
QUALITY IMPROVEMENT

Practice guidelines improved reporting of patient variables

• peder G, Griffiths C, Hight.on C, et al.
Do clinical guidelines introduced
with practice based education im-
prove care of asthmatic and diabetic
patients? A randomised controlled
trial in general practices in east Lon-
don. BMf. 199$Dec 2;311:1473-8.

Objective
To determine whether locally devel-
oped guidelines on asthma and dia-
betes improve patient care given with
or without practice-based education
in inner-city, nontraining general
practices.

Design
12-month randomised controlled trial.

Setting
24 inner-city, nontraining general
practices in London, England (39
general practitioners).

Patients
Patients who had diabetes or asthma.

Intervention
12 practices were allocated to receive
guidelines and practice-based educa-
tion on asthma (asthma practices),
and 12 practices were allocated to
receive guidelines and practice-based

Commentary _ .
One method that may effectively help cli-
nicians base their care on the best avail-
able evidence is to provide them with
clinical guidelines—"systematically devel-
oped statements to assist practitioner and
patient decisions about appropriate health
care for specific clinical circumstances" (1).

Guidelines can be used to change clinical
practice, but they do not always do so; it ap-
pears to depend on how die guidelines are
developed and implemented (2). In the
United Kingdom, nontraining, inner-city
general, practices have been viewed as pro-
viding a relatively low standard of care, and
they may present a particularly tough chal-
lenge to the implementation of guidelines (3).

This study provides reassurance that in
this setting guidelines can be effectively
implemented without any input into their
development from the practices. The edu-

education on diabetes (diabetic prac-
tices). The alternate practice guide-
lines served as controls (e.g., diabetes
guidelines for asthma practices). Ran-
domisation was stratified on number
of partners, patients per practitioner,
employment of a practice nurse, dep-
rivation, and previous presence of
asthma or diabetes clinics. Members
of the practice team were given 2
educational sessions based on their
assigned guidelines. Education ses-
sions included current management
and annual review of each patient,
prompts (booklet or chart stamp) to
aid treatment of patients with study
conditions, and clinical content of guide-
lines plus training for assessment of
visual acuity or inhaler technique. A
third session based on the previous
audit was held after 6 months to eval-
uate the quality of care for patients with
asthma and diabetes in each practice.

Main Outcome Measures
Prescribing data and costs and re-
cording of key disease-related vari-
ables based on both sets of guidelines
for a random sample of charts from
10 patients with diabetes and 10 pa-
tients with asthma per practitioner. 7
variables were identified for diabetes
and 6 for asthma.

cational sessions in each practice shared
some of die characteristics of academic de-
tailing" (4). Compliance with the guidelines
before the interventions was low: Only
20% of patients with diabetes had a record
of fimduscopy, and only 6% of patients
with asthma had a record of inhaler tech-
nique. After the interventions, almost 40%
of patients with diabetes in the diabetes
guidelines group had a record of fun-
duscopy, and 23 % of patients with asthma
in the asthma guidelines group had a
record of inhaler technique.

Guidelines implemented by educational
outreach programs can lead to improve-
ments in care as assessed by chart review,
even in less well-developed general prac-
tices. Further interventions may be re-
quired to ensure that acceptable standards
of care are attained and maintained.

Main Results
Improvement in the recording of all
quality-of-care diabetes variables was
greater in the practices receiving dia-
betes guidelines than in the practices
receiving asthma guidelines. Improve-
ment in the recording of 1 of the 6
asthma variables was greater in the
asthma practices than in the diabetes
practices. Asthma practices improved
their prescribing (P = 0.03). Struc-
tured prompts were associated with
improved recordings of asthma and
diabetes variables.

Conclusions
Practice-based education based on
practice guidelines for patients with
diabetes improved reporting of diabe-
tes-related variables in the medical
charts; practice-based education based
on guidelines for patients with asthma
improved only some of the patient
variables related to asthma.
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