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ABSTRACT
Objective To explore the acceptability of the
various elements of a multifaceted intervention
designed to facilitate the process of guideline
implementation by primary care teams and to
understand constraints to the use of guidelines in
this setting.
Design A descriptive qualitative study using semistructured group interviews.
Setting Primary care.
Participants 34 general practitioners (GPs), six
practice nurses and one practice manager were
involved in group interviews from ten general
practices.
Results The themes identi ed re ected the elements of the intervention: bene ts and problems
of critical appraisal workshops; perceptions of the
usefulness of guidelines; responses to audit feedback and the impact of facilitation. Even where

Introduction
Evidence-based practice has gained considerable
prominence in the last decade. It promotes the use
of research evidence in decisions about the e¡ ective-

practitioners were committed to guideline implementation their use was not always straightforward. Aspects such as the maintenance of a good
relationship with the patient and the in uence of
colleagues in secondary care were seen as important. Issues of time and resources were also
highlighted.
Conclusions Implementation of clinical guidelines
is a complex activity. Interventions used to
encourage their use should be  exible and directly
relevant to practical issues. Local ownership of the
process is important but agreed deadlines for
activity may be important to facilitate action.

Keywords: audit, clinical e¡ectiveness, critical
appraisal, evidence-based practice, guidelines,
practice facilitation

ness of healthcare procedures.1 Clinical guidelines
can be e¡ ective as a means of implementing research
evidence in some circumstances, may reduce inappropriate variations in practice and are central to the
Government’s health reforms.2–6 The National Institute for Clinical Excellence (NICE) produces and
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disseminates national guidelines, and clinical governance provides a framework of accountability and an
implementation mechanism for NICE guidelines.7
Despite the widespread use of guidelines implementation is not guaranteed.8,9 The contexts within
which guidelines are implemented vary considerably.
National guidelines therefore may need to be adapted
to suit local circumstances.10
This paper reports the  ndings of a qualitative
study that aimed to explore issues arising from, and
perceptions and acceptability of, the various elements
of an intervention designed to encourage the use of
evidence-based guidelines. It was one aspect of the
evaluation of this intervention and aimed to o¡ er
explanation and understanding of how the intervention was received within di¡ erent practices. The
intervention (described in Box 1) was e¡ ective overall
in encouraging primary care teams to use evidencebased guidelines and is reported fully elsewhere.11

Participants and method
General practices were recruited to the study by two
researchers (JM and PM) from a list of all practices in
the Northern and Yorkshire region. Each practice was
recruited via one interested person who engaged
other members of the team in the research. Each team
subsequently elected to implement one of three
evidence-based guidelines: stable angina, persistent
wheeze in adults or venous leg ulcers. The issues
surrounding the implementation of each of these
guidelines were very di ¡ erent; therefore this paper

presents only those arising from the use of guidelines
for stable angina (ten practices).
Researchers (JM and PM) conducted two group
interviews approximately six months apart in each
practice, one before the intervention and one afterwards. Semi-structured interview schedules, developed from the feasibility study, were used to explore
the existing process of care and issues arising from
attempts to implement the evidence-based guidelines.14 General practitioners’ (GPs’) attitudes to, and
perceptions of, guidelines, audit, facilitated visits and
critical appraisal training were also speci cally
sought. The speci c topics of questioning in each
interview are outlined in Box 2. The main purpose of
this qualitative investigation was to gain a general
understanding of aspects of the implementation
process and, more speci cally, the usefulness of the
various elements of the intervention. These interviews were audio-recorded, with participants’ consent, and fully transcribed.
Data were coded and organised into themes. It has
been argued that shared, rather than individual,
understanding of the data should be demonstrated
to increase validity.15 In this study one researcher
(EK) categorised and organised the data into themes
based on the di ¡erent elements of the intervention
and this was subsequently entered into a framework
and analysed further by the two researchers (JM and
PM) who had collected the data. 16 This made it easy
to identify variation between practices and to see at a
glance how responses to each component of the
intervention related to the others. In the reporting of
the results, e¡orts have been made to include both
generalities and di ¡erences, even if those di¡erences
were only seen in one general practice.

Box 1 Four linked interventions to encourage the use of evidence-based guidelines
1 Two members of each of the ten intervention practices were o¡ered critical appraisal training. This oneday workshop used the framework adapted by the Oxford Critical Appraisal Skills Programme (CASP)
and introduced the evidence-based clinical guidelines.12
2 The guidelines introduced at the workshop and subsequently used throughout the research project were
those produced by the North of England Stable Angina Guideline Development Group.13
3 Clinical practice was audited by researchers at the beginning of the study and then again after six months
to measure compliance with the guidelines. The recording of three Grade I or II recommendations in the
guidelines was assessed in each record (Grade I = consistent  ndings from a majority of multiple
acceptable studies; Grade II = based on a single acceptable study or inconsistent  nding in multiple
acceptable studies). Data were collected from a random sample of the records of patients identi ed as
having stable angina in each practice and were sent to another researcher who prepared practice-speci c
summaries, including anonymous comparisons with other practices.
4 Visits were arranged to each practice to discuss guideline implementation. At these meetings the results
of the audits were fed back to participants. Practices were not directed in how to use the guidelines but
were o¡ ered support by researchers if required.
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Box 2 Summary of topic guide used for
semi-structured group interviews
Group interview prior to use of guidelines
Reaction to the critical appraisal workshop
Current care for patients with angina
Responses to guidelines (in general and
speci c guidelines)
. Feedback baseline audit – responses to this
.
.
.

Group interview after the project intervention
(six months later)
.
.
.

.
.
.

What did they hope to achieve during the
study?
What has happened as a result of the study?
Reactions to di¡ erent aspects of the intervention:
– critical appraisal training
– guidelines
– audit with feedback
– facilitation
What were the sustaining factors?
What were the barriers to using the guidelines?
Networking with other practices

Results
Ten general practices took part and data were
collected in a total of 19 group interviews. One
practice declined a second interview due to pressure
of work and lack of motivation (GP Practice YI1). A
total of 34 GPs, six practice nurses and one practice
manager participated. Attendance at the meetings
was variable depending primarily on practice size
(attendance varied between one and nine). Practice
size varied from 2000 to 15 500 patients, covering
both urban and rural areas. There was a mix of male
and female and older and younger participants.
An exhaustive list of categories emerged initially
and these, unsurprisingly, re ected the components
of the intervention. These categories were collapsed
into four major themes:
bene ts and problems of critical appraisal workshops
. GPs’ responses to the guidelines; barriers to
guideline implementation and motivating factors
. responses to audit feedback
. the impact of facilitation.
.

225

Critical appraisal workshops
The purpose of the workshop was to produce a
lifelong method of learning that would stimulate
ongoing commitment to evidence-based practice and
to introduce one speci c evidence-based guideline. A
mismatch between the project team’s and the
practitioners’ understanding of the workshop aims
became apparent. Practitioners were often more
interested in the speci c guideline and thought that
more time should have been spent discussing its
implementation.
The research facilitators encouraged two people
from each practice to attend the workshop; a GP and
a practice nurse attended from most practices.
Attendance was determined by practical factors
such as availability on the day and by the interest of
individual practitioners. One practice did not send
any representatives to the workshop due to problems
with annual leave. Attendees were charged with
disseminating the information back to other members of their teams.
Most participants considered the workshops to be
a useful part of the project. Evidence-based practice
was considered as ‘the way forward’ and ‘very much
the in thing’, some described how it had ‘changed the
way we think’. Several GPs said they had not
speci cally used the critical appraisal skills since the
training, giving lack of time as the reason for this.
They did, however, describe being more critical of
research papers. For one GP certain aspects of
evidence-based practice had been demysti ed. She
described how she found it easier to understand
certain publications:
‘Actually going through the papers critically, and going
through the kind of statistical things, I mean, this never
really meant anything to me before – you know, numbers
needed to treat – and it kind of demysti ed it . . . going
through journals and articles and things like that, and it
makes you more aware of it, like Bandolier, and using
that all the time just to know what it means.’ (GP
Practice YI5)

In one practice a GP thought it was ‘unrealistic to
appraise papers in practice’ due to lack of time and
resources, but thought that it was useful for
‘stimulating discussion’ between members of the
team at practice meetings. Some GPs appreciated
the part of the workshop introducing and discussing
the guidelines most, as this was the part they felt was
relevant for their practice. One female respondent
said:
‘From the study day, the basic points that I remember
were the fact that we should have patients on betablockers and aspirin. I mean they are just the key points,
there was nothing new to that, but it was just a reemphasis really . . .’ (GP Practice YI2)
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Despite considerable general enthusiasm for the
workshops, some criticisms emerged. These primarily centred upon lack of clarity about the purpose of
the workshop and for one GP this led to lack of
enthusiasm for the project generally:

However, not all GPs were enthusiastic about using
guidelines, nor did all practices use them as a team:

‘I just thought there was very little content, there wasn’t
enough in it, and I felt particularly there wasn’t enough
about angina. I went along thinking that I was going to
learn how to treat angina and I felt I learned very little,
except with the group, but by then I had been so switched
o¡ I actually made a positive step not to read the book
[guidelines].’ (GP Practice YI1)

Much of the data focused on the barriers that
impeded the implementation of the guideline. GPs
in one practice believed the research was outdated:

Once the facilitation visits commenced, it became
clear that the ethos and objectives of the project had
not always been fully disseminated to the rest of the
team by the initial contact person. This may account
for some of the ensuing confusion about the purpose
of the workshops.

Perceptions and use of guidelines
GPs perceived and used guidelines in a number of
di¡ erent ways. In many practices they were believed
to ensure consistency and to promote a team
approach to care. The guidelines were often used as
a working framework to prompt memory or as
consultation aids:
‘They [guidelines] are useful because as medicine goes on
. . . we don’t know everything . . . so the guidelines will
just remind you, prompt you to do things you might not
remember to do.’ (GP Practice YI6)

Some practice teams produced a simpli ed document based on the guidelines stating the basic
recommendations for good practice. This served to
make it more readily accessible throughout the
practice and gave doctors a sense of ownership that
has previously been shown to be important.3 Other
bene ts cited include easy access to research  ndings,
feeling prepared before seeing patients and making
consultations easier:
‘It is easier to explain and it’s easier to tell the patients
why you are doing certain things.’ (GP Practice YI5)

In one practice achieving large changes (as measured
by audit) during the course of the research intervention there was a culture of guideline use. In this
practice a system had been developed whereby each
GP took responsibility to investigate and collect
existing ‘evidence’ for a particular condition and
produce a guideline for use within the practice. These
were accepted for use following discussion at a
practice meeting. In this practice the GPs agreed
with the guideline recommendations and were
surprised to discover from the initial audit results
that they were not performing as well as expected.

‘. . . information that comes to the practice: you don’t sit
down and have a partners’ meeting, a practice policy, but
I suppose it’s up to us as individuals.’ (GP Practice YI1)

‘I’m sure the research will be over  ve years old. Latest
evidence is coming that beta-blockers are a thing of the
past . . . so I think we are talking about old evidence.’ (GP
Practice Y14)

Other GPs recognised the need to be aware of
research evidence but found the guidelines di ¤ cult
to use in practice. Often there were complex reasons
for this – many felt that patients should be treated
individually and considered the individual patient’s
co-morbidity, priorities and preferences. Several
respondents were reluctant to commence treatment
if patients were asymptomatic or if their symptoms
were well controlled on their existing medication due
to possible side e¡ects of the drugs:
‘Whether we could change somebody when they are on
an established thing (medication) and they are quite
happy with it, I don’t know . . . people don’t like change.’
(GP Practice YI7)

Maintenance of good relationships with patients was
paramount for some GPs and this was linked to
patients’ compliance with recommended treatment –
perceived to be a major barrier to implementation.
Another concern was fear of being blamed for an
adverse event:
‘It’s more to do with the fact that although they are
stable, you change them and they’re going to have their
MI next week. You know they would have had it anyway,
but you changed them didn’t you . . . there is a risk with
these people, and what about building relationships?
Here, at the end of the day, that is what we are about.’
(GP Practice YI3)

Another important in uence was the interaction with
cardiologists in secondary care. Some GPs felt that
colleagues in secondary care controlled their prescribing:
‘The local cardiologists have lots of in uence on our
prescribing.’ (GP Practice YI1)

Others used and valued informal discussions with
cardiologists and continued to manage the patient in
primary care:
‘I think that certainly I have got two or three of the
consultant cardiologists who I can phone up and either
discuss a patient, what should I do here . . .’ (GP Practice
YI5)

Since GPs use their colleagues in secondary care for
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information and clari cation in situations where they
are uncertain, and tend to be reluctant to change
medication, it would seem prudent to involve
hospital doctors in any proposed guideline implementation programme.

Responses to audit feedback
Responses to audit feedback were variable and were
linked to perceptions of the guidelines. In practices
where the information presented in the guidelines
was acceptable the audit feedback was sometimes a
catalyst for improvement, particularly if performance
was not as good as expected:
‘The aspirin was really disappointing. I think it [audit]
certainly stimulates you to look at your practice . . .
because your assumption until you see it in black and
white – impressions can be so misleading and you think
you are sailing along and everything’s okay really and
then you  nd that you are not.’ (GP Practice NI1)

Many respondents liked the visual comparative
graphs. One GP explained why:
‘I think the comparative graphs stimulate as well. We like
to think hopefully we are a fairly competitive, well
organised practice, and if you see your colleagues doing
better it certainly stimulates me to try and do better.’ (GP
Practice YI2)

One practice, demonstrating better than average
results at the initial audit, expressed a feeling of
complacency:
‘I think if you feel that something’s going okay . . . there
is plenty to do and plenty of areas to develop, so if you
have looked at an area and you seem to be performing
adequately or well, then you may move on to other
things.’ (GP Practice NI3)

If GPs did not agree with certain aspects of the
guidelines, for example believing the information
about the use of beta-blockers to be out of date or
having concerns about the side e¡ ects of drugs, then
understandably even poor results failed to stimulate
improved performance. In one practice there was
lack of agreement between partners about certain
aspects of the guidelines. Many barriers to guideline
implementation were raised and although one
partner prioritised prevention of coronary events,
others prioritised their relationship with the patients.
In this practice, consensus was not achieved and
therefore the amount of improvement as measured
by audit will have been limited.
In some practices poor audit results were perceived
as poor recording rather than lack of good quality
care. This was particularly relevant to the prescription of prophylactic aspirin, as one GP explained:
‘. . . quite often we discuss with the patients about aspirin
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and it’s not being recorded that they are on aspirin
because it is cheaper to purchase their own.’ (GP Practice
YI2)

For some practices it seemed that the audits
motivated them to improve the quality of recording,
but it is likely that in time this would result in
improved care for the patients who were not
receiving the treatment, providing the audit cycle
was continued.

The impact of facilitation
In contrast to the discussion about guidelines
themselves, respondents made very little spontaneous
reference to the facilitation process. It was often
assumed to be an implicit part of the intervention
and it was mostly viewed positively. For most
practices it prompted them to implement actions
agreed at a previous meeting when they knew that
another visit was due. One GP said:
‘. . . it actually gets you to do something, doesn’t it. It’s
relatively easy to be full of good intentions but somebody
coming along and actually making the process happen is
very helpful.’ (GP Practice YI6)

This does, however, raise questions about the
sustainability of practice developments such as this
one when research projects end.

Discussion
Although this multifaceted intervention has been
shown to facilitate implementation of guidelines, it
could have been accomplished more e¡ ectively.11
Better understanding of perceptions and issues
surrounding the various elements are therefore
important. Guidelines were perceived and used
di¡erently within di¡ erent practices but generally,
in agreement with other studies, a sense of local
ownership was important.3 In many practices, production of a simpli ed document based on the
guidelines provided this. Belief in the information
in the guidelines was an important prerequisite. But
even when participants were committed to implementation, this belief was balanced against aspects
such as maintenance of the relationship with patients
and concern about adverse events.
Critical appraisal training could have been
improved by better course preparation and its e¡ ect
could have been maximised by linking it more closely
with clinical practice. This would perhaps be better
conducted within localities using an ongoing programme. Audit can be a useful tool; visual comparative feedback seemed to be particularly powerful.
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However, audit is best used as part of the audit cycle
to ensure continuing improvements. Facilitation was
considered most useful for setting deadlines for
action and could have been more e¡ ectively used
by assisting practice teams to identify barriers to
implementation at the outset.
There are some limitations to this study. The
practices recruited for this study were volunteers who
had been recruited through one person within the
practice (usually a GP) with speci c interest in
evidence-based practice. It is therefore likely that
some responses re ect that interest. The semistructured format of the interview schedule may
have restricted spontaneous responses from participants. However, although this study was never
intended to be an in-depth exploration of all the
aspects of evidence-based practice, our  ndings
resonate with those of other studies. 17,18
Many strategies have the potential to improve
professional performance in primary care. One
approach that has been used in hospital settings is
clinical practice benchmarking. This is a scheme
adapted from industry that seeks to use all levels of
evidence in the identi cation of standards of
excellence and uses structured comparison and
sharing to improve quality and consistency of
care.19 In clinical benchmarking, not only are outcomes considered but also the structures and
processes that need to be in place. Such an approach
could involve clinicians from both primary and
secondary care and may have the potential to
improve consistency of care. Failures in communication between primary and secondary care practitioners have been identi ed as a problem which can
lead to inconsistent information and advice to
patients. These patients then have a poor understanding of their condition and treatment plans.20
Use of computerised information exchange could
also be used to reduce these problems.
It is important to take into account the diverse
nature of general practice when planning implementation strategies as there are no ‘magic bullets’ which
will prove successful in all cases. Interventions, such
as the one used in this study, may be more readily
used in smaller groups of practices, for example
primary care trusts. The practices within this research
project did not make contact with each other to share
ideas, although this was encouraged. All respondents
said that they would have been more likely to do this
if other practices were more local. A multifaceted
intervention such as this could be used on an ongoing
basis, using critical appraisal skills to address speci c
issues of direct relevance to clinical practice. Potential
barriers to implementation could be identi ed at the
outset and facilitation used to address some of these.
Although many of the issues encountered were
unique to this particular guideline for the manage-

ment of angina, there was one main lesson to be
learned from all three guidelines. There is a need to
identify at the start the reasons for suboptimal
performance. Potential barriers to change should be
identi ed, enabling interventions to be tailored most
e¡ ectively to the problems. It must be recognised that
extra resources may be required for this and, indeed,
lack of resources may be a barrier in itself. Resources
are always limited and therefore choices will need to
be made. This highlights the notion of ‘opportunity
cost’, in which in allocating resources to a particular
activity a sacri ce is made, in that an opportunity to
obtain some other bene t is lost.21 This study clearly
illustrates the need to become more proactive and to
acknowledge that time spent now may save both time
and resources in the future and, more importantly,
may improve quality of life for patients. It may be
that di ¡erent ways of organising care are needed.
For maximum e¡ ect, it is necessary to involve the
whole team in the process of change from the outset.
In this study, although multidisciplinary participation was strongly encouraged, because management
of angina was seen as a medical role responses from
the few nurses who participated were minimal.
Involvement from other members of the primary
care team could, however, lead to further improvements in care. For example, nurse practitioners could
take on a more central role in the care of patients with
angina. A recent systematic review suggests that care
provided by nurse practitioners was equivalent to
that provided by doctors for care at  rst point of
contact.22 It is possible that the role of nurse
practitioners could be extended to include the care
of patients with chronic conditions such as angina.
This systematic review revealed that patients were
more satis ed with care they received from nurse
practitioners and that these nurses spent longer in
consultations than doctors.22 In view of the psychological factors associated with symptoms such as
chest pain, such sharing of the workload could lead to
more time spent helping patients to make sense of
their condition and to improved self-care.20
Due to the dynamic nature of evidence and regular
revisions of evidence-based clinical guidelines,
ongoing processes will need to be put in place. This
will require allocation of both time and resources to
ensure ongoing quality improvement. It is likely that
better teamworking and innovative use of technology
could provide some solutions both within primary
care and across the primary/secondary care interface.
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