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Use of Clinical Practice Guidelines
in Managed Care Physician Groups
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here is increasing interest in the use of clinical guidelines as a tool to improve the

quality and cost-effectiveness of health care. Yet, relatively little data are available re-
, garding the use of guidelines by health care provider organizations. We developed a
\ written descriptive survey investigating the development, implementation, and evalu-
ation of clinical guidelines that was administered to medical directors or their designees from phy-
sician medical groups and independent practice associations. Eighty-seven percent of physician
organizations were reported to be developing or implementing clinical guidelines. The reasons
most often cited for developing clinical guidelines were quality improvement and cost contain-
ment. Local expert opinion or judgment was rated as the most important influence in the devel-
opment of clinical guidelines, followed by medical and scientific literature and externally devel-

“oped guidelines. Feedback of information was the most popular method of increasing compliance

with clinical guidelines, although 19% of physician organizations reported imposing sanctions on
physicians who did not use guidelines. Most of the physician organizations surveyed have em-
braced clinical guidelines. Local development or adaptation of clinical guidelines may be com-
mon. There has been disproportionately little attention paid to guideline implementation and to
evaluation of guideline effects relative to their development.  Arch Fam Med. 1996;5:528-531

The term clinical practice guideline has been
defined as “systematically developed state-
ments that can be used to assess the ap-
propriateness of specific health care deci-
sions, services, and outcomes.”! In the past
few years, there has been tremendous
growth in interest in clinical guidelines in
the United States. It is widely believed that
guidelines may have a positive effect on
health care by improving quality and out-
comes, reducing inappropriate care (both
overuse and underuse), controlling for es-
calating costs, reducing practice varia-
tion, and facilitating clinical application of
burgeoning scientific knowledge and in-
creasingly complex technology.*®

The long list of the US organizations
involved with clinical guidelines includes
federal agencies, most notably the Agency
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for Health Care Policy and Research
(AHCPR), dozens of medical specialty so-
cieties, academic centers, independent re-
search centers, hospitals, health care insur-
ers, and managed care groups.'>*°
The growth of managed care may be

a major factor underlying increased inter-
est in guidelines. Perhaps half of all man-
aged care plans are using guidelines, and
managed care groups may be leaders in
applying guidelines and tracking physi-
cian adherence.” However, efforts to de-*
velop, implement, and evaluate clinical
guidelines among managed care organiza-
tions are not well documented. We sur-
veyed physician medical groups (PMGs) and
independent practice associations (IPAs)

See Materials and Methods
on next page

Downloaded from www.archfammed.com at STANFORD Univ Med Center, on November 5, 2009


http://www.archfammed.com

1]

MATERIALS AND METHODS

Because no validated instruments to assess clinical
guideline activity among physician orgdnizations
were available in the literature, we developed a
new written survey to be administered to medical
directors or their designees. A review of the
English literature and discussions with personnel,
some with experience in managed care settings
and in working with guidelines, helped identify
relevant issues regarding the development, imple-
mentation, and evaluation of clinical guidelines.
The content and form of our descriptive survey
were reviewed by these experts.

The survey was distributed to attendees of a July
1993 conference of medical directors from 71 PMGs
and [PAs with full or partial capitation contracts with
one of the largest California HMOs. The network-
model HMO is representative of many California HMOs
 for physician reimbursement and quality improve-
«  ment initiatives. Surveys were distributed during the

conference and collected on-site or returned to the

investigators by mail.

under contract with a large California health maintenance
organization (HMO) to assess their involvement in the de-
velopment, implementation, and improvement of clinical
guidelines.

—

Of the 71 PMGs and IPAs represented at the conference,
representatives from 38 different physician organizations
(54%) returned surveys; respondents included 36 medi-
cal directors (95%), 1 utilization management chairman
(2.5%), and 1 board of directors member (2.5%). Respon-
dents from 33 of the physician organizations (87%) indi-
cated that their organizations were planning, developing,
or have completed work on clinical guidelines. The data
presented in this article are from those 33 PMG or IPA rep-
resentatives (32 medical directors and 1 utilization man-
agement chairrmhan) or from a subset that provided an-
swers to the individual survey questions.

For editorial comment see page 532

The 33 physician organizations reportedly were in-
volved with a combined total of 59 different clinical guide-
lines for various clinical problems and procedures, with
the most common guidelines addressing obstetrical and
gynecological issues (15 organizations), prostate cancer
and prostate-specific antigen (10 organizations), back pain
(7 organizations), cardiac evaluation and procedures
(7 organizations), and breast cancer and mammogra-
phy (5 organizations).

Based on responses from 30 physician organiza-
tion representatives, the mean=*SD ratings of the impor-
tance (with a rate of 1 indicating least important and a

rate of 5, most important) among various factors in the
motivation of the physician organizations to develop
guidelines were as follows:

Motivation Faclor Rate, Mean+SD

Quality improvement 45x07
~ Cost containment 4.2x08
Reduce practice variation 4.0=09
improve patient
satisfaction 3.8x1.0
Reduce risk of liability 3.6+1.1
Respond to payers 3.2x141
Respond to employer groups 2.8+12
Meet accreditation .
criteria 28+12

The mean=*SD ratings of the importance of various
factors in influencing development of clinical guide-
lines (received from 28 responding physician organiza-
tion representatives) were as follows:

Influence Factor Rate, Mean+SD

Local expert opinion or judgement 3.9+1.0
Medical or scientific literature 3.8+038
Clinical guidelines previously developed by others 3.7+0.9
Natienal data 33190
Local data 32+1.2

More than 16 different external sources of guidelines were
listed by the physician organizations.

Physicians and nurses were involved in developing
clinical guidelines in most of the physician organiza-
tions, 100% and 74%, respectively (Table). Compar-
atively, an average of 4.5 physicians each spent 8.2 hours
per guideline while 1.3 nurses each spent 9.6 hours per
guideline. Although efforts to develop guidelines were
multidisciplinary, the number of physicians involved in
each guideline was at least 3 times that of the other types
of personnel.

Twelve respondents provided estimates of the cost
of guideline development, reporting per guideline costs
ranging from $100 to $5000; the greatest amount a phy-
sician organization expended to develop all of its guide-
lines was $40 000 (greatest of 7 responses).

Intended users of clinical guidelines (as listed by
29 responding physician organization representatives)
included physicians (29 [100% of respondents]),
quality management personnel (19 [66%]), nurses (16
[55%]), patients (4 [14%]), and ancillary departments
(4 [14%])).

Based on responses from 29 physician organiza-
tion representatives, the most common methods of dis-
seminating guidelines to the health care personnel were
as shown in the following tabulation:

Method No. (%) of Organizations
Peer review meetings 20 (69)
Memorandums 16 (55)
Organization meetings 15 (52)
Utilization review 15 (52)
Lectures 11 (38)
Addition to patient’s medical chart 4 (14)
Pamphlets 3(10)
Telephone consultations 2N
Computer programs 1(3)
Videotapes 0(0)
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Personnel Involved in the Development of Clinical Guidelines and the Amount of Time Spent*

No. (%) of No. of Individuals per Guideline, No. of Hours per Individual,
Personnel Organizations Mean+SD (Range) Mean+SD (Range)
Physicians 27 (100) 45+25 (2-12) 8.2+53 (1-20)
Nurses 20 (74) 1.3+1.1 (0-4) 9.6+13.1 (1-50)
Organization administrators 14 (52) 0.7+0.8 (0-3) 9.1+15.6 (1-50)
Quality assurance coordinators 11 (41) 0.8+1.9 (0-10) 48+4.8 (1-10)
Utilization management coordinators 8 (30) 0.3%0.5 (0- 1) 53x34 (2 10)
Third-party payers 2(7) 0.1£0.5 (0-2
Attorneys 1(4) 0.04+0.2 (0- )

*Responses from 28 physician organization representatives. Ellipses indicate data not available.

Based on responses from 26 physician organization rep-
resentatives, feedback of information was the most fre-
quently (69%) chosen method of ensuring compliance.
Frequencies for other approaches were as follows: in-
centives (31%), removal of disincentives (19%), and use
of sanctions for noncompliance (19%). Although 16 phy-
sician organizations were reported to have developed or
used methods to measure compliance, only 8 organiza-
tion representatives detailed the means of assessment. The
most common methods (5 of 14 responses) were con-
current and/or retrospective clinical or medical chart re-
views; other options included audits, data reports, and
profiles, each listed by 1 organization.

Nineteen of the physician organizations (58%) plan
to review their guidelines every 3, 6, or 12 months. Twenty-
four of the organizations reported that formal mecha-

" nisms were in place to review guidelines by incorporating

new information (19 organizations [79%]), new technol-
ogy (17 organizations [71%]), and the results of guideline
evaluation (14 organizations [58%]).

Responses from 17 physician organization represen-
tatives regarding outcome measures used to evaluate the
effects of clinical guidelines are shown in the following
tabulation:

Outcome Measures No. (%) of Organizations

Cost (savings or losses) 13 (76)
Patient outcome (morbidity or mortality) 11 (65)
Patient satisfaction 8 (47)

Other (decreased utilization) 1 (6}

Five of the physician organization representatives pro-
vided information about the evaluation methods that were
used.

Asked whether they had heard of the AHCPR guide-
lines, 45% of the respondents (13 of 29 responses) indi-
cated yes, 24% (7 organizations) were not sure, and 31%
(9 organizations) answered no. Asked whether the rep-
resentatives thought AHCPR guidelines would be use-
ful, 50% (14/28 responses) answered yes, 46% (13 or-
ganizations) were not sure, and 4% (1 organization)
indicated no.

— N

Most (87%) of the PMG and IPA representatives sur-
veyed in California indicated that their physician orga-
nizations were involved in clinical guideline activity. The
clinical guidelines planned, under development, or com-

pleted encompassed a wide range of clinical activities.
Guidelines addressing obstetrical and gynecological is-
sues were the most common, followed by guidelines deal-
ing with prostate cancer, back pain, cardiac evaluation
and procedures, and breast cancer.

The respondents noted that quality improvement and
cost containment were the 2 most important influences
in the PMGs’ and IPAs’ decisions to develop and use clini-
cal guidelines. It would seem appropriate then that cost
and patient outcome and satisfaction were the primary
outcome measures assessed. Of the 30 physician orga-
nization representatives rating the significance of vari-
ous influences, only 17 indicated which outcome param-
eters would be assessed, and only 5 specified methods
for appraisal of those outcomes. Evaluation of the influ-
ence of the clinical guidelines produced by the physi-
cian organizations seems to have received disproportion-
ately little attention relative to the concern with their
development, a pattern that has been observed in clini-
cal guideline development in other types of organiza-
tions. 310!

The wide variety of sources used by the PMGs and
IPAs in developing their own guidelines shows consider-
able diversity. The federal government, through AHCPR,
had released 6 guidelines as of the survey date, but al-
most one third of the representatives were unaware of
AHCPR guidelines and almost half were unsure if AHCPR
guidelines would be useful. The lack of familiarity of many
of the physician organization representatives with AHCPR
guidelines suggests possible shortcomings in their dissemi-
nation at that time, although familiarity may have in-
creased significantly subsequent to the date of our survey.

The importance of local expert opinion or judg-
ment in the development of clinical guidelines and the
numerous external guidelines listed as sources suggest
that local adaptation of existing guidelines is common.
Although details about the guidelines produced by the,
surveyed PMGs and IPAs are unknown, it has been ob-
served that, when locally developed or adapted, guide-
lines may be different in content and quality.'*** Imple-
mentation of such guidelines may standardize clinical
practice within an organization, but it also might
strengthen differences in practice between physician or-
ganizations. The validity and quality of the guidelines may
also vary with the methods used to develop them.!*"” How-
ever, conflicts between nationally available guidelines and
corresponding locally adapted guidelines may not be sub-
stantial and differences in outcomes are yet unknown.'®
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Only a few physician organization representatives
provided estimates of the cost of clinical guideline de-
velopment, and such figures are undoubtedly difficult to
determine accurately. Yet, while individual physician or-
ganizations may have spent small amounts of money on
each clinical guideline, the high proportion of PMGs and
IPAs engaged in guideline activity and the vast number
of guidelines being developed suggest that, in aggre-
gate, significant amounts of resources may have been

i devoted to clinical guideline development efforts.
Physicians played the greatest role in the develop-

nyment of clinical guidelines and were also the primary

" intended users. The involvement of physicians in guide-
line efforts has been thought to be critical to effective
translation of guidelines into clinical practice.'®*® For
implementation, the most common methods of dissemi-
nating guidelines were meetings (peer review and
organizational and utilization review) and memoran-
dums. Merely distributing guidelines may be ineffective
in affecting physician attitudes and changing clinical prac-
tice, but newer methods based on findings from the
social and behavioral sciences seem more promising in
their potential to increase the use of clinical guidelines
among clinicians.!%!113192! Feedback of information was
by far the most popular method chosen to increase com-
pliance with clinical guidelines, although sanctions against
noncompliant personnel were used in almost one fifth
of the physician organizations. Information about the
measures used to assess compliance with clinical guide-
lines was provided for less than one fourth of the 33
physician organizations involved in guideline develop-
ment, suggesting that this part of the guideline effort may
be relatively underdeveloped.

Once established, guidelines must be updated and
validated to preserve their clinical usefulness. More than
half the 33 physician organizations involved in clinical
guideline development activity planned to review their
guidelines at least annually, and most reported mecha-
nisms to incorporate new medical information and tech-
nology and information about the effects of their guide-
lines into the revised guidelines.

This survey describes clinical guideline activities
among a small number of PMGs and IPAs under contract
with 1 California network-model HMO. The results are self-
reported, and it.is possible that the information provided
by the representatives may not accurately reflect what is
actually taking place within the physician organizations.
The survey was conducted during July 1993, and today
clinical guideline activity among the managed care groups
surveyed may be different from the activity then.

Further research is needed to examine details of the
process of clinical guideline development or adaptation and
to identity methods to produce the highest-quality guide-
lines. Differences between clinical guidelines developed na-
tionally and locally need to be more closely investigated.
Methods of implementation need to be assessed to deter-
mine which are most effective in affecting clinical prac-

tice. It is essential that the effects of clinical guidelines on
various outcome parameters be evaluated, not only to de-
termine which guidelines are the most beneficial, but also
to prevent the institutionalization of low-quality guide-
lines, particularly if sanctions are employed to enforce use
of those guidelines. The belief that clinical guidelines can
improve the quality, value, and effectiveness of medical care
has resulted in the proliferation of clinical guideline ef-
forts, but much more research needs to be conducted to
determine whether or not that hope is being fulfilled.
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