[image: image1]Even High-Quality CPGs Seldom Include Implementation Strategies

		ORIGINAL RESEARCH
published: 12 January 2021
doi: 10.3389/fphar.2020.593894


[image: image2]
Even High-Quality CPGs Seldom Include Implementation Strategies
Luciana Pereira de Vasconcelos1*, Daniela Oliveira De Melo2, Airton Tetelbom Stein3 and Heráclito Barbosa de Carvalho1
1Department of Preventive, Medicine Medical School, São Paulo University, São Paulo, Brazil
2Department of Pharmaceutical Science, Institute of Environmental, Chemical and Pharmaceutical Sciences, Federal University of São Paulo, São Paulo, Brazil
3Department of Collective Health, Federal University of Health Sciences of Porto Alegre, São Paulo, Brazil
Edited by:
Luciane Cruz Lopes, University of Sorocaba, Brazil
Reviewed by:
Tanja Mueller, University of Strathclyde, United Kingdom
Sarah Silva, Ministry of Health, Brazil
* Correspondence: Luciana Pereira de Vasconcelos, luciana_vasconcelos@globo.com
Specialty section: This article was submitted to Pharmaceutical Medicine and Outcomes Research, a section of the journal Frontiers in Pharmacology
Received: 11 August 2020
Accepted: 28 October 2020
Published: 12 January 2021
Citation: Vasconcelos LPd, Melo DOD, Stein AT and Carvalho HBd (2021) Even High-Quality CPGs Seldom Include Implementation Strategies. Front. Pharmacol. 11:593894. doi: 10.3389/fphar.2020.593894

Background: Implementation is a key step in ensuring that high-quality clinical practice guideline (CPG) recommendations are followed and have a positive impact. This step must be planned during CPG development. This study aims to inform professionals tasked with developing and implementing CPGs regarding implementation strategies and tools reported in high-quality CPGs for chronic non-communicable diseases (NCDs).
Methods: NCD guidelines were selected based on Appraisal of Guideline Research and Evaluation (AGREE) II assessment. CPGs with a score of ≥60% in AGREE II domains 3 (rigor of development), 5 (applicability), and 6 (editorial independence), were considered high quality. The content related to implementation was extracted from CPG full texts and complementary materials. Implementation strategies and tools were assessed and classified using Mazza taxonomy.
Results: Twenty high-quality CPGs were selected, most of which were developed by government institutions (16; 80%) with public funding (16; 80%); almost half (9; 45%) addressed the treatment of cardiovascular diseases. The countries with the most high-quality CPGs were the UK (6; 30%) and Colombia (5; 25%). These countries also had the highest average number of strategies, Colombia with 28 (SD = 1) distributed in all levels, and the UK with 15 (SD = 7), concentrating on professional and organizational levels. Although the content of the Colombian CPGs was similar regardless the disease, the CPGs from the UK were specific and contained data-based feedback reports and information on CPG compliance. Implementation strategies most frequently identified were at the professional level, such as distributing reference material (18; 80%) and educating groups of healthcare professionals (18; 80%). At the organizational level, the most frequent strategies involve changes in structure (15; 75%) and service delivery method (13; 65%).
Conclusion: Countries with established CPG programs, such as the UK and Colombia, where identified as having the highest number of high-quality CPGs, although CPG implementation content had significant differences. Among high-quality CPGs, the most common implementation strategies were at the professional and organizational levels. There is still room for improvement regarding the implementation strategies report, even among high-quality CPGs, especially concerning monitoring of implementation outcomes and selection of strategies based on relevant implementation barriers.
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INTRODUCTION
Clinical practice guidelines (CPGs) have been developed by several institutions aiming at reducing the variability in the health care procedures, as well as producing trustworthiness guidelines (Greenfield et al., 2011). Developing a high-quality CPG requires a great deal of financial and human resources and time. There is a need to involve a multidisciplinary group, including patient and methodologists, as stakeholders (Fervers et al., 2011; Burgers et al., 2012; Qaseem et al., 2012; Kristiansen et al., 2014). Implementation is a key step and must be planned during the CPG development, as suggested in the checklist proposed by Schünemann et al. (Schünemann et al., 2014). The effort and resources involved in developing a CPG of high methodological quality can be wasted if not properly implemented (Greenfield et al., 2011).
CPG quality has progressed, as shown by at least two meta-reviews (Alonso-Coello et al., 2010; Armstrong et al., 2017). Both included primary studies where CPG quality was assessed using the Appraisal of Guideline Research and Evaluation (AGREE) instrument in its first and/or second version (Alonso-Coello et al., 2010; Armstrong et al., 2017). The AGREE instrument is considered the best validated instrument for CPG quality assessment (Siering et al., 2013) and comprises the following domains: 1) scope and purpose; 2) stakeholder’s involvement; 3) rigor of development; 4) clarity of presentation; 5) applicability, and 6) editorial independence. Although CPG quality has improved in many domains, such as rigor of development, clarity, scope, and even stakeholder involvement, applicability scores remain the lowest. Another systematic review of this domain showed that scores did not improve between 2008 and 2013, remaining below other AGREE domains and only reaching a mean of 43.6%, at a scale of 0–100%, with 100% being the best (Brouwers et al., 2010; Brouwers et al., 2013; Gagliardi and Brouwers, 2015).
Although assessment of the AGREE II applicability domain helps identify implementation gaps, other aspects must be considered. In 2002, the Cochrane Effective Practice and Organization of Care (EPOC) group published a checklist to guide systematic reviews on implementation, as well as a taxonomy to guide the extraction of relevant information from implementation studies (Cochrane Effective Practice and Organisation of Care (EPOC), 2011). Based on the EPOC checklist, Mazza et al. developed a revised taxonomy with four levels (professional, financial, organizational, and regulatory) and 49 implementation strategies (Mazza et al., 2013).
Gagliard et al. (Gagliardi et al., 2016), has previously used Mazza taxonomy on randomized and non-randomized studies to assess implementation strategies that described methods used to implement new guidelines or promote compliance with guidelines on specific conditions (arthritis, colorectal cancer, diabetes, and heart failure). This study aimed to describe the strategies used and identify trends in overtime and clinical topic use, which may suggest implementation strategies that suit different barriers and circumstances. The study has shown that the most common strategies are at the professional level as education on guideline intent and benefits, reminders to professional groups about guideline intent, and provision of print material, such as summaries, algorithms, or referral forms.
Studies on the management of individual conditions evaluated the impact of specific implementation strategies (Forsetlund et al., 2009; Arditi et al., 2012; Giguère et al., 2012), but to the best of our knowledge, no study has evaluated the report of implementation strategies and tools in high-quality CPGs. Assessing implementation content in high-quality CPGs can contribute to disseminate good practices and opportunities for improvement in this area. Thus, the primary objective of this study was to inform professionals tasked with developing and implementing CPGs regarding the most frequent implementation strategies and tools reported in high-quality CPGs in chronic non-communicable diseases (NCDs) by using Mazza taxonomy (Mazza et al., 2013).
METHODS
Selection and Description of CPGs
The CPGs were selected from a previous study from our research group, hereinafter referred to as the CHRONIDE study, where 421 CPGs on the pharmacological treatment of NCDs (cardiovascular disease, lung disease, diabetes, osteoporosis, depression, osteoarthritis dementia, gastroesophageal reflux disease, and benign prostatic hyperplasia), published in English, Spanish, or Portuguese, were assessed using the AGREE II instrument (Molino et al., 2019). The focus on NCD with pharmacological treatment was decided because of the burden of these conditions in the healthcare system and the variety of treatment options. The implementation of evidence-based CPG in NCD can improve health outcomes.
To guarantee consistency on the use of AGREE II, all documents were reviewed by three independent appraisers. They were trained following the AGREE II online training tool and pilot appraisal of two international guidelines to confirm reviewers’ understanding. The final rate for each item in the AGREE II domains (total of 23 items) was decided by consensus. Differences of ≥2, in the 7-point scale, where 1 and 7 indicate “strongly disagree” and “strongly agree,” respectively, were considered discrepant. The final score for each domain was calculated according to the instrument manual.
The AGREE II manual does not define a specific cut off or the domains considered in classifying CPGs as high quality. Thus, in this study, CPGs with scores of ≥60% in domains 3 (rigor of development), 5 (applicability), and 6 (editorial independence), were considered high quality. These domains were chosen based on other studies that considered these as the most relevant domains for assessing CPG quality (Hoffmann-Esser et al., 2017; Hoffmann-Eßer et al., 2018). By choosing the cut off of 60% in the selected three domains, we believe that the sample is composed of CPGs with more comprehensive report of implementation strategies and, at the same time, with an adequate description of development methods and disclaimer.
Two researchers extracted the following CPG data: year of publication, country, disease, and type of institution that developed the guideline (government, professional society, or university). The institution is classified as government if the CPG was developed or implemented by a government agency.
Assessment of Implementation Strategies
To assess implementation strategies, all contents on the implementation session and tools were extracted from complete CPGs and supplementary documents and stored in an Excel® spreadsheet. Only one researcher extracted these data (LVP). This was applied to identify and categorize strategies and tools based on Mazza taxonomy (Mazza et al., 2013). The taxonomy is composed of 49 strategies divided in four levels: professional, finance, organizational, and regulatory levels with 15, 12, 18, and four strategies, respectively (Table 1).
TABLE 1 | Representation of Mazza’s taxonomy.
[image: Table 1]Similarities were identified in high-quality CPGs developed in the same country; therefore, these were presented in clusters by country to summarize the findings. Codes were developed to identify CPGs based on the country of development and health condition addressed.
RESULTS
Selection and Description of CPGs
Of 421 CPGs, 20 had scores of ≥60% in domains 3, 5, and 6 (Agencia de Evaluación de Tecnologías Sanitarias de Andalucía (AETSA), 2012; National Vascular Disease Prevention Alliance, 2012; Goblirsch et al., 2013; Ministerio de Salud, 2013; Ministerio de Salud y Protección Social-Colciencias, 2013a; Ministerio de Salud y Protección Social-Colciencias, 2013b; National Institute for Health and Care Excellence, 2014a; National Institute for Health and Care Excellence, 2014b; Ministerio de Salud y Protección Social-Colciencias, 2014a; Ministerio de Salud y Protección Social-Colciencias, 2014b; Ministerio de Salud y Protección Social-Colciencias, 2014a; Ministerio de Salud y Protección Social-Colciencias, 2014b; Guideline Adaptation Committee, 2016; Ministerio de Salud y Protección Social, Departamento Administrativo de Ciencia, Tecnología e Innovación - Colciencias, 2016; National Institute for Health and Care Excellence, 2016; Scottish Intercollegiate Guidelines Network (SIGN), 2016a; Scottish Intercollegiate Guidelines Network (SIGN), 2016b; Malaysian Ministry of Health, 2017a; Malaysian Ministry of Health, 2017b; National Institute for Health and Care Excellence, 2019a; National Institute for Health and Care Excellence, 2019b; National Institute for Health and Care Excellence, 2019c). These CPGs were developed in the UK (n = 6), Colombia (n = 5), Australia (n = 2), Scotland (n = 2), Malaysia (n = 2), Chile (n = 1), Spain (n = 1), and USA (n = 1). They were mostly developed by governmental institutions (15; 75%) and predominantly (11; 55%) addressed the treatment of cardiovascular diseases, as described in Table 2.
TABLE 2 | Description of 20 high-quality clinical practice guidelines (CPGs).
[image: Table 2]Implementation Strategies
The largest number of strategies in a single CPG was 29 from 49 strategies described in the Mazza taxonomy (Mazza et al., 2013), as shown in Figure 1. The mean of strategies per CPG was 16.8 ± 8.5, with more strategies at the professional level. Only CPGs from Colombia and one from Australia (AUScvd) mentioned strategies at all four levels of the Mazza taxonomy.
[image: Figure 1]FIGURE 1 | Number of implementation strategies per high-quality CPG according to Mazza taxonomy.
The vast majority of implementation strategies in the CPGs from Colombia were identical, indicating that the same outline had been applied to describe the implementation strategies independent of the specific health condition addressed in each CPG.
The implementation strategies and tools in six CPGs from the UK were specific to each disease. All UK CPGs contain implementation priorities and tools to measure implementation results. The National Institute of Clinical Excellence (NICE) impact reports are comprehensive tools wherein indicators mentioned in the CPG are measured, and improvement opportunities are discussed.
The content and tools related to professional-level strategies were standard, for example health professional education strategies and short guideline versions aimed at physicians. Even in CPGs that include implementation barriers identification as strategy, the relationship between strategies and such barriers was not clearly stated. Although 10 of these 20 CPGs mention the establishment of implementation teams, it was unclear which professionals should take part in these teams or what training is needed.
Implementation Strategies and Tools Highlights
All CPGs from Colombia (Qaseem et al., 2012), one from Scotland (SCOasthma), and one from Australia (AUScvd) included most of the 15 possible professional-level strategies. The most frequent strategies related to the distribution of guideline materials and healthcare professional education is shown in Table 3.
TABLE 3 | Strategies highlights per level.
[image: Table 3]In general, strategies that covered financial aspects were minimally explored even in high-quality CPGs, and in 13 (65%) CPGs no financial-level strategy had been described.
At the organizational level, CPGs from Colombia, UK, and Australia had the most strategies identified, especially in the structural category. Only one CPG, the SCOaf2012, mentioned distance communication between health professionals and patients as a means of enhancing implementation. None of the CPGs analyzed provided any guidance on how to measure the satisfaction and commitment of professionals with the implementation of the document.
Four of the five CPGs from Colombia (COLcopd, COLdld, COLdm, and COLhbp) contained two strategies at the regulatory level, and one (COLdepr) contained one strategy. Changes in licensing, credentialing, or accreditation of healthcare services were the most frequent strategy, being identified in eight (40%) CPGs, including the five CPGs from Colombia. No implementation tool had been identified at the regulatory level (Table 4).
TABLE 4 | Tools highlights per level.
[image: Table 4]DISCUSSION
Most of the high-quality CPGs were developed in countries with existing CPG development programs, such as the UK and Colombia, consistent with previous studies (Burgers et al., 2003; Molino et al., 2019). Our results showed that CPGs from Colombia contained the most implementation strategies, including strategies at all levels. Although the Colombian CPG development program stood out in producing high-quality CPGs and implementation strategies, it should be highlighted that the content devoted to implementation was similar regardless of disease. By contrast, the strategies and tools were specific to each disease in CPGs developed in the UK, and implementation was expected to be more effective. A Cochrane systematic review concluded that tailored implementation strategies were more effective than general ones (Baker et al., 2015). Therefore, analysis of the number of implementation strategies is not sufficient to fully understand CPG implementation. The qualitative assessment of the strategies is relevant to understand how CPG developers and relevant institutions plan implementation. Although the number of strategies varies across high-quality CPGs, strategies at the professional level are predominant, whereas financial and regulatory level strategies are reported less frequently.
In the CHRONIDE study, Europe had the second highest number of CPGs (124; 30%) (Molino et al., 2019), and in the current study, Europe had contributed with half of the high-quality CPGs (10; 50%). It is worth noting that only CPGs available in English, Spanish, or Portuguese were included in our sample, which may have led to the exclusion of CPGs from other WHO countries, such as Germany and France, potentially limiting the generalization of findings (Panteli et al., 2019). There were 6 (30%) out of the 20 high-quality CPG that had been developed by NICE, which is based in the UK.
Since 2009, NICE was responsible for developing and maintaining quality indicators within the Quality Outcomes Framework. Concerning implementation tools, CPGs from the UK are highly regarded for tools, such as the NICEimpact for cardiovascular disease prevention and NICEimpact for diabetes, with data based on feedback reports and information on CPG compliance (National Institute for Health and Care Excellence, 2018). These reports aim to evaluate the acceptance of CPG recommendations developed by the NICE and measure their impact on health outcomes. Thus, NICE develops and evaluates CPG results as part of a structured program, which may have contributed to CPGs from the UK being considered high quality (National Institute For Health And Care Excellence, 2020).
Although Latin America was the fourth region with the most CPGs (54; 13%) in the CHRONIDE study (Molino et al., 2019), it had the highest proportion of high-quality CPGs (6; 11%). However, it should be noted that the results can be largely attributed to Colombia (5; 25%). Most Colombian CPGs were developed by the Institute of Health Technology Assessment and Technology (IETS), established in 2012 by the Colombian Administrative Department of Science, Technology, and Innovation (COLCIENCIAS). In addition to developing CPGs, IETS is also responsible for developing implementation strategies and tools, which may contribute to their quality (IETS, 2020). The fact that the Colombian’s CPG contained the largest number of implementation strategies does not necessarily mean that the Colombian health system has the best health outcomes. The Colombian Health-Related Sustainable Development Goals (SDGs) Index was 58.8 and 65.8 in 2011 and 2017, respectively, and despite this improvement, it is still behind countries, such as the UK, with an index of 77.0 and 80.4 in 2011 and 2017, respectively. This index evaluates how far countries are from the United Nations SDGs created to encourage improvements in health, equity, and well-being by 2030 (Institute for Health Metrics and Evaluation, 2020).
As expected, although the United States and Canada were responsible for the largest number of CPG evaluated in the CHRONIDE study (129; 31%) (Molino et al., 2019), only one of these was considered high quality in the present study. These results might be due to the structure of their healthcare systems. Despite the USA Institute of Medicine developing the Clinical Guidelines We Can Trust report in 2011 (Greenfield et al., 2011) with standards for developing trustworthy guidelines and the existence of other important CPG sources in the country, such as Emergency Care Research Institute repository of CPGs, there is no national CPG development program, such as NICE. In Canada, the Canadian Agency for Drugs and Technologies in Health is responsible for evaluating health technologies and making recommendations; however, the provinces are autonomous, and CPGs are usually developed by medical societies (Molino et al., 2019).
The implementation strategies most frequently found among the high-quality CPGs were at the professional level, consisting mainly of the distribution of reference material, individual and group education of healthcare professionals, and presentation of CPG material at meetings. This is consistent with reports in previous studies (Pantoja et al., 2017; Tomasone et al., 2020). Clinical algorithms, CPG versions directed at physicians, and material for classes, and presentations on CPGs were commonly found at the professional level. Such tools mainly aim to disseminate CPGs to healthcare professionals, and although they can be seen as a basic and essential strategy, studies show these strategies alone are insufficient (Francke et al., 2008), with the impact of educational meetings, for example, considered low (Forsetlund et al., 2009).
Financial and regulatory level strategies were not mentioned in the UK guidelines, possibly due to the healthcare system structure, with funding based on nationwide collection and allocation of resources by the Department of Health and Social Care (Nicoletti and Faria, 2017). Therefore, strategies, such as financial incentives or changes in licensing, accreditation, or credentialing of healthcare services and its elements, are not the responsibility of NICE (National Institute For Health And Care Excellence, 2020). This does not mean that financial incentive strategies do not exist in the UK, but that they were not found in CPGs and supplementary documents provided by NICE. Therefore, to fully understand CPG implementation programs in a specific country, understanding its healthcare system’s organization, funding, and social determinants is necessary. This is an important insight for future studies of CPG implementation best practices.
In the structural category of organizational level, strategies related to changes in organizational structure were the most frequent (15; 75%), followed by changes in the method of service delivery (13; 65%), and integration between health services (13; 65%), especially in CPGs from Australia, Colombia, and the UK. In the health professional’s category, strategies, such as the establishment of an implementation team (10; 50%) and relocation of roles (9; 45%) were the most frequent. Although CPGs suggested that implementation teams should be established, they did not define appropriate team composition or training. Studies show that although implementation of science training programs exists, few are intended for the practitioners responsible for planning and carrying out implementation strategies. These studies call such professional implementers, “implementation champions,” “knowledge brokers,” and “facilitators” (Proctor et al., 2019).
None of high-quality CPGs clearly addressed the relationship between implementation strategies and possible barriers to implementation. This aspect should be further explored by institutions developing CPGs as strategies aimed at overcoming such barriers can increase their effectiveness (Jäger et al., 2016). Most institutions do not routinely monitor the implementation of CPGs. Publications reporting surveillance data, such as the NICEimpact reports, could be helpful. Other types of reports, such as those using structured interviews with healthcare professionals on implementation strategies, may provide important information on preferred and most effective strategies (Adams et al., 2018).
The identification of barriers to guideline implementation is a fundamental step toward the selection of appropriate implementation strategies and is presented in 15 of the 20 CPGs. However, these CPGs did not provide any guidance on how to identify and solve the barriers. Brainstorming is a technique for identifying barriers that has no cost and can be used in chronic diseases (Krause et al., 2014). Including explanations and advice on this strategy in CPGs might help institutions identify relevant barriers and choose the most appropriate implementation strategies for their context. Therefore, the association between implementation strategies and their barriers was unclear in these high-quality CPGs. This is consistent with results found in a scoping review on trends in CPG implementation, wherein the authors show that the process of defining strategies based on relevant barriers did not change over time, despite increased awareness of its relevance to health outcomes, and the publication of several models, theories, taxonomies, and frameworks aimed at improving implementation (Gagliardi and Alhabib, 2015).
Because some studies show that the use of implementation strategies, such as alerts and reminders, can increase adherence to CPG recommendations, the use of these strategies should be encouraged. (Flodgren et al., 2016; Stein et al., 2018). However, such interventions were uncommon in the CPGs analyzed. The most common strategy (13; 65%) was the direct provision of patient data and feedback to healthcare professional. CPGs from Colombia and Australia frequently described the use of alerts and feedback regarding compliance or deviation CPGs. Organizational level tools related to patient category, such as plain-language CPG directed at patients and caregivers, were very frequent.
Decision support tools such as decision aids and option grid were identified in only three CPGs in the UK. The adoption of decision support tools based on good communication, patient autonomy, and active involvement in treatment choice has been reported in the literature as fundamental for the progression of the healthcare systems toward a value-based outlook (Bae, 2017). Although such tools are well-known, caution should be taken in their development to ensure that they are reliable. It is important to avoid scientific, financial, and ideological interests outweighing the benefits of increased patient participation in decision making by balancing risks and benefits and considering patient values and preferences (Moore et al., 2017).
The CPGs described implementation strategies at different levels of the Mazza taxonomy; however, none used the multifaceted approach, characterized by the simultaneous use of several implementation strategies (Suman et al., 2016). Based on the contents of these CPGs, it is not possible to affirm that countries are following this approach. Although publications, such as the BRIDGE study (Berwanger et al., 2012), show that the multifaceted approach increases CPG adherence, other studies report that multifaceted strategies do not change professional behavior toward CPG adherence (Suman et al., 2016).
The main limitations of this study are the language restriction and the review of published documents only, which may exclude strategies that influence implementation but are used internally by institutions as audit reports for example. Although AGREE II is a highly accepted instrument for assessing the quality of CPG, it has inherent limitations such as some degree of subjectivity, which has been reduced by the participation of three trained appraisers. Regarding the influence of the chosen 60% cut-off, although it is directly related to the number of selected CPG, this cut off has been used in most studies that use AGREE II to identify high-quality CPG. The data extraction and classification of strategies and tools were performed by only one researcher. For more complete view of all implementation strategies, future studies may include the assessment of all institutions’ policies and procedures, which would imply active participation of institutions in information collection. Although the number of high-quality CPGs was small, the institutions that developed them are incorporating implementation strategies in their documents, as recommended by some authors (Gagliardi et al., 2015). However guidelines developers and stakeholders can improve the reporting of implementation by considering the following: report tailored strategies, assess barriers, describe specific strategies to overcome those barriers, consider strategies in all four levels of Mazza taxonomy to avoid the tendency of focusing on the professional level, and establish monitoring of adherence of CPG recommendations with assessment of outcomes. The GRADE working group advises that institutions and teams responsible for CPG development must consider the aspects influencing the decision to adopt recommendations in a planned, detailed, and clear way (Alonso-Coello et al., 2016).
CONCLUSION
This was the first assessment of implementation strategies in high-quality CPGs using the Mazza taxonomy. This tool was important in identifying the main strategies included in CPGs. However, the qualitative analysis of CPG and supplementary material was essential to highlight the implementation gaps where institutions should focus for improvement.
Although Colombia CPGs presented a large quantity of strategies, these were not disease specific, whereas implementation strategies and tools were specific for each disease in UK CPGs. These differences can be explained, at least partially, by the maturity of these countries’ healthcare systems and CPG development programs. Therefore, implementation studies should include a critical analysis of CPG content, as well as health policies and procedures of institutions and countries in addition to the number of strategies.
The most implementation strategies specified in these CPGs were at the professional and organizational levels, mainly consisting of strategies for disseminating CPGs among healthcare professionals and patients. There is still room for improvement regarding the implementation strategies report, even among high-quality CPGs, especially concerning monitoring of implementation outcomes and selection of strategies based on relevant implementation barriers.
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GLOSSARY
AETSA: agencia de evaluación de tecnologías sanitarias de andalucía
af: atrial fibrillation
AGREE: appraisal of guideline research and evaluation
AUST: australia
chf: chronic heart failure
CHI: Chile
Col: Colombia
COLCIENCIAS: Colombian administrative department of science, technology and innovation
copd: chronic obstructive pulmonary disease
CPGs: clinical practice guidelines
cvd: cardiovascular disease
depr: depression
DH: department of health
dld: dyslipidemia
dm: diabetes mellitus
EPOC: Effective Practice and Organization of Care
ESP: Spain
gord: gastroesophageal reflux disease
hbp: high blood pressure
ICSI: institute for clinical systems improvement
IETS: institute of health technology assessment and technology
MYS: Malaysia
NCD: non-communicable diseases
NHAM: national heart association of Malaysia
NHMRC: national health and medical research council
NICE: national institute for health and care excellence
NVDPA: national vascular disease prevention alliance
PHC: primary health care
PUJ: pontificia universidad javeriana
SCO: Scotland
SIGN: scottish intercollegiate guidelines network
SSP: subsecretaria de salud pública
StaRI: standards for reporting implementation studies (stari) statement
UK: United Kingdom
USA: United States of America
REFERENCES
 Adams, S. A., Rohweder, C. L., Leeman, J., Friedman, D. B., Gizlice, Z., Vanderpool, R. C., et al. (2018). Use of evidence-based interventions and implementation strategies to increase colorectal cancer screening in federally qualified health centers. J. Community Health . 43 (6), 1044–1052. doi:10.1007/s10900-018-0520-2
 Agencia de Evaluación de Tecnologías Sanitarias de Andalucía (AETSA) (2012). Guía para la elección de tratamiento anticoagulante oral en la prevención de las complicaciones tromboembólicas asociadas a la fibrilación auricular no valvular. Junta de Andalucía. 
 Alonso-Coello, P., Irfan, A., Solà, I., Gich, I., Delgado-Noguera, M., Rigau, D., et al. (2010). The quality of clinical practice guidelines over the last two decades: a systematic review of guideline appraisal studies. Qual. Saf. Health Care . 19 (6), e58. doi:10.1136/qshc.2010.042077
 Alonso-Coello, P., Oxman, A. D., Moberg, J., Brignardello-Petersen, R., Akl, E. A., Davoli, M., et al. (2016). GRADE Evidence to Decision (EtD) frameworks: a systematic and transparent approach to making well informed healthcare choices. 2: clinical practice guidelines. BMJ . 353, i2089. doi:10.1136/bmj.i2089
 Arditi, C., Rège-Walther, M., Wyatt, J. C., Durieux, P., and Burnand, B. (2012). Computer-generated reminders delivered on paper to healthcare professionals; effects on professional practice and health care outcomes. Cochrane Database Syst. Rev . 12 (12), CD001175. doi:10.1002/14651858.CD001175.pub3
 Armstrong, J. J., Goldfarb, A. M., Instrum, R. S., and MacDermid, J. C. (2017). Improvement evident but still necessary in clinical practice guideline quality: a systematic review. J. Clin. Epidemiol . 81, 13–21. doi:10.1016/j.jclinepi.2016.08.005
 Bae, J. M. (2017). Shared decision making: relevant concepts and facilitating strategies. Epidemiol. Health . 39, e2017048. doi:10.4178/epih.e2017048
 Baker, R., Camosso-Stefinovic, J., Gillies, C., Shaw, E. J., Cheater, F., Flottorp, S., et al. (2015). Tailored interventions to address determinants of practice. Cochrane Database Syst. Rev . 2015 (4), CD005470. doi:10.1002/14651858.CD005470.pub3
 Berwanger, O., Guimarães, H. P., Laranjeira, L. N., Cavalcanti, A. B., Kodama, A. A., Zazula, A. D., et al. (2012). Effect of a multifaceted intervention on use of evidence-based therapies in patients with acute coronary syndromes in Brazil: the BRIDGE-ACS randomized trial. J. Am. Med. Assoc . 307 (19), 2041–2049. doi:10.1001/jama.2012.413
 Brouwers, M. C., Kho, M. E., Browman, G. P., Burgers, J. S., Cluzeau, F., Feder, G., et al. (2010). AGREE II: advancing guideline development, reporting, and evaluation in health care. CMAJ . 182 (18), E839–E842. doi:10.1016/j.ypmed.2010.08.005
 Brouwers, M. C., Kho, M. E., Browman, G. P., Burgers, J. S., Cluzeau, F., Feder, G., et al. (2013). Appraisal of guidelines for research & evaluation II. advancing guideline development, reporting and evaluation in healthcare. CMAJ . 182 (12), 63. doi:10.1503/cmaj.090449
 Burgers, J. S., Anzueto, A., Black, P. N., Cruz, A. A., Fervers, B., Graham, I. D., et al. (2012). Adaptation, evaluation, and updating of guidelines: article 14 in Integrating and coordinating efforts in COPD guideline development. An official ATS/ERS workshop report. Proc. Am. Thorac. Soc . 9 (5), 304–310. doi:10.1513/pats.201208-067ST
 Burgers, J. S., Cluzeau, F. A., Hanna, S. E., Hunt, C., and Grol, R. (2003). Characteristics of high-quality guidelines: evaluation of 86 clinical guidelines developed in ten European countries and Canada. Int. J. Technol. Assess. Health Care . 19 (1), 148–157. doi:10.1017/s026646230300014x
 Cochrane Effective Practice and Organisation of Care (EPOC) (2011). Data collection checklist. Ottawa, Canada: Institute of Population Health, University of Ottawa. 
 Fervers, B., Burgers, J. S., Voellinger, R., Brouwers, M., Browman, G. P., Graham, I. D., et al. (2011). Guideline adaptation: an approach to enhance efficiency in guideline development and improve utilisation. BMJ Qual. Saf . 20 (3), 228–236. doi:10.1136/bmjqs.2010.043257
 Flodgren, G., Hall, A. M., Goulding, L., Eccles, M. P., Grimshaw, J. M., Leng, G. C., et al. (2016). Tools developed and disseminated by guideline producers to promote the uptake of their guidelines. Cochrane Database Syst. Rev . 2016, CD010669. doi:10.1002/14651858.CD010669.pub2
 Forsetlund, L., Bjørndal, A., Rashidian, A., Jamtvedt, G., O’Brien, M. A., Wolf, F., et al. (2009). Continuing education meetings and workshops: effects on professional practice and health care outcomes. Cochrane Database Syst. Rev . 2009, CD003030. doi:10.1002/14651858.CD003030.pub2
 Francke, A. L., Smit, M. C., De Veer, A. J., and Mistiaen, P. (2008). Factors influencing the implementation of clinical guidelines for health care professionals: a systematic meta-review. BMC Med. Inf. Decis. Mak . 8, 38. doi:10.1186/1472-6947-8-38
 Gagliardi, A. R., and Alhabib, S.Members of Guidelines International Network Implementation Working Group (2015). Trends in guideline implementation: a scoping systematic review. Implement. Sci . 10, 54. doi:10.1186/s13012-015-0247-8
 Gagliardi, A. R., and Brouwers, M. C. (2015). Do guidelines offer implementation advice to target users? A systematic review of guideline applicability. BMJ Open . 5 (2), e007047. doi:10.1136/bmjopen-2014-007047
 Gagliardi, A. R., Légaré, F., Brouwers, M. C., Webster, F., Badley, E., and Straus, S. (2016). Patient-mediated knowledge translation (PKT) interventions for clinical encounters: a systematic review. Implement. Sci . 11 (1), 26. doi:10.1186/s13012-016-0389-3
 Gagliardi, A. R., Marshall, C., Huckson, S., James, R., and Moore, V. (2015). Developing a checklist for guideline implementation planning: review and synthesis of guideline development and implementation advice. Implement. Sci . 10 (1), 19. doi:10.1186/s13012-015-0205-5
 Goblirsch, G., Bershow, S., Cummings, K., Hayes, R., Kokoszka, M., Lu, Y., et al. (2013). Stable coronary artery disease.pdated. 
 Giguère, A., Légaré, F., Grimshaw, J., Turcotte, S., Fiander, M., Grudniewicz, A., et al. (2012). Printed educational materials: effects on professional practice and healthcare outcomes. Cochrane Database Syst. Rev . 10 (10), CD004398. doi:10.1002/14651858.CD004398.pub3
 Greenfield, S., Steinberg, E. P., Auerback, A., Avorn, J. L., Galvin, R. S., Gibbones, R., et al. (2011). Clinical practice guidelines we can trust. Washington, DC: National Academies Press. 
 Guideline Adaptation Committee (2016). Clinical practice guidelines and principles of care for people with dementia. Canberra, Australia: NHMRC Partnership Centre for Dealing with Cognitive and Related Functional Decline in Older People. 
 Hoffmann-Esser, W., Siering, U., Neugebauer, E. A., Brockhaus, A. C., Lampert, U., and Eikermann, M. (2017). Guideline appraisal with AGREE II: systematic review of the current evidence on how users handle the 2 overall assessments. PLoS One . 12 (3), e0174831. doi:10.1371/journal.pone.0174831
 Hoffmann-Eßer, W., Siering, U., Neugebauer, E. A. M., Brockhaus, A. C., McGauran, N., and Eikermann, M. (2018). Guideline appraisal with AGREE II: online survey of the potential influence of AGREE II items on overall assessment of guideline quality and recommendation for use. BMC Health Serv. Res 18 (1), 143. doi:10.1186/s12913-018-2954-8
 IETS (2020). Instituto de Evaluacion Tecnológica en Salud. Available at: https://www.iets.org.co/ (Accessed June 15, 2020). 
 Institute for Health Metrics and Evaluation (2020). Health-related SDGs. Available at: http://www.healthdata.org/data-visualization/health-related-sdgs (Accessed November 8, 2020). 
 Jäger, C., Steinhäuser, J., Freund, T., Baker, R., Agarwal, S., Godycki-Cwirko, M., et al. (2016). Process evaluation of five tailored programs to improve the implementation of evidence-based recommendations for chronic conditions in primary care. Implement. Sci 11 (1), 123. doi:10.1186/s13012-016-0473-8
 Krause, J., Van Lieshout, J., Klomp, R., Huntink, E., Aakhus, E., Flottorp, S., et al. (2014). Identifying determinants of care for tailoring implementation in chronic diseases: an evaluation of different methods. Implement. Sci . 9 (1), 102. doi:10.1186/s13012-014-0102-3
 Kristiansen, A., Brandt, L., Agoritsas, T., Akl, E. A., Berge, E., Flem Jacobsen, A., et al. (2014). Applying new strategies for the national adaptation, updating, and dissemination of trustworthy guidelines: results from the Norwegian adaptation of the antithrombotic therapy and the prevention of thrombosis, 9th ed: American college of chest physicians evidence-based clinical practice guidelines. Chest . 146 (3), 735–761. doi:10.1378/chest.13-2993
 Malaysian Ministry of Health (2017a). Primary & secondary prevention of cardiovascular disease. Available at: https://www.moh.gov.my/moh/resources/Penerbitan/CPG/CARDIOVASCULAR/3.pdf (Accessed March 14, 2020) 
 Malaysian Ministry of Health (2017b). Management of dyslipidaemia guidelines 2017. Available at: http://www.moh.gov.my/penerbitan/CPG2017/CPG%20Management%20of%20Dyslipidaemia%202017%20(5th%20Edition).pdf (Accessed March 14, 2020). 
 Mazza, D., Bairstow, P., Buchan, H., Chakraborty, S. P., Van Hecke, O., Grech, C., et al. (2013). Refining a taxonomy for guideline implementation: results of an exercise in abstract classification. Implement. Sci . 8 (32), 32. doi:10.1186/1748-5908-8-32
 Ministerio de Salud (2013). Guía Clínica Asma Bronchial del Adulto. Santiago, Chile: Minsal. 
 Ministerio de Salud y Protección Social-Colciencias (2013a). Detección temprana y diagnóstico del episodio depresivo y trastorno depresivo recurrente en adultos. Atención integral de los adultos con diagnóstico de episodio depresivo o trastorno depresivo recurrente. Bogotá, Colombia: Ministerio de Salud y Protección Social-Colciencias. 
 Ministerio de Salud y Protección Social-Colciencias (2013b). Guía de práctica clínica. Hipertensión arterial primaria (HTA). Bogotá, Colombia: Ministerio de Salud y Protección Social-Colciencias. 
 Ministerio de Salud y Protección Social-Colciencias (2014a). Guía de práctica clínica. Basada en la evidencia para la prevención, diagnóstico, tratamiento y seguimiento de la enfermedad pulmonar obstructiva crónica (EPOC) en población adulta. Bogotá, Colombia: Ministerio de Salud y Protección Social-Colciencias. 
 Ministerio de Salud y Protección Social-Colciencias (2014b). Guía de práctica clínica para la prevención, detección temprana, diagnóstico, tratamiento y seguimiento de las dislipidemias en la población mayor de 18 años. Bogotá, Colombia: Ministerio de Salud y Protección Social-Colciencias. 
 Ministerio de Salud y Protección Social, Departamento Administrativo de Ciencia, Tecnología e Innovación-Colciencias (2016). Guía de práctica clínica para el diagnóstico, tratamiento y seguimiento de la diabetes mellitus tipo 2 en la población mayor de 18 años. Bogotá, Colombia: Ministerio de Salud y Protección Social, Departamento Administrativo de Ciencia, Tecnología e Innovación - Colciencias. 
 Molino, C. G. R. C., Leite-Santos, N. C., Gabriel, F. C., Wainberg, S. K., Vasconcelos, L. P., Mantovani-Silva, R. A., et al. (2019). Factors associated with high-quality guidelines for the pharmacologic management of chronic diseases in primary care: a systematic review. JAMA Intern. Med . 179, 553–560. doi:10.1001/jamainternmed.2018.7529
 Moore, A. E., Straus, S. E., Kasperavicius, D., Bell, N. R., Dickinson, J. A., Grad, R., et al. (2017). Knowledge translation tools in preventive health care. Can. Fam. Physician . 63 (11), 853.
 National Institute for Health and Care Excellence (2014a). Atrial fibrillation: management. Available at:https://www.nice.org.uk/guidance/cg180 (Accessed April 20, 2020). 
 National Institute for Health and Care Excellence (2014b). Gastro-oesophageal reflux disease and dyspepsia in adults: investigation and management. Available at: https://www.nice.org.uk/guidance/CG184 (Accessed April 20, 2020). 
 National Institute for Health and Care Excellence (2016). Stable angina: management. Available at: https://www.nice.org.uk/guidance/cg126 (Accessed May 10, 2020). 
 National Institute for Health and Care Excellence (2018). NICE impact diabetes. Available at: https://www.nice.org.uk/Media/Default/About/what-we-do/Into-practice/measuring-uptake/impact-diabetes.pdf (Accessed June 12, 2020). 
 National Institute for Health and Care Excellence (2019a). Hypertension in adults: diagnosis and management. Available at: https://www.nice.org.uk/guidance/CG184; https://www.nice.org.uk/guidance/cg180 (Accessed April 20, 2020). 
 National Institute for Health and Care Excellence (2019b). Chronic obstructive pulmonary disease in over 16s: diagnosis and management. Available at: https://www.nice.org.uk/guidance/ng115 (Accessed June 01, 2020). 
 National Institute for Health and Care Excellence (2019c). Type 2 diabetes in adults: management. Available at: https://www.nice.org.uk/guidance/ng28 (Accessed June 12, 2020). 
 National Institute For Health And Care Excellence. Who we are. NICE. Available at: https://www.nice.org.uk/about/who-we-are (Accessed June 12, 2020). 
 National Vascular Disease Prevention Alliance (2012). Guidelines for the management of absolute cardiovascular disease risk. Melbourne, Australia: National Stroke Foundation. 
 Nicoletti, M. A., and Faria, T. D. M. (2017). Análise comparativa do sistema de saúde brasileiro e britânico na atenção básica. Infarma-Cienc. Farm 29 (4), 316–327. doi:10.14450/2318-9312.v29.e4.a2017
 Panteli, D., Legido-Quigley, H., Reichebner, C., Ollenschläger, G., Schäfer, C., and Busse, R. (2019). Clinical practice guidelines as a quality strategy. Copenhagen, Denmark: European Observatory on Health Systems and Policies. 
 Pantoja, T., Opiyo, N., Lewin, S., Paulsen, E., Ciapponi, A., Wiysonge, C. S., et al. (2017). Implementation strategies for health systems in low-income countries: an overview of systematic reviews. Cochrane Database Syst. Rev . 9 (9), CD011086. doi:10.1002/14651858.CD011086.pub2
 Proctor, E., Ramsey, A. T., Brown, M. T., Malone, S., Hooley, C., and McKay, V. (2019). Training in Implementation Practice Leadership (TRIPLE): evaluation of a novel practice change strategy in behavioral health organizations. Implement. Sci . 14 (1), 66. doi:10.1186/s13012-019-0906-2
 Qaseem, A., Forland, F., Macbeth, F., Ollenschläger, G., Phillips, S., and van der Wees, P. (2012). Guidelines International Network: toward international standards for clinical practice guidelines. Ann. Intern. Med . 156 (7), 525–531. doi:10.7326/0003-4819-156-7-201204030-00009
 Schünemann, H. J., Wiercioch, W., Etxeandia, I., Falavigna, M., Santesso, N., Mustafa, R., et al. (2014). Guidelines 2.0: systematic development of a comprehensive checklist for a successful guideline enterprise. CMAJ 186 (3), E123. doi:10.1503/cmaj.131237
 Scottish Intercollegiate Guidelines Network (SIGN) (2016a). British guideline on the management of asthma. London, United Kingdom: British Thoracic Society. 
 Scottish Intercollegiate Guidelines Network (SIGN) (2016b). Management of chronic heart failure. Available at: http://www.sign.ac.uk (Accessed September 30, 2012). 
 Siering, U., Eikermann, M., Hausner, E., Hoffmann-Eßer, W., and Neugebauer, E. A. (2013). Appraisal tools for clinical practice guidelines: a systematic review. PLoS One . 8 (12), e82915. doi:10.1371/journal.pone.0082915
 Stein, A. T., Lang, E., and Migowski, A. (2018). Implementing clinical guidelines: a need to follow recommendations based on the best evidence available. Rev. Bras. Epidemiol . 22 (21), e180021. doi:10.1590/1980-549720180021
 Suman, A., Dikkers, M. F., Schaafsma, F. G., van Tulder, M. W., and Anema, J. R. (2016). Effectiveness of multifaceted implementation strategies for the implementation of back and neck pain guidelines in health care: a systematic review. Implement. Sci . 11 (1), 126. doi:10.1186/s13012-016-0482-7
 Tomasone, J. R., Kauffeldt, K. D., Chaudhary, R., and Brouwers, M. C. (2020). Effectiveness of guideline dissemination and implementation strategies on health care professionals’ behaviour and patient outcomes in the cancer care context: a systematic review. Implement. Sci . 15 (1), 41. doi:10.1186/s13012-020-0971-6
Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.
The reviewer SNS declared a past collaboration with one of the authors ATS to the handling editor.
Copyright © 2021 Vasconcelos, Melo, Stein and Carvalho. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.
OPS/images/fphar-11-593894-t004.jpg
Level Professional

Tools ~ Clinical agorithms-summarized versions of CPGs
for physicians - materials for classes and
presentations of CPGs

Financial

None implementation
tool was identified

Organizacional Regulatory

The largest number of tools at organizational level was - None implementation
found in CPGs from United Kingdom. tool was identified
Patient’s category-version of the CPGs written in lay

language for patients and caregivers

Structural category-spreadsheets with implementation

tracking indicators, - implementation plans -

spreadsheets for initial assessment of clinical

parameters





OPS/images/fphar-11-593894-t002.jpg
CPG Code

AUScvd (National Vascular Disease Prevention Alliance, 2012)
AUSdementia (Guideline Adaptation Committee, 2016)

CHLasthma (Ministerio de Salud, 2013)

COLdepr (Ministerio de Salud y Proteccion Social-Colciencias, 2013a)
COLeopd (Ministerio de Salud y Proteccion Social-Colciencias, 2014a)

COLdId (Ministerio de Salud y Proteccion Social-Colciencias, 2014b)
COLdm (Ministerio de Salud y Proteccion Social, Departamento Administrativo de
Ciencia, Tecnologia e Innovacion-Colciencias, 2016)

COLHbp (Ministerio de Salud y Proteccion Social-Colciencias, 2013b)

SPO (Agencia de Evaluacion de Tecnologias Sanitarias de Andalucia (AETSA), 2012)
SCOasthma (Scottish Intercollegiate Guideines Network (SIGN), 2016a)

SCOch (Scottish Intercollegiate Guideines Network (SIGN), 2016b)

USAcvd (Goblirsch et al., 2013)

MYSdid (Malaysian Ministry of Health, 2017b)
MYScvd (Malaysian Ministry of Health, 2017a)

UKaf (National Institute for Health and Care Excellence, 2014a)
UKgord (National Institute for Health and Care Excellence, 2014b)
UKhbp (National Institute for Health and Care Excellence, 2019a)
UKevd (National Institute for Health and Care Excellence, 2016)
UKcopd (National Institute for Health and Care Excellence, 2019b)

UKdm (National Institute for Health and Care Excellence, 2019c)

Country

Australia
Australia
Chile
Colombia
Colombia

Colombia
Colombia

Colombia
Spain
Scotland
Scotland
United States

Malaysia

Malaysia

United Kingdom
United Kingdom
United Kingdom
United Kingdom
United Kingdom

United Kingdom

Disease

Cardiovascular
Dementia

Asthma

Depression

Chronic obstructive pulmonary
disease

Dysiipidemia

Diabetes melitus

High blood pressure

Atrial fibrillation

Asthma

Chronic heart failure

Stable coronary artery disease

Dysiipidemia
Cardiovascular

Atrial fibrillation
Gastroesophageal reflux

High blood pressure

Stable angina: Management
Ghronic obstructive puimonary
disease

Diabetes melitus

Year

2012
2016
2013
2013
2014

2014
2016

2013
2012
2016
2016
2013

2017
2017
2013
2014
2016
2016
2016

2017

Institution

NVDPA
NHMRC
SsP
IETS
PUJ

IETS
PUJ

IETS
AETSA
SIGN
SIGN
Icsl

NHAM
NHAM
NICE
NICE
NICE
NICE
NICE

NICE

Type of
institution

Govemnment
Govemnment
Govemnment
Govemment
University

Govenment
University

Government
Government
Government
Government
Professional
society

Professional
society

Professional
society

Government
Government
Government
Government
Government

Government

NVDPA, National Vascular disease Prevention Allance; NHMRC, National Health and Medical Research Council; SSP, Subsecretaria de Salud Pubica; IETS, Instituto de Evaluacion
Tecnolégica en Salud; PUJ, Pontificia Universidad Javeriana; SIGN, Scottish Intercollegiate Guidelines Network; AETSA, Agencia de Evaluacion de Tecnologias Sanitarias de Andalucia;
ICS!, Institute for Clinical Systems Improvement: NHAM, National Heart Association of Malaysia: NICE, National Institute for Health and Care Excellence.





OPS/images/fphar-11-593894-t003.jpg
Level

Professional

Strategies Distribute guideline materials (18,

90%) - educate groups of health care
professionals about the intent and
benefit of complying with a guideline
(18, 90%)

Financial

The CPGs from Colombia are the
ones with more strategies related: 4
CPGs (COLcopd, COLdd, COLdm,
COLHbp) contain 4 strategies and 1
(COLdepr) contain 3 strategies - the
following strategies were not identified
in any of the 20 CPGs: Grant or
allowance provided to a health care
professional, grant or allowance
provided to the institution, penalty
applicable to a health care
professional, penalty appiicable to the
institution

Organizacional

Only one CPG, the SCOaf2012,
mentions distance communication
between health professionals and
patients aiming at enhancing
implementation-none of the 20 CPGs
provides any guidance on health worker
satisfaction for increasing commitment
and satisfaction with the implementation
of the CPG

Structural Category-change in
organizational structure (15; 75%).-
change in the method of service delivery
(18; 65%)-change in service integration
(18; 65%). Health professional category
Health professional category-creation of
an implementation team (10; 50%)
Patient category-consumer feedback
(11; 55%)

Regulatory

4 of the 5 CPG from Colombia
(COLcopd, COLdld, COLdm,
COLhbp) contain 2 strategies at this
level and 1 (COLdepr) contain 1
strategy - change in licensing,
credentialing or accreditation of the
health service and its elements, was a
strategy more frequent, identified in &
(40%) CPGs, including the 5 CPG
from Colombia





OPS/xhtml/nav.xhtml
Contents

		Cover

		Even High-Quality CPGs Seldom Include Implementation Strategies		Introduction

		Methods		Selection and Description of CPGs

		Assessment of Implementation Strategies





		Results		Selection and Description of CPGs

		Implementation Strategies

		Implementation Strategies and Tools Highlights





		Discussion

		Conclusion

		Data Availability Statement

		Ethics Statement

		Author Contributions

		Acknowledgments

		Glossary

		References









OPS/images/fphar-11-593894-g001.gif





OPS/images/fphar-11-593894-t001.jpg
Level

Professional

Level

Financial

Level

Organizational

Regulatory

Strategies

Distribute guideline materials (via hard-copy, audio-visual and/or electronic means)
Educate groups of health care professionals about the intent and benefit of complying with a guideiine
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Educate individual health care professionals about the intent and benefit of complying with a guideline

Identity barriers to guideiine implementation (including any activity aimed at identifying reasons why compliance with a

guideline might not be achieved, to assist in planning strategies)

Feedback data and information about patients to individual health care professionals or groups to improve compliance

(including clinical outcome data and information, and patient seif-assessments)
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disoussions aimed at raising awareness)
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in regard to the guideline)
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on implementation)
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implementation)

Additional human resources provided for implementation (including increase in the number of staff and change in the type
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Communication between distant health professionals (including establishment of any type of telecommunication link for
implementation)

Gonsumer feedback, suggestions and complaints (including any new process that uses information from patients to improve
implementation)
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implementation of a guideline)

Other

Change in organizational structure (including any service reorganization designed to improve implementation)

Changeto the setting or site of service deiivery (including any translocation of a service designed toimprove implementation)
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Other
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Change in the ownership or affiation (include any change which increases the likelihood of implementation success)

Change in legisiation or regulation (include any change which enforces or mandates implementation)
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