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The doctors’ challenge:
How can we follow
guidelines better?

EDITORIAL

N THIS ISSUE of the Journal, Drs. Sinclair
and DelVecchio summarize the rationale

for screening for diabetic retinopathy and an
increased role for internists and other physicians
in making sure their patients get screening.

See related article, page 151

The issue is tremendously important.
Diabetic retinopathy is the leading cause of
blindness in the developed world. Regular
screening and early intervention reduce the
risk of blindness and are recommended by
multiple professional organizations.

Yet, as these authors point out, a substan-
tial gap exists between evidence and clinical
practice. At best, only about half of patients
with diabetes undergo yearly screening as rec-
ommended.

The problem of physicians not adhering to
guidelines is well known—and it isn’t limited
to diabetic retinopathy. For example, in spite
of well-publicized guidelines and effective
treatments for hypertension and hyperlipi-
demia, only a small percentage of patients
reach their target blood pressure and lipid lev-
els.1–3 The same applies to other common
chronic conditions. Adherence is poor even
with noncontroversial guidelines such as those
for handwashing.4

What can we do to close the adherence gap?

■ REASONS FOR NONADHERENCE

Many factors—in the physician, the patient,
the health care system, and the guidelines

themselves—can contribute to nonadher-
ence.5

Physician factors
Some physician factors are:
• Clinical inertia6 (not doing something

even though the physician is aware that it
is recommended)

• Ignorance of the guidelines (for example,
Swales3 found that many physicians hold
misconceptions about the relative impor-
tance of systolic and diastolic blood pres-
sure, the need for more aggressive treat-
ment in the elderly, and the need for
improved physician-patient interaction.)

• Time and cost issues7

• Overestimation of personal adherence to
the guidelines6

• Lack of necessary data that should be
readily available (eg, the date of the last
ophthalmology appointment or the oph-
thalmologist’s recommendation for earlier
follow-up)

• Lack of training or skills in quality-
improvement processes6

• Disagreement with the guideline, or a per-
ceived conflict between physician autono-
my or individual expertise vs uniformity of
care.8

Patient factors
Patient factors have been cited as the most
common reason that physicians do not follow
guidelines.9

To describe the sum of a patient’s beliefs
about his or her disease and its treatment, Janz
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and Becker10 coined the term health belief
model. A patient’s health belief model can be
measured and given a point score. Cerkoney
and Hart11 found that, in a group of diabetic
patients, there is a correlation between the
patient’s adherence to guidelines and his or
her belief model score.

Systemic factors
The health care system can clearly affect how
physicians adhere to guidelines. Some factors
that can worsen adherence are:
• Reimbursement models that favor symp-

tom-based care and procedural interven-
tions as opposed to preventive care and
educational interventions

• Lack of resources for patient and clinician
training

• Lack of uniformity in payer policies.

Guideline factors
For some diseases (eg, hypertension), different
organizations have issued different guidelines.
A survey found that Canadian physicians dif-
fered widely on how they treated hypertension,
and differed more widely on points of treat-
ment on which the various guidelines differ.12

Encouragingly, another survey found that
physicians seem to be swayed more by the
strength of the evidence than by who is issu-
ing the guidelines.13

■ SO WHAT IS THE ANSWER?

Sinclair and DelVecchio propose that the pri-
mary care physician and the ophthalmologist
send each other standardized form letters to
improve communication and thus bridge the
adherence gap in retinopathy screening. They
also define what they think are the proper
roles of the different physicians.

The solution may not be so simple.
Nevertheless, a variety of interventions can
improve adherence to guidelines. With so
many possible factors contributing to nonad-
herence, it is unlikely that any one solution
will meet all needs. Different types of inter-
ventions may be needed for different guide-
lines and health care settings.

Renders et al14 reviewed 41 studies of dia-
betes management and concluded that multi-
faceted interventions can help. Examples were

computerized tracking systems, regular con-
tact with the patients by nurses, and patient
education. Of note, however, most of the stud-
ies looked at “process outcomes” (ie, adher-
ence to guidelines), but not clinical outcomes
such as blindness, myocardial infarctions, or
deaths, which are what really matter.

Electronic medical records
New technology may provide solutions in cer-
tain settings.

A popular idea is the electronic medical
record. Electronic systems can be designed
with practice guidelines built in, so that the
computer can prompt the physician what to
do. The physician can override the computer’s
suggestion, however, so clinical decisions are
standardized but still individualized.15

In the case of diabetic retinopathy, an
electronic record system could generate
reminders when a patient is due for screening.

Moreover, electronic medical record data-
bases can identify patterns of adherence to
guidelines and can help in designing interven-
tions at points where the process of care breaks
down.16 For example, adherence rates might
be improved by auditing physicians with low
rates of adherence, educating them, and giv-
ing them feedback.17

Another technological fix is telemedi-
cine. In the case of retinopathy screening,
nonspecialists could take photographs of the
retinal fundus, which ophthalmologists could
examine via computer.

Education for doctors and patients
Warner et al18 developed guidelines for man-
aging acute appendicitis at their hospital, and
their outcomes improved. To sustain the
improvements long-term, however, they con-
cluded they needed to identify key team mem-
bers, keep monitoring adherence, and keep
educating the doctors and nurses.

Clinician education needs to be active
and individualized to produce a lasting
change.19 Patient education is required to
improve health-related outcomes. Nurses can
play an important role in patient education or
facilitating adherence to treatment.

The role of public education in increasing
patient awareness of guidelines and their
impact needs to be explored.20

Barriers exist in
physicians,
patients, health
care systems,
and the
guidelines
themselves

ADHERING TO GUIDELINES MEHTA

 on May 17, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


Paying for quality
It would help to change the remuneration sys-
tem to promote quality rather than quantity
and to promote preventive care.7 Including
cost-effectiveness data in the guidelines can
help the clinician and patient make informed
decisions.21

Driving this process should be large orga-
nizations that are subject to regulations. For
example, payments to hospitals could be
linked to accreditation, which in turn could
be linked to adherence to guidelines, prompt-
ing the hospitals to improve their practice
patterns.22 In addition, as guidelines become

accepted as standards of care, physicians and
systems may improve if only to reduce their
risk of being sued for malpractice23 or to be
included in networks or provider panels of
health plans and large employers.

■ IT WON’T BE EASY

These interventions take a lot of time, effort,
and money, and the benefits may not be seen
for several years. Regardless, a combined orga-
nizational approach incorporating various
appropriate strategies will be required to
bridge the adherence gap.24
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