Respondents had greater confidence in clinical guidelines
developed or endorsed by their professional society, the Centers for Disease Control and Prevention, the United
States Preventive Services Task Force, and the National Institutes of Health, but less in those by insurance com-
panies or state health departments. The reported adoption rate of clinical guidelines was low. The most preferred
methods for adoption were continuing medical education and practice interventions.

CONCLUSIONS. Family physicians found clinical guidelines to be valuable educational tools but were divided
on their potential regulatory role. If clinical guidelines are to improve quality in practice, they must be more effec-
tively disseminated and implemented. To broaden physicians’ adoption of clinical guidelines, further research into
dissemination and implementation methods is warranted, along with wider endorsement of guidelines by those

whom family physicians trust.
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linical guidelines are being developed
to improve quality, standardize clinical
practice, and possibly reduce costs.2
However, all guidelines are not created
equally.3Professional societies, govern-
ment agencies, and insurance companies have
distinct goals that can influence guideline devel-
opment and create conflicts in recommendations.4
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This has led to the emergence of more rigorous
evidence-based clinical guidelines.

While the development of clinical guidelines
continues, their role in the evolving health care
system is uncertain. The Institute of Medicine sug-
gests that guidelines serve as educational tools,5
but they are also becoming the foundation for the
measurement of quality in clinical practice.6
Remarkably, little attention has focused on dis-
semination, use, or evaluation of guidelines.379
Clinical guidelines have predominantly focused
on inpatient and highly technical care but are
expanding to primary care services, such as dis-
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ease management and preventive practices. 1M1 The
measurement and evaluation of physician adher-
ence to clinical guidelines is complex and impre-
cise owing to the nature of primary care.RDespite
all the promise of guidelines, their effectiveness in
improving clinical practice remains unknown.B3

For clinical guidelines to be effective, they must
influence physician behavior and demonstrate mea-
surable improvement in patient outcomes.
Assessing physicians’ attitudes toward guidelines is
critical to improve their dissemination and imple-
mentation as well as to refine their role in evaluating
health care quality. Physicians have expressed con-
cerns about the adaptability of population-based
clinical guidelines to individual patients, and about
the potential regulatory intrusion guidelines may
cause in the practice of medicine.¥D

We surveyed family physicians in Upstate New
York to explore their opinions about the usefulness
and potential effects of clinical guidelines and their
confidence in existing guidelines endorsed by vari-
ous organizations. Additionally, we assessed the
level of dissemination and utilization of clinical
guidelines, with emphasis on the guideline on heart
failure supported by the Agency for Health Care
Policy and Research (AHCPR).D

METHODS

Questionnaire

In part 1 of the 6-page self-administered survey,
three questions measured (1) physicians’ agree-
ment (using a 4-point Likert-type scale) with eight
descriptions of clinical guidelines as educational
tools and patient management guides, (2) physi-
cians’ predictions about the impact of guidelines
(increase, no effect, or decrease) on six character-
istics of the health care environment, and (3)
physicians’ confidence (using a 5-point scale) in
clinical guidelines that are developed or supported
by nine organizations. These agencies were the
American Medical Association (AMA), “your pro-
fessional organization (eg, American Academy of
Family Physicians),” “organizations affiliated with
the medical field that the clinical guideline
addresses,” the Centers for Disease Control and
Prevention (CDC), US Preventive Services Task
Force (USPSTF), National Institutes of Health
(NIH) Consensus Panels, Agency for Health Care
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Policy and Research (AHCPR), New York State
Department of Health and Human Services, and
“local HMO or third-party payer.”

In part 2 of the survey, physicians were asked
whether any medical practices had changed in the
pastyear as a result of adopting a published guide-
line. As an indirect measure of dissemination, we
inquired whether physicians were aware of the
AHCPR guideline on heart failure and if so, how
they had learned about it. Next, each respondent
ranked six activities in order of their effectiveness
for helping adopt guidelines; respondents were
asked to assume these activities were equally avail-
able. The final section solicited descriptive physi-
cian and practice information. Two pretests were
conducted in convenience samples of family physi-
cians, with revisions made after each.

Sample

The questionnaire was sent to all members of the
New York State Academy of Family Physicians
residing in Upstate New York (New York City and
surrounding counties were excluded). After
removing retired physicians and names with incor-
rect addresses, the sample size was 978. A second
survey was mailed to all nonresponders, followed
by a reminder post card 1week later.

Analyses

Descriptive statistics were completed to examine
physician characteristics, physicians’ opinions
about clinical guidelines, their reported adoption
of clinical guidelines, and their awareness of the
AHCPR heart failure guideline. In addition to the
descriptive analyses, chi-square analyses were
conducted to compare opinions about clinical
guidelines between two pairs of groups: (1) physi-
cians who graduated from medical school in the
last 14 years as compared with those who graduat-
ed 15 or more years ago, and (2) physicians in solo
as opposed to non-solo practices. We hypothesized
that those educated more recently, when clinical
guidelines were more likely to be used in medical
school education, would be more comfortable with
guidelines than those who graduated earlier. Solo
physicians were expected to be more negative
about clinical guidelines, because previous
research has found these physicians to be less
receptive to anything they perceive as a threat to
their autonomy and independence.2To control for



TABLE 1

Characteristics of the Respondents in the Preterm Labor

Treatment Survey

Characteristic

Board certified
Not board certified

Female
Male

Type of practice
Solo
Partnership
Single specialty group/
academic or residency practice
Multispecialty group
Community health center
Staff HMO

Hospital/emergency department/other

Practice community
Small rural town (< 5,000)

Large or mid-sized rural town (5,001 -25,000)

Community within 25 miles of city
Metropolitan area, or suburb

Years in practice
<15
15-29
30 +

Note: Percents provided are valid percents, excluding missing

values.

TABLE 2

Frequency, %
(m=419)

96
4

20
80

44
42
14
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an amplified response bias caused by different
rates of surveys returned among different groups,
an alpha < .01 was used for the chi-square test.
Finally, analysis of variance (ANOVA) tests were
run to compare the average confidence ratings in
the nine organizations and the mean effectiveness
rankings of the six activities for improving guide-
line adoption. In each ANOVA, Tukey’'s-B correc-
tion was used to maintain a significance level of
alpha < .05 for the multiple comparisons.

RESULTS

The response rate after two mailings was 43%.
Respondents were evenly distributed across the
geographic regions. The characteristics of these
family physicians are presented in Table 1 Nearly
all respondents were board certified, the majority
were male, and most were in either solo practice,
partnerships, or single specialty groups. One half
of the sample stated that they practiced in small,
mid-sized, or large rural towns.

Role of Clinical Guidelines:
Educational vs Regulatory

Physician opinions about guideline characteristics
are presented in Table 2. Most family physicians
believed that clinical guidelines were practical.
Overwhelming majorities agreed that clinical
guidelines were effective strategies for educating

Physicians’ Opinions of Descriptions of Clinical Practice Guidelines, on a 4-Point Likert-type Scale

Description

In general, practice guidelines are
Good tools for. . .
Physician CME
Educating students and residents
Patient education
Oversimplified or “cookbook” medicine
Too rigid to apply to individual patients

Likely to be used to credential and/or
reimburse physicians

A challenge to physician autonomy

Not practical

anNn N

10

Frequency of Respondents’ Answers, % (n=419)
Strongly Disagree

Disagree Agree Strongly Agree

10 64 24

4 58 39
31 50 14
55 29 14
58 30 9
15 60 22
37 43 17
72 14 4
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_ TABLE 3

Family Physicians’ Predictions About Clinical Practice Guidelines’

Impact on Medical Practice (n=419)

Response Categories

Practice Aspect Decrease, %

Quiality of care 9.7 29.4
Physician satisfaction 49.1 31.9
Reimbursement 40.6 51.5
Defensive medical practice 23.9 24.9
Cost of medical care 30.4 31.6
Malpractice suits 18.7 40.8

No Effect, %

60.9

19.0

7.9

51.2

38.0

40.5

physicians, family practice residents, and students.
A smaller majority of family physicians, however,
considered them useful for educating patients.

In comparison with educational purposes, there

was less agreement expressed about the applica-

- TABLE 4

Increase, 7

tion of clinical practice guidelines for regu-
latory purposes. The majority of physicians
agreed that guidelines challenged physician
autonomy and would likely be used for cre-
dentialing and reimbursement. Somewhat
less than a majority believed guidelines
were “cookbook” medicine, and fewer still,
although a significant minority, believed
clinical guidelines were too rigid for use
with individual patients.

Because of possible response bias, only
differences with a confidence level of 99%
(P<.01) were considered significant for the
chi-square tests. There were no significant
differences in opinion between the physi-
cians who graduated >15 years ago and
recent graduates. Solo practitioners, howev-

er, were more critical of clinical guidelines than
physicians in other practice settings. Significantly
more physicians in solo practice agreed or strong-
ly agreed that clinical guidelines were cookbook
medicine

Family Physicians’ Confidence in Clinical Practice Guidelines, by

Organizations Developing or Supporting Them

Organizations, by Statistical Group

Group 1
Your professional organization (AAFP)

Group 2

The Centers for Disease Control and Prevention
US Preventive Services Task Force

National Institutes of Health Consensus Panels

Group 3
Organization affiliated with the
medical field guideline
Agency for Health Care Policy and Research
American Medical Association

Group 4
New York State Department of Health and
Human Services

Group 5
Local HMO or third-party payer

Confidence scale: 1=not confident, to 5=very confident.

The groups presented were significantly different at alpha < .05, (adjusted using

Tukey's-B correction) in the analysis of variance model.

Mean (95% ClI)

3.88 (3.80-3.97)

3.57 (3.43-3.71)
3.60 (3.45-3.74)
3.34 (3.20-3.47)

3.07 (2.97-3.17)
3.02 (2.86-3.18)

2.97 (2.88-3.07)

2.41 (2.27-2.56)

2.02 (1.92-2.11)
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(58% vs 39% among non-solo physi-
cians), were too rigid to apply to individual
patients (59% vs 33%), and a challenge to
physician autonomy (78% vs 54%, respec-
tively); all three differences were significant
(Pc.001).

Predicted Effects of Clinical
Guidelines on the Health Care
System

An interesting finding is that a majority of
family physicians predicted an improve-
ment in the quality of care delivered if clini-
cal guidelines were utilized (Table 3).
However, almost one half of the respon-
dents predicted reduced professional satis-
faction, perhaps associated with their pre-
dictions of increasing defensive medical
practices, malpractice litigation, and
reduced reimbursement for services. The
respondents were equally divided on their
predictions of the impact of clinical guide-
lines on [effected changes in] the cost of
medical care.

Significantly fewer physicians in solo
practices than those in non-solo practices
predicted that clinical guidelines would
increase quality of care (42% vs 67%).
Furthermore, solo practitioners were more



TABLE 5

likely to believe that reimbursement would
decrease (56% vs 36% of non-solo physi-
cians) while costs (58% vs 32%) and the
number of malpractice suits (57% vs 36%)
would increase.

Group 1
Completing CME meetings or
home study programs
Reading guidelines in journals or booklets

Clinical Guideline Development:
Importance of the Sponsor

Five significantly different statistical groups
were determined in the one-way ANOVA
analysis (the model F statistic = 123.26;
P <.01) by comparing the average confi-
dence rates physicians reported for clinical
guidelines from the nine organizations. The
mean confidence ratings and confidence
intervals are presented in Table 4. The mean
rating for guidelines developed or support-
ed by the AAFP was significantly (JP <.05)
higher than the rates for all other organiza-
tions. The average confidence ratings in
clinical guidelines from the CDC, USPSTF,
and NIH Consensus Panels were significantly high-
er than those for the remaining five organizations.
There was only moderate confidence for the
AHCPR, the AMA, and subspecialty organizations,
while physicians had less confidence in clinical
guidelines affiliated with the state health depart-
ment and the least confidence in those associated
with local insurance companies.

Use of Clinical Guidelines and
Preferences for Adoption Methods
Only 119 (28%) of the 419 physicians reported
changing a medical practice by adopting at least
one guideline within the past year; one half of
these physicians listed two to four guidelines (19%
of the 119 physicians listed no guidelines). While
family practitioners in the entire sample had only
moderate confidence in evidence-based clinical
guidelines published by AHCPR, over one quarter
(26%) of the clinical guidelines listed by those who
adopted a guideline were developed by this organi-
zation. Regarding the indirect measure of guideline
dissemination, 133 respondents reported being
aware of the AHCPR Heart Failure clinical guide-
line. Of these, 40 physicians (approximately 10% of
total sample) learned about it through a journal
article,2whereas 50 physicians (12% of total sam-
ple) read the guideline booklet or quick reference
guide published by AHCPR.

Activity, by Statistical Group

Group 2

Asking advice from peers

Participating in an intervention with practice-
based system for enhancing compliance

Group 3

Accessing computer information services

Participating in an intervention with financial
rewards or penalties for adherence rate
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Perceived Effectiveness of Activities for Improving Adoption of
Clinical Practice Guidelines

Mean (95% Cl)

4.48 (4.35-4.61)

4.22 (4.09-4.36)

3.79 (363-3.95)
3.77 (3.61-3.93)

2.78 (2.63-2.94)
2.66 (2.41-2.91)

Effectiveness ranking scale: 1=most effective, to 6=least effective.
The groups presented were significantly different at alpha <05, (adjusted using
Tukey's-B correction) in the analysis of variance model.

Regarding the perceived effectiveness of six
possible adoption activities, three significantly dif-
ferent pairs were determined in the one-way
ANOVA procedure (Table 5). Physicians ranked
CME and reading published literature as the most
effective dissemination methods. The second pair
of methods included interventions involving new
support structures in practices and asking peer
advice. Accessing guidelines through the Internet
and using interventions with financial rewards or
penalties were ranked as the least effective meth-
ods to promote clinical guideline adoption.

DISCUSSION

A major impetus for developing clinical practice
guidelines is to improve the quality of care provid-
ed to patients. Our findings suggest that most fam-
ily physicians in the study support this objective
through their acceptance of clinical guidelines as
educational tools. Further, the majority of physi-
cians predicted that using clinical guidelines would
improve quality of care. However, few physicians
reported adopting a clinical guideline within the
past year. Limited dissemination and concerns
about the limits of implementing clinical guidelines
appropriately may be barriers to adoption and
acceptance.

Compared with other studies, more family

The Journal of Family Practice, Vol. 45, No. 4 (Oct), 1997 345



FP ATTITUDES ON CLINICAL GUIDELINES

physicians, especially solo practitioners, described
clinical guidelines as too rigid, too oversimplified,
and a challenge to autonomy.X&3It is unclear how
much these differences, and those regarding guide-
lines as educational tools, were created by the use
of a4-point Likert-type scale, as opposed to 5-point
scales in the other studies. Nevertheless, the con-
cerns are emphasized by the finding that 82% of
respondents believed that clinical guidelines
would likely be used for credentiaiing or reim-
bursement. Interestingly, physicians rated such
potentially punitive interventions as the least effec-
tive methods for encouraging adoption of clinical
guidelines.

Many of the poorly rated descriptions of clinical
guidelines are similar to known criticisms of man-
aged care systems. It may be that physicians linked
clinical guidelines with managed care, so that the
opinions measured may be contaminated by nega-
tive attitudes toward managed care.2The family
physicians in our study did express less support
for the use of clinical guidelines as a regulatory
tool than did those studied in a managed care
organization.24

The confidence in clinical guidelines of family
physicians, like that of internists,PDwas associated
more with the disseminating organization’s stature
within the medical community than with the guide-
line development process used. Family physicians
had greater confidence in guidelines from the NIH
and CDC, which depend on expert opinion, while
they had less trust in the evidence-based process
of AHCPR guidelines. Even if insurers and state
health departments use evidence-based clinical
guidelines, stigmas attached to these organizations
may outweigh their endorsements.

Despite the significant effort expended on clini-
cal guideline development, dissemination strate-
gies appear to be poorly orchestrated.
Respondents reported that methods such as pub-
lishing guidelines in medical journals, especially
those received as part of a membership in a med-
ical society, were relatively successful by physician
self-report; one third of physicians who were
aware of AHCPR’'s Heart Failure guideline
reviewed it in the AAFP publication American
Family Physician.D Awareness of this clinical
guideline, however, still represents a significant
minority of family physicians. Collaborative
endorsements of evidence-based guidelines by
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multiple professional organizations and sum-
maries of these guidelines in popularjournals may
help encourage physician awareness and increase
utilization.

Continuing medical education was considered
the best method to increase the adoption of clini-
cal guidelines. Since other research has demon-
strated that traditional CME is not often effective
in changing behavior,5especially over time, prac-
tice-based interventions that focus on system
changes may be a more successful strategy. Such
programs could involve feedback and physician
self-reflection about barriers to adoption, thus
encouraging ownership in developing specific
improvement strategies. Such in-depth exploration
might also increase the knowledge base about fac-
tors influencing clinical guideline adherence.
Finally, awarding CME credit when improved
adoption is demonstrated could link patient out-
comes to physician education, thus gaining physi-
cian support for such programs.®

There are limitations to this research. First,
while the sample’s demographics are similar to
analogous statewide statistics of family physi-
cians,Zthe respondents may not be representative
of these family physicians regarding attitudes
about clinical guidelines. Considering the low
response rate, we suspect that respondents have
stronger opinions, whether positive or negative,
about clinical guidelines than nonresponders do.
The influence of this bias may be strongest in the
bivariate comparisons. Second, the degree to
which this sample is generalizable to family physi-
cians in other locales is unknown. Third, we are
unable to answer many supplemental questions
raised from our findings because of the prelimi-
nary, descriptive nature of the survey. For exam-
ple, having no information about physicians’ expe-
riences with the six adoption methods they ranked,
we cannot determine whether physicians who uti-
lize Internet technology or those who have partici-
pated in practice-based interventions in the past
ranked these respective methods as more effective
than other physicians did.

Even after considering the response bias, the
overall positive responses toward clinical guide-
lines as educational tools indicate a supportive
group of physicians. Thus, the low reported rate of
the dissemination and adoption may be more limit-
ed than our study indicates. Organizations that



develop clinical guidelines have not made efforts
to maximize their dissemination nor invested
resources to evaluate them.8BThese agencies need
to develop implementation strategies that enable
physicians to distill guidelines’ broad and generic
clinical information into a tool adaptable for indi-
vidual patients. Second, policymakers, health
administrators, and physicians need to collabora-
tively define the role clinical guidelines should play
inmedical practice. A consistent message by insur-
ers, government, and professional organizations
would allay apprehensions about guidelines’ even-
tual utilization.

On the basis of this work, we believe specific
areas of clinical guideline research should be pur-
sued. Studies of methods for dissemination and
implementation of guidelines should be undertak-
en. The application of clinical guidelines as a mea-
surement tool of physician and patient perfor-
mance should be examined as a strategy to
improve patient outcomes. Finally, studies of clini-
cal guideline effectiveness should be done with
diverse populations, such as those represented by
practice-based research networks. Only then will
analysis of clinical guideline effectiveness have
real meaning.
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