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Abstract

Objectives: We aimed to explore key themes for the implementation of guidelines’ prescribing recommendations.

Methods: We interviewed a purposeful sample of 25 participants in British primary care in late 2000 and early 2001. Thirteen
were academics in primary care and 12 were non-academic GPs. We asked about implementation of guidelines for five condi-
tions (asthma, coronary heart disease prevention, depression, epilepsy, menorrhagia) ensuring variation in complexity, role of
prescribing in patient management, GP role in prescribing and GP awareness of guidelines. We used the Theory of Planned
Behaviour to design the study and the framework method for the analysis.

Results: Seven themes explain implementation of prescribing recommendations in primary care: credibility of content, credibility
of source, presentation, influential people, organisational factors, disease characteristics, and dissemination strategy. Change in
recommendations may hinder implementation. This is important since the development of evidence-based guidelines requires
change in recommendations. Practitioners do not have a universal view or acommon understanding of valid ‘evidence’. Credibility
is improved if national bodies develop primary care guidelines with less input from secondary care and industry, and with simple
and systematic presentation. Dissemination should target GPs’ perceived needs, improve ownership and get things right in the
first implementation attempt. Enforcement strategies should not be used routinely.

Conclusions: GPs were critical of guidelines’ development, relevance and implementation. Guidelines should be clear about
changes they propose. Future studies should quantify the relationship between evidence base of recommendations and implemen-
tation, and between change in recommendations and implementation. Small but important costs and side effects of implementing
guidelines should be measured in evaluative studies.
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1. Introduction
1.1. Changing prescribing behaviour

It took 50 years for the British navy and 120 years
for the merchant fleet to use lemon juice for the pre-
vention of scurvy [1]. Nowadays many innovations
take much less to be implemented. Health professionals
are keen to implement ‘new’ advances, but this often
means using more expensive interventions with limited
advantage or questionable effectiveness. The dilemma
of evidence-based health care starts here: What are the
best ways of helping health professionals keep abreast
of new innovations, while doing it in a ‘conscientious,
explicit, and judicious’ manner [2] i.e. avoid-
ing innovations with questionable effectiveness and
efficiency?

The WHO refers to the ideal state of prescribing and
use of medicines as ‘rational use of drugs’:

The rational use of drugs requires that patients receive
medications appropriate to their clinical needs, in
doses that meet their own individual requirements for
an adequate period of time, and at the lowest cost
to them and their community (WHO conference of
experts, Nairobi 1985, cited in [3]).

Inappropriate use of drugs can result from a variety
of situations. Prescribed drugs may not be appropriate
for the patients’ needs; they may be expensive; or may
not be acceptable for personal, cultural or social rea-
sons. Clinicians may prescribe medicines of no value
because of perceived patient pressure or placebo effects
[4]. They may also prescribe where medication does
not provide any benefit over ‘wait and see’ approach.
Irrational prescribing may also be the result of under
prescribing of required medicines.

In the last two decades improving quality of pre-
scribing has attracted a lot of interests, not least because
an important fraction of health care resources were
(and increasingly are) spent on it [5]. Prescribing costs
have been growing 6-8% per year in the global context
[3]. Most prescribing costs happen in primary care [6].
Soumerai et al. estimated that about 75% of visits to
office-based doctors end up in prescribing [7]. In 1995,
GP prescribing amounted to 11% of total NHS spend-
ing [8]. Focusing on quality and cost of prescribing in
primary care is important and vital. In particular if one
considers that inappropriate prescribing often results in

significant morbidities and costs for patients, societies
and health systems.

1.2. Guidelines and behaviour change

Clinical guidelines are sought as tools for reducing
variation in health care and cost [9,10] and improv-
ing quality of patient care [11] including prescribing
behaviour. Increasingly the research findings are sum-
marised in guidelines and a new industry has appeared
concerned with guideline development and implemen-
tation [12]. The majority of guidelines have not been
through rigorous production processes, making it more
difficult for clinicians to follow their recommendations
[13,14]. It is even claimed that the quality of guide-
lines is declining [15]. Even guidelines developed by
the WHO may not have been rigorously produced [16].
Also where there are no effective intervention plans,
even good quality guidelines are most likely to be
‘words without action’ [17]. In reality, many guidelines
have no clear implementation plans [14]. Evalua-
tion of guideline implementation programmes involves
careful planning and requires dedicated resources.
Multi-stage studies using qualitative and quantitative
methods have been recommended [18].

Despite the phenomenal works conducted on
understanding effective ways of changing provider
behaviour [19] and use of clinical guidelines in
behaviour change [20,21], our understanding of how
to improve provider behaviour “is still in its infancy”
[22]. For some generic questions, there may never
be a concrete answer, e.g. what is the best method of
implementing guidelines? Although it is argued for
long that single strategies are less likely to change
clinical practice [23], this is not much comfort. Multi-
faceted interventions are costly and more difficult to
implement. Why are some guidelines implemented
more successfully than others? Is it because of the
difference in quality of guidelines, settings, clinical
conditions or dissemination strategies? Previous
studies suggested that enthusiastic clinicians or ‘inno-
vators’ achieved more with poor guidelines than what
others achieved with better quality guidelines [24].
Also some dissemination strategies (e.g. educational
outreach visits) work well in influencing prescribing
in some settings [25] and not in other settings [26].

Many clinical guidelines fail to improve practice
and a lot of inappropriate variation exists in cost and
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quality of care. Despite the availability of evidence,
changes in prescribing are delayed and require planning
and investments. For example, clear-cut messages for
antibiotic prescribing are still to be implemented [27]
and although there are numerous studies on how to
improve prescribing, all reasons behind ‘nonscientific
prescribing’ are not known [28].

1.3. Understanding GP behaviour using
qualitative research

Historically, little work has been done on how to
influence general practitioners’ (GPs’) practice [29].
Most of behaviour change interventions are based on
the naive assumption that clinicians will change if they
are given information (‘production-dissemination’ [30]
or ‘information deficit’ [31,32] models). According to
these models, interventionists endeavour to improve
quality of care by providing more information on
safety, efficacy and cost-effectiveness of intended
behaviours. The inevitable outcome of this approach
has featured in abundance of information delivered to
medical practitioners [33].

While there is evidence that neither demographic
and social characteristics [34] nor organisational vari-
ables [35] predict physician prescribing, few studies
have tested the theoretical models that acknowl-
edge psychological processes which precede behaviour
[32,36]. Focus on GPs’ attitudes and personal beliefs
may provide a better insight of prescribing. The impor-
tance of identifying underlying personal reasons for
nonscientific prescribing is documented in the litera-
ture. A multi-centre trial studied physicians’ expressed
reasons for nonscientific prescribing’ and concluded
that ‘greater attention must be paid to physicians’
attitudes and motivations concerning suboptimal pre-
scribing if programmes are to succeed in replacing
these practices with more rational clinical decision
making’ [31] (p. 577).

Underlying beliefs are better captured through qual-
itative studies [37]. Interviews could be particularly
useful in identification of barriers to guideline imple-
mentation and in understanding how those barriers
affect individual physicians [38]. A study found that
GPs spoke freely of their prescribing and were ready
to offer embarrassing observations during the inter-
views. They demonstrated that interviews were useful
for studying prescribing in primary care. The study

identified three models of change in prescribing: accu-
mulation model, challenge model and continuity model
[39]. Another British study of GPs’ and consultants’
reasons for change in clinical practice found that edu-
cation was important in changing prescribing [40]. A
qualitative study of 24 Scottish GPs assessed statins
prescribing using semi-structured interviews. It con-
cluded that GPs rarely critically appraised trial results,
but evaluated the results in terms of their social and
economic implications [41]. It suggested that compiled
sources of evidence (e.g. evidence-based guidelines)
could play a useful role. It implied that GPs were
likely to rely on the trustworthiness of the source of the
guidelines, and that GPs considered the implications
of implementing clinical guidelines. Another qualita-
tive study of prescribing, performed on 17 GPs, tried
to identify variables that explained prescribing vari-
ance [42] and concluded that consultant’s prescribing
was among those variables. Salisbury and colleagues
used qualitative and quantitative methods to audit three
changes in prescribing (use of warfarin or aspirin
for atrial fibrillation, angiotensin converting enzyme
inhibitors for heart failure and substitution of trimetho-
prim for co-trimoxazole) and concluded there were no
effects from clinical protocols [43]. They reported pos-
itive views of participants towards clinical protocols,
but found that many did not use protocols [43].

There have been further qualitative studies to elicit
broad issues such as ‘GPs views on use of guidelines’
or ‘their attitudes towards evidence-based medicine in
general’ [44,45]. These issues are too broad and the
researchers would be more likely to get general state-
ments in response. In contrast others studied specific
diseases [41,46,47] and hence lacked the spectrum to
compare different clinical conditions, guidelines and
implementation strategies.

1.4. Objectives of this study

The qualitative study reported in here was conducted
as part of a multi-part project that also included a sys-
tematic review of effective interventions to improve
prescribing in primary care, and two national surveys
of GPs’ prescribing intentions and beliefs and their
actual prescribing [48-50]. For the qualitative study
we focused on a small set of clinical conditions. This
selective approach could provide the opportunity of
comparing different clinical conditions, clinical guide-
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lines and dissemination strategies [51]. We aimed to
explore key themes for the implementation of prescrib-
ing recommendations, GP attitudes and beliefs about
guidelines, and barriers to and facilitators of implemen-
tation.

2. Methods
2.1. Participants

We interviewed a purposeful sample of 25 par-
ticipants (74% response rate). We identified the
participants in consultation with a GP trainer, two
researchers and the interviewees. The participants
were invited by letters or emails, explaining the objec-
tives of the study and introducing the investigators,
followed by telephone calls. Twelve participants were
GPs (three female) all but one from two Primary
Care Organisations in north east England (‘practi-
tioners’, P). We invited GPs who had experience of
guideline implementation or development, whether
or not they agreed with the guidelines. Another 13
were academics of primary care (two female) from
different parts of Britain. Among ‘academics’ (A),
nine were also practising GPs and one was formerly
a GP; and seven held chairs. We invited academics of
primary care to ensure a more widespread account of
the issue. The criteria for choosing this group were
extended experience in development, implementation
or evaluation of clinical guidelines.

2.2. Clinical conditions

We deliberately focused on five clinical condi-
tions (Table 1). The conditions provided a suitable

Table 1

Clinical conditions and the reasons for their explicit inclusion in the study

combination of clinical guidelines: high awareness
with complicated prescribing (asthma), high awareness
with less complicated prescribing decisions (statins for
CHD prevention), medium awareness with focus on
diagnosis rather than treatment (depression) and con-
ditions for which guidelines were not well publicised in
primary care and GPs had varying degrees of responsi-
bilities (menorrhagia and epilepsy). All those clinical
conditions resembled each other in the fact that GPs
prescribed medicines for their treatment at some stage
of the disease.

2.3. Interviews

Eleven face-to-face and 14 telephone interviews
were conducted in late 2000 and early 2001, tape-
recorded and transcribed, each interview lasting
25-45 min. One author (A.R.) conducted all the inter-
views [52]. The interview questions were devised so
that they captured opinions and beliefs of the GPs.
The first three interviews were in-depth. The purpose
of these exploratory interviews was to provide a bet-
ter understanding of the context, to identify clinical
conditions to focus on during the semi-structured inter-
views, and to prepare a suitable set of questions for the
semi-structured interviews (Appendix A).

2.4. Analysis

We used the ‘framework’ method for the analysis,
consisting of five steps of ‘familiarisation’, ‘identify-
ing a thematic framework’, ‘indexing’, ‘charting’ and
‘mapping and interpretation’ [53]. This method has
been specifically developed for the analysis of qual-
itative data for policy-oriented studies.

Clinical condition

Priori reasoning for inclusion in the study

Asthma
Coronary heart disease (CHD) prevention

Depression
Epilepsy

Menorrhagia

Complex treatment with emphasis on prescribing;
existence of nationally known clinical guidelines
Prevention with emphasis on prescribing?; existence
of nationally known clinical guidelines

Complex treatment with limited role for prescribing
Complex treatment with emphasis on prescribing;
Limited role for GPs

Prescribing normally as the first line of treatment

2 We focused on statins prescribing in the study.
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A contact and content summary form was devel-
oped for each interview during ‘familiarisation’ [54].
We developed an initial thematic framework using the
interviews, prior thoughts and literature. We used the
Theory of Planned Behaviour (TPB) deductively in
the process [55,56]. The TPB is a psychological elab-
oration of the behaviours of rational actors. Limited
applications had suggested that the TPB was useful
in understanding provider behaviour [57]. A prelimi-
nary framework was developed and then discussed in
a series of iterative meetings between the researchers.
Then the thematic framework was checked against the
interviews through repeating the familiarisation pro-
cess. One author initially (A.R.) indexed the transcribed
interviews with codes linked to the thematic frame-
work [53,56]. Sections of data were indexed with one
or more codes (cross indexing) wherever appropriate
[56]. Then the coded text was discussed with another
author (I.R.) and coding was adjusted where appropri-

Table 2
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ate. This process was repeated several times for all the
interviews. We produced one table for each ‘theme’
and assigned rows to interviewees and columns to sub-
themes. We transferred data onto the tables to produce
the analysis ‘chart’. We compared the views of each
interviewee across different themes (looking across the
rows) and the views of different interviewees about
each theme (looking across the columns). The relation-
ships between the sub-themes and the themes were also
investigated. We consulted the transcribed interviews
and added extracts to the chart wherever necessary.
The ‘interpretation’ of the themes followed an iterative
process similar to what explained for the indexing.
The thematic framework was updated in the process
of the analysis [53]. The initial framework contained
nine themes which were reduced to seven as the anal-
ysis developed. The process of refining the themes
followed a non-strict adoption of the grounded the-
ory [58]. We prioritised data over theory and literature

Thematic framework: Factors explaining variation in implementation of guidelines’ prescribing recommendations in primary care (strong

facilitators and barriers are highlighted in bold)

Facilitator

Facilitator and barrier Barrier

Theme I: credibility of content of clinical guideline
Evidence-based
Flexible

Theme II: credibility of source of clinical guideline
National professional bodies
National governmental bodies
Published in respected sources

Theme Il1: presentation of clinical guidelines
Simple
Systematic presentation

Theme 1V: influential people in implementation
Practice nurses and primary care team
Primary care organisations, pharmacists, prescribing advisers

Theme V: organisational factors
Practice characteristics (mini-clinics)
Information technology

Theme VI: disease characteristics
Rare or ‘simple’ disease

Theme VII: dissemination strategy
Ownership—local vs. national guideline
Planning implementation
Perceived need, first contact, knowledge
Enforced implementation
Supporting implementation

Change in recommendations

Secondary care
Pharmaceutical industry

Patients

Consultants

GP colleagues

Drug companies and reps

Time, workload, information overload
Availability of required resources

Cost and expenditure

Treatment is secondary care based
Difficulty of diagnosis

Medico-legal issues
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in the analysis (inductive approach) [56]. We obtained
verbal consents from the participants and offered no
honorarium.

3. Results

Seven themes and thirty sub-themes were identified
(Table 2).

3.1. Theme I: credibility of content

The interviewees insisted that guideline recommen-
dations should be ‘evidence’-based as it influenced
implementation: “where the evidence isn’t excellent,
it’s obviously more difficult to use a guideline”(A11).
Not all ‘evidence’ was seen as relevant, unless it orig-
inated from trials in primary care, including patients
with co-morbidities [31,35,47]. In this context if GPs
perceived ‘evidence’ as irrelevant or unconvincing,
they concluded there was no evidence. GPs perceived
many guidelines as unhelpful or useless, often because
of weak evidence base.

Apparently some GPs adopted passive approach to
the acquisition of guidelines. Hence, guideline devel-
opers or promoters were considered responsible for
distributing guidelines and convincing GPs. Regard-
less of emphasis on evidence base, there were important
exceptions as some guidelines [59] had been adopted
despite the fact that some of their recommendations
were not evidence based. “The fact that [it] wasn’t
evidence-based didn’t seem to make a lot of differ-
ence”’(A13). To practitioners, evidence was only one
element among others [30].

Change in recommendations evoked scepticism and
negatively influenced implementation. ... and you
then begin to wonder, how long before it changes again
and for what reason?”(P10). Noticeable changes in rec-
ommendations affected patient-doctor relationships as
patients became sceptical of the quality of care they
had received. GPs welcomed guidelines if there were
changes in practice and they felt “they need[ed] update
on them”(AS). Guidelines that reflected current state of
practice or suggested minor changes found their ways
into practices easier.

Some interviewees argued guidelines were not flex-
ible enough to apply to individual patients [60]. While
guidelines expected GPs to think in certain ways,

patient expectations were different. “The [patient’s]
top priority might be. .. to have a pain killer.”’(A4).
Guidelines were most useful where the clinical problem
had not much variation. In practice many conditions
were complicated.

3.2. Theme II: credibility of source

The interviewees expected to receive advice from
‘reputable bodies’: widely known, authoritative and
often national [41]. National bodies such as the
National Institute for Clinical Excellence (NICE) and
Scottish Intercollegiate Guidelines Network (SIGN)
were perceived as credible. NICE was perceived as
an authoritative body, which could ease the problem
of multiple sources of information. “That’s why actu-
ally the NICE guidelines are in a better way of doing
ir’(P8). Some interviewees were unsure about the way
the NICE guidance was produced or the topics were
chosen. Publishing guidelines in respected sources
enhanced credibility. The most credible source was
the British National Formulary (BNF) [42]. GPs found
it helpful that asthma and CHD prevention guidelines
were included in the BNF. There was limited support
for publications in other sources [39].

High representation of secondary care consultants
in guideline development undermined credibility. Con-
sultants saw ‘filtered’ patients and were unaware
of patient—doctor communication in general practice.
Despite this general view, some interviewees acknowl-
edged that at least two guidelines [59,61] that were
‘successfully’ adopted in general practices had orig-
inated from secondary care. Sometimes consultants
produced guidelines — of low quality [62] — to trans-
fer workload to general practice. Consultants tried to
improve GP behaviour, while “they are even worse in
following guidelines”(P9). ‘Professional boundaries’
exaggerated these feelings. Pharmaceutical industry
was not perceived as credible. The industry’s contribu-
tion to guideline development undermined credibility
[63].

3.3. Theme III: presentation of clinical guidelines

Strong and simple recommendations were more
likely to be followed: “a complicated piece of paper
it’s no use to me. I'm a simple man and I need to have
simple ideas”(P5). GPs work in a complex environment
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and guidance has to be clear. Complex guidelines may
hinder understanding and be less persuasive [64] and
hence difficult to implement [65]. Emphasis on simplic-
ity may also reflect short consultation time. Simplicity,
however, was not a simple concept. Guidelines seen as
simple by some interviewees were considered difficult
by others.

The interviewees supported systematic presenta-
tions in the CHD prevention and the BTS asthma
guidelines as it helped ‘logical thinking’ [59,61].
The BTS guideline’s innovative stepped approach
simplified classification and treatment of asthma,
“because of the hierarchical nature of. . . mild, moder-
ate, severe”(P9). Thus instead of a complicated disease
with several treatment options (difficult), there were a
few sub-diagnoses (‘steps’) with few treatment options
(simple).

3.4. Theme IV: influential people in
implementation

Patients influenced choice of drug preparation (e.g.
generic versus non-generic). Guidelines helped doctors
back their decisions and convince reluctant patients.
This might be why guidelines recommending cur-
rent practise could be beneficial. Guidelines informed
patients of treatment options and increased expecta-
tions: “should I actually be taking something ?”’(A6).
Some GPs were “very happy for every patient with
a chronic disease to have a copy of an up-to-date
guideline”(A3). Previous studies concluded that patient
pressure was the main cause of ‘non-scientific pre-
scribing’ [31,42]. Our findings did not support this.
In fact, perceived patient pressure may be more impor-
tant than actual pressure as suggested by the TPB [55].
Moreover, Little et al. found perceived pressure was
the predictor of prescribing while actual patient expec-
tation was not [4].

GP colleagues within practice were considered
influential. The influence was variable and not always
in line with guidelines. GPs used meetings to reach
agreements with their colleagues, as they ‘shared’
patient care. The influence of GPs outside the practice
was limited, unless from motivated colleagues.

Local consultants were generally perceived as influ-
ential [42]. The influence was exerted through letters
and meetings and was dependent on local relationships.
Consultants seldom recommended guidelines in their

letters, thus they could potentially hinder implemen-
tation: “you may end up prescribing the way they do
instead of using the guidelines”(A11). Some intervie-
wees thought that consultants’ influence was reducing.
The diffusion of innovation theory [66] suggests con-
sultants influence is limited: GPs seek information from
‘peers’, which may not include consultants.

The interviewees valued practice nurses’ roles in
guideline implementation while running mini-clinics
for chronic diseases [47,57]. Nurses informed GPs
of new guidelines. Some guidelines specifically tar-
geted practice nurses. One interviewee mentioned that
disagreements between GPs and nurses negatively
affected implementation. Practice managers and dis-
trict nurses also influenced implementation.

Interviewees thought that Primary Care Organisa-
tions and prescribing advisers had limited influence
on prescribing. Local formularies were not thought as
helpful. Some interviewees felt too much information
was delivered through the advisers and pharmacists.
GPs disagreed with the advisers on what to prescribe.
GPs might not prescribe cheaper alternatives because
of minor side effects or number of times the drug should
be taken. “I think it’s easy for a pharmacist to say pre-
scribe four tablets a day”(A4). The social influence
theory implies that advisers can influence GPs if they
are known and respected by the GPs [67].

Interviewees acknowledged the role of drug com-
pany representatives in the implementation of BTS
asthma guidelines and diffusion of CHD risk estimation
charts. The influence of reps was perceived as lim-
ited [66]. Some GPs did not see representatives. Others
thought that representatives indirectly influenced GPs
by targeting consultants and nurses.

3.5. Theme V: organisational factors

Practice characteristics such as training status and
mini-clinics (e.g. for asthma and CHD prevention)
improved guideline implementation [68]. Lack of
(access to) hardware or human resources hindered
implementation. “Heart failure is a wonderful guide-
line, but how do you actually put it into practice if you
can’t get open access to echocardiography”(A6). There
was general support for the use of information technol-
ogy in implementation. However, fruitful experiences
were limited: risk calculation for primary CHD preven-
tion, searching for guidelines and using computerised
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patient records for proactive follow ups. Computerised
decision systems were perceived useful for diseases
with straightforward diagnoses and limited treatment
options, but not for chronic diseases [69]. GPs some-
times found computerised systems ‘intrusive’.

There was a genuine belief that general practice was
under increasing pressure. “If there are any guidelines
to come, that’s not a good time. . .”(P3). “I think mod-
ern general practice requires you to be proactive, to
be planning for staff, get involved in staff training,
following guidelines. .. that influences my prescrib-
ing, because I don’t manage to prescribe very much
because I'm always at meetings (laughing)”’(P5). Read-
ing, understanding, discussing and utilising guidelines
and auditing implementation is time consuming. Many
guidelines produced extra workload by advocating
step-by-step treatment; i.e. start by the least expen-
sive drug. This resulted in more patient appointments.
Nonetheless, if there was perceived need for a guide-
line, then time would not be a major barrier. GPs
worked ‘smarter’ [70]: shifted or changed priorities.
GPs were frustrated of receiving many ‘“unhelpful’
guidelines [33], from drug companies and others, that
lacked relevance and quality [13,14,62]. Some GPs
sent guidelines “straight in the bin”. Others tried to
keep them, but failed: “you can’t have a guideline
library”(P7). GPs tried to be selective, but there were
no explicit criteria. Excessive production of guidelines
may act as ‘noise’ factor in implementation, as it dis-
tracts GPs from evidence-based guidelines.

GPs were under scrutiny to prescribe within bud-
get. This was difficult if guidelines requested initiation
of new drugs without removing the need for oth-
ers (e.g. statins). Primary Care Organisations were
not perceived supportive if implementation increased
expenditure. Guidelines were welcomed if they ‘jus-
tified” additional prescribing cost. Some interviewees
did not welcome cost-containing messages, especially
if they could not see the justifications [71]. Cost-
containment motives should be explicitly defined in
the guidelines [45].

3.6. Theme VI: disease characteristics

Primary care guidelines were less likely to affect
the quality of care for disease for which GPs had
limited roles; e.g. “GPs initiate epilepsy treatment
very rarely’(P11) [72]. Where the diagnosis was

problematic (e.g. depression), guidelines with empha-
sis on prescribing were not helpful. Concerns were
expressed about the NICE’s guidance for treatment of
influenza because of the difficulty of diagnosis. For
some ‘simple conditions’ a short piece of evidence or
recommendation might work better than a guideline;
e.g. management of uncomplicated menorrhagia. Pub-
lications like the ‘Clinical Evidence’ could provide a
proper answer to this need. IT was particularly useful
when doctors sought guidelines for treatment of rare
diseases; similarly patients could present guidelines in
case of “more obscure conditions”(P12).

3.7. Theme VII: implementation strategies

“There is a [wrong] common view that the failure of
guidelines is simply due to a resistance or the stupidity
on the part of general practitioners”(A4). “You can’t sit
down with a copy of the guidelines with a covering note
saying please do this”(A13). Thinking “that the guide-
lines on their own would make a difference is probably
naive”(A12) as “guidelines are only part of this”(P2).
Even when the change in prescribing was as a guideline
recommended, it was not clear whether the change was
due to the guideline. Generally non-academic GPs were
more likely to think guidelines influenced prescrib-
ing. Careful planning of marketing, dissemination and
implementation of guidelines could succeed even with
guidelines that were not evidence-based (e.g. asthma).

Guidelines may help ‘change’ to stay longer in
practice. They provide a milestone for reference
and implementation. Respected guidelines transfer
new evidence more easily into practice through
update versions. Conversely, misunderstanding might
cause actions contrary to recommendations. One
interviewee reported that some GPs applied CHD
primary prevention charts on patients who required
secondary prevention [41]. Studies evaluating effec-
tiveness of guideline implementation should consider
these adverse outcomes.

“We as professionals want to know we are doing
our best for our patients”(P2). Guidelines were more
effective when GPs were aware of shortcoming in the
care they provided. Perceived need helped GPs to be
selective. It may explain why sometimes just mailing
out guidelines is effective [21]. Targeting conditions
with sub-optimal care could result in dramatic achieve-
ments. One interviewee reported 90% improvement in
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prescribing when they introduced a guideline for sub-
lingual analgesics. He believed this success was due
to good communication and GPs readiness for adopt-
ing the guideline. Guidelines were sometimes used
as sources of up-to-date knowledge. GPs also read
guidelines to ‘confirm’ their practices. Some intervie-
wees referred to reading guidelines as ‘using’ them.
If a guideline was perceived non-helpful, more effort
was required to convince GPs to read it again. Similar
to social psychology, we called this phenomenon the
first contact effect, implying the importance of the first
encounter with guidelines [64].

GPs should be involved in the development or adap-
tation of guidelines for primary care. “The biggest
barrier, I think is not being locally owned”(A8). Local
adaptation could increase credibility, improve owner-
ship, and improve understanding of recommendations
and underlying justifications [67]. Adaptation might
facilitate setting local targets and ‘translation of evi-
dence’ [30].

National priorities in the NHS often emerge through
the National Service Frameworks and NICE guidance,
and are used to introduce performance indicators. Some
interviewees thought performance indicators were not
justified; others found them ‘insulting’. Although
financial and managerial pressures achieve results,
especially in short term, they cause negative reactions
[45]. Enforcing should be limited to where other inter-
ventions are ineffective. According to the field theory
enforcing without addressing barriers to change leads
to increased tension with little or no gain [71,73].

Guidelines may be implemented to avoid poten-
tial medico-legal consequences of non-adherence. The
interviewees did not perceive medico-legal liabilities
(towards patients or authorities) a major source of dis-
content about guidelines. In the past guidelines were
not used in British legal cases due to the Bolam test,
suggesting that non-adherence was negligent only if no
skilled professional failed to comply with the guideline
[74]. Bolam test has been challenged in recent court
rulings [75].

Persistent, non-conflicting and repeated exposure to
recommendations was perceived an important facilita-
tor. Interviewees thought that there were not enough
supports for guideline implementation and financial
incentives were inadequate. The effects of financial
incentives on prescribing are uncertain [76]. Intervie-
wees also thought that audit (and feedback) facilitated

implementation by informing GPs of their perfor-
mance. Also distribution of audit results among local
GPs encouraged implementation as GPs did not want
“to fail in front of [their] peers”(P6).

4. Further discussion

Four findings in this study are important. First,
the study provides an illustrative framework for
understanding why GPs may not implement clini-
cal guidelines’ prescribing recommendations. Also,
the views of the interviewees on the effective-
ness of different interventions are summarised in
Table 3. Second, the study suggests that change in
recommendations may hinder implementation. This
is extremely important since the development of
evidence-based guidelines requires change in recom-
mendations (because of change in evidence or our
understanding of evidence). Third, the study supports
the findings of some previous work that practitioners
do not have a universal view or a common under-
standing of valid ‘evidence’. Fourth, the study suggests
that despite the attention of academic guideline devel-
opers on the evidence base of guidelines, GPs use
‘old-fashioned’ approaches (e.g. credibility of source
or view of influential others) to ascertain validity of
guidelines.

Table 3
Perceived effectiveness of interventions to implement guidelines’
prescribing recommendations in primary care®

Intervention Perceived effectiveness

(GP opinions)
Participatory guideline Effective
development
Audit and feedback Effective
Patient mediated Effective
Peer review Effective
Local opinion leaders Effective
Practice support Effective

Rules, obligations

Inter-professional shared
care

Reminder systems

Educational outreach

Financial incentives

Mailed printed material

Effective/context specific
Effective/context specific

Limited effect
Limited effect
Limited effect
Not effective

2 Note that the views of the interviewees are not necessarily in line
with evidence obtained through interventional studies.
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Fig. 1. Simplified presentation of the theory of planned behaviour
(TPB).

4.1. Thematic framework and the TPB

The thematic framework (Table 2) evolved dur-
ing the analysis [53]. The themes were not exclusive.
For example, we split items relevant to secondary
care professionals between ‘credibility of source’ and
‘influential people’. Also we discussed ‘ownership’
among ‘dissemination strategies’. Although local own-
ership improved ‘credibility’, it was usually part of
the dissemination process. Conversely, we discussed
‘publishing in respected sources’ under ‘credibility of
source’.

The TPB asserts that individuals’ behavioural inten-
tions are based on feelings towards the behaviour
(attitude); perceived views of important others (sub-
jective norm); and perceived ability to perform the
behaviour (perceived control; Fig. 1) [55]. Theme
‘influential people’ correlated with TPB’s ‘subjective
norm’. ‘Credibility of content’ and ‘source’ affected
GP ‘attitudes’. ‘Presentation’, ‘organisational fac-
tors’ and ‘implementation strategies’ were related to
‘perceived control’. ‘Organisational factors’ and ‘dis-
ease characteristics’ directly affected implementation,
reflecting the link between ‘perceived control’ and
‘behaviour’ in the TPB. The correlations between the
themes and TPB constructs were not exclusive. For
example, ‘credibility of source’ could also affect ‘sub-
jective norms’. ‘Disease characteristics’ was also a
screening theme. It could identify some circumstances
where guidelines for GPs were not effective [51].

4.2. Attributes of good guidelines

Several studies discussed attributes of good guide-
lines [13,77,78]. The Institute of Medicine identified

eight attributes: validity, reliability and reproducibil-
ity, clinical applicability, clinical flexibility, clarity,
multidisciplinary process, scheduled review, and doc-
umentation [77]. Our study implied that GPs did not
give equal weights to the attributes and this varied
among GPs. We also identified one further attribute
that is important for implementation. Guidelines should
be clear about ‘changes’ they propose. This new
attribute helps clinicians to understand better why a
particular guideline is required. It also helps plan-
ning resources, time required for implementation, and
actions in response to the guideline.

In reality, many attributes of good guidelines are
more attractive to methodologists than to clinicians.
GPs found it difficult to assess validity and reliability
of guidelines. Instead, as our findings suggested, they
used credibility of source or views of influential peo-
ple to form their opinions. The AGREE instrument can
help clinicians in appraising guidelines [78]. It consid-
ers some implementation issues and is relatively easy
to administer.

4.3. Limitations and strengths

We did not use ‘respondent validation’ [79].
Because of delays in preparation of the analysis report
we assumed the respondents were likely to have for-
gotten or changed their views. Purposive sampling was
the biggest threat to the validity as positive views
might be over-represented. Random sampling could
have improved generalisability [35]. The inclusion of
academic GPs improved the comprehensiveness of the
study. We looked for systematic differences between
academics and non-academics. With the exception of
whether guidelines resulted in change in practice, dis-
cordant views were not along the lines of the groups.
There were also extreme views, e.g. one academic
thought consultants should be kept out of guideline
development for primary care. Obtaining views of
practice nurses, consultants and practice managers
might have improved the study. The framework method
helped structuring the analysis process [53]. It enabled
explicit incorporation of a priori reasoning into the
analysis [56].

Previous qualitative studies of prescribing in British
primary care focused on different issues such as change
in prescribing [39,42], statins [41], antibiotics [28],
antithrombotics [46], patient—doctor relationship [80]
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and implementing guidelines [47,69]. We used a unique
sampling approach in which both GPs and academics
of primary care were included. We asked questions
about implementing guidelines’ prescribing recom-
mendations for a priori and objectively defined set of
five clinical topics, ensuring variation in complexity,
role of prescribing in patient management, GP role in
prescribing and GP awareness of guidelines (Table 1).
We used these approaches to increase variability in
responses and improve our understanding of imple-
menting guidelines in primary care.

4.4. Evidence and implementation

Wood et al noted ‘one requires precision in talking
about evidence’ (p1735) [30]. Sometimes ‘evidence’
is a jargon that supports opposing positions about a
specific phenomenon (e.g. a trial) depending on one’s
viewpoint. We noted GPs used other terms alongside
evidence e.g. ‘relevance’ and ‘usefulness’. Under-
standing what GPs mean by evidence is essential in
implementation [31]. Participants had different views
on what constituted the best evidence. Green noticed
that professionals found ‘evidence’ less useful if its
agenda was different from theirs [81]. She argued this
was because evidence was ‘constructed through profes-
sional practice’. In our study, however, GPs maintained
different views despite sharing professional practice.

We found evidence base is only part of credibil-
ity of content [60] and should be complemented by
‘flexibility’ and ‘change’. Uncertainty about what is
the best evidence for primary care resembles difficul-
ties of grading guideline recommendations in which the
highest grades are assigned to recommendations based
on meta-analyses of randomised trials. Our findings
supported the use of other criteria such as balance of
benefits and costs, and importance of recommendations
for grading recommendations [82].

Our thematic framework improves understanding of
observed variations in implementation, and design of
models of implementing guidelines [51]. Future stud-
ies should attempt to quantify the relationship between
evidence base of recommendations and implementa-
tion, and also between change in recommendations
and implementation. Experimental designs as well as
methods of measuring stated choice can be used for
this purpose [83]. Small but important costs and side
effects of implementing guidelines should be mea-

sured in evaluative studies. GPs views and concerns
should be taken seriously to improve implementa-
tion. Interventions should be used that do not hamper
long term objectives of improving quality in primary
care.
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Appendix A. Semi-structured interviews’ plan

(a) Summarising statement about the project and the
purpose of the interviews by the interviewer.

(b) Clarifying that the interview will be tape-recorded
(consent to record).

(c) Questions: (use questions as a guide only):

1. Thinking of clinical guidelines in primary care,
can you tell me of examples where the guide-
lines were useful in drug prescription of general
practitioners?

(a) Probe: asking for specific guidelines
(b) Why do you think the guidelines were useful?

2. Thinking of clinical guidelines in primary care,
can you tell me of examples where the guidelines
were not useful in drug prescription of general
practitioners?

(a) Probe: asking for specific guidelines
(b) Why do you think the guidelines were not use-
Sul?

The next set of questions asks about your
opinions on clinical guidelines that have been
developed for specific clinical conditions.

3. Asthma: Among clinical guidelines for the treat-
ment of asthma in adult patients, which guidelines
are more likely to be followed in general practice?
(a) Why do you think some guidelines were

adopted in general practice rather than others?
How did those guidelines influence prescrib-
ing for asthma?
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4. Statins: How do you think of the advantages of
clinical guidelines for the use of statins? What are
the possible results of adherence to guidelines for
the use of statins?

5. Depression: Are you familiar with any guideline
for the treatment of depression in primary care? Is
it likely to be followed in general practice? Why?

6. Epilepsy: Are there any clinical guidelines that you
use in the treatment of epilepsy? Why?

7. Menorrhagia: Which guidelines, if any, do you use
in the treatment of menorrhagia? What influences
has it made on your prescribing patterns?

8. Who else might influence GPs’ adherence to any
of the guidelines, which have been mentioned in
the interview so far?

(a) Probe: does it differ for different guidelines?

9. Barriers: What are the barriers of the clinical
guidelines’ implementation in your practice?

(a) The guidelines can be mentioned specifically
again, if necessary
10. Facilitators: What do you think are the factors that
encourage you to use those clinical guidelines in
every-day practice?
11. Is there anything else I should have asked you?
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