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Abstract

Background: Clinical practice guidelines (CPGs) in medicine are recommendations supported by systematic review
of evidence to facilitate optimal patient outcomes. Primary care practices are expected to implement more than 200
CPGs, overwhelming many practices. This qualitative study elucidated the perspectives and priorities of family medicine
physicians and office managers in grouping CPGs to facilitate implementation. Methods: A qualitative study was performed
using individual, semistructured interviews. During the interviews the participants completed an open card-sort exercise
grouping 20 CPGs. Purposive sampling was used to identify family medicine physicians and office managers practicing in
medically underserved zip codes listed in the local medical society directory. Seven physicians and 6 office managers were
interviewed. The interviews were transcribed and analyzed using thematic analysis and compared with the card-sort results.
Results: Thematic content analysis identified priorities and perspectives of office managers and physicians when grouping
multiple CPGs for implementation: delegation, personalization, triggers, and change management. The card sort exercise
revealed grouping by standardized preventive care visit, standardized rooming and discharge processes, and chronic illness.
Chronic illness-based groupings and personalization of guidelines were recognized as presenting barriers to delegation
of CPGs to the care team. Development of standardized preventive exams, standard rooming and discharge processes
and chronic disease management were identified as promoting CPG adherence through team-based care. Standardized
workflows provided opportunities for task delegation through predicable roles. Medicalization of CPG implementation
relied heavily on the physician alone to remember to adhere to CPGs and inhibited task sharing by not giving office staff
clear disease-based protocols to follow. Conclusions: This study identified priorities and perspectives of office managers
and physicians when grouping multiple CPGs for concomitant implementation: delegation, personalization, triggers, and
change management. Successful implementation was perceived to be associated with standardized preventive exams,
standard rooming and discharge processes, and chronic disease management.
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42%.% Causes of poor adoption of CPGs are multifactorial,
but explanations have been proposed, which include various
organizational, psychological, and behavioral theories.””

Introduction

Clinical practice guidelines (CPGs) in medicine are best-

practice recommendations supported by systematic review of
evidence to provide optimal patient outcomes.' Currently,
for primary care physicians in the United States, these CPGs
encompass activities as diverse as assessing tobacco use,
ordering eye exams for patients with diabetes, and assessing
adherence to medication for individuals with depression.*
Adherence to CPGs can reduce unnecessary services and
improve patient satisfaction and outcomes.’ It is surprising,
then, to find that adoption of CPGs is poor throughout pri-
mary care services in the United States, hovering around

The most successful strategies to improve guideline
adherence encourage physicians to be involved in imple-
mentation®'®"" and use multifaceted approaches—such as
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continuing medical education with simulation exercises,
practice coaching, electronic reminder systems, and comput-
erized decision support.*'" Furthermore, implementation
strategies are more successful when they can be instituted
over long time frames, (ie, several years), which helps assure
consistent adoption, working through each aspect of CPGs
by involving the entire patient care team, and using Plan—
Do-Study/Check—Act methods for continuous quality
improvement.'*'>!3

One significant barrier to guideline implementation is
the tremendous number of CPGs (more than 200) that pri-
mary care practices are expected to implement, which can
overwhelm those trying to make improvements one at a
time.'” Additionally, lack of physician training in topics
related to successful system change and implementation has
been identified as a barrier to CPG adherence. To facilitate
implementation of multiple quality measures, it is natural
that the numerous guidelines would be grouped together. It
is important to understand why office managers and physi-
cians choose to group CPGs together and why they find
grouping beneficial for multiple CPG implementation.
These findings would enable the development of an imple-
mentation framework that could lead to improved patient
outcomes. The purpose of this study, then, is to identify per-
spectives and priorities of office managers and physicians
for grouping and implementation of CPGs.

More than 200 primary care CPGs are proposed by the
Centers for Medicare and Medicaid services and the
National Committee for Quality Assurance'*'> and have
potential for significant public health impacts. However,
neglecting to study the phenomenon of implementation of
multiple CPGs will prevent realization of CPG adherence
benefits.'® Nonadherence to CPGs is now included in the
definition of medical error and identified as the third lead-
ing cause of death in the United States, bringing ever more
urgency to strive for feasible solutions to the problem of
multiple CPG implementation.'’

Methods
Design

A qualitative study design was employed to identify the per-
spectives and priorities of physicians and their office man-
agers for implementation of multiple clinical practice
guidelines. A total of 6 physicians and 7 office managers (2
of whom were also registered nurses) represented 6 sepa-
rate practices in the safety net of Fort Wayne, Indiana.
Specific perspectives and priorities of office managers and
physicians were obtained using a semistructured interview
guide—asking about personal experiences in CPG imple-
mentation, including organizational strengths and weak-
nesses that contribute to implementation, combined with an
open card-sorting exercise (Figures 1 and 2).

Setting

Fort Wayne, Indiana, is located in the Midwestern region of
the United States. It is the second largest city in Indiana
with a population of 260 000." Nineteen percent of the
county lives below the poverty line, and the safety net
encompassing these urban poverty areas,'™'" were the pri-
mary settings for recruitment of participants.

Participants, Criteria, and Recruitment

The inclusion criteria for this study were family medicine
physicians practicing at least half-time and in low-income
zip codes, full-time office managers involved in creating
office workflows who were associated with participating
physicians. Exclusion criteria were physicians without at
least 2 days a week directly caring for patients, not in safety
net zip codes, or with less than 1 year of practice experi-
ence. Office managers with less than 2 years’ experience
overall in office administration, or less than 6 months in a
current position were also excluded. Family medicine phy-
sicians and their office managers were sent a letter of invita-
tion. The letter was followed with a phone call to answer
questions, ascertain willingness to participate in the study,
and schedule an interview time at each participant’s conve-
nience. Snowball sampling was used to obtain recommen-
dations for additional participants after nine interviews
were completed. The first physician and office manager
interviewed were used to pilot the interview questions’ face
and content validity.” Since no changes were made after the
pilot, these interviews were included in the final analysis.
The number of interviews anticipated to identify and satu-
rate themes based on a narrow focus of investigation could
reasonably be found between 6 and 50.%'*

After informed consent was obtained, the interviews were
audio-recorded and transcribed by the research team. In addi-
tion to the transcriptions, field notes were taken to provide
context to the interviews, record the groups created in the card
sorting exercise, and record the interviewer’s thoughts as the
interviews progressed. Card sorting has been used in prior
studies as a visual aid to facilitate depth and specificity in the
interview responses.” Participants were asked to describe
prior CPG implementation experience, detailing specific
workflows and job duties. Participants were then asked to sort
20 CPGs into groups where all items in a group could be
implemented simultaneously. Using the examples from the
card sort, participants were able to explain why they had
grouped individual CPGs together and how implementation
had worked in their experience. The card sort was used during
the interview to bring specificity to the conversation about
clinical practice guidelines, roles of care team members, and
detailed descriptions of experiences or expectations in imple-
mentation. Participants were then asked to identify organiza-
tional strengths and weaknesses influencing implementation.
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Developmental BMI Physical Activity
screening
Nutrition Influenza Tobacco Cessation
Immunization
2C conrol Dilated eye exam Dementia screening
PHQ-9 (or other tool) Lipid panel Antidepressant

adherence

Annual Spirometry

Advance Directives

High-Risk Geriatric
medications

Asthma Action Plan

BP control

Fall Risk Assessment

Diabetic Foot Exam

Annual asthma
rescue inhaler
Prescription

Figure |. Cards used in card-sort exercise.




Journal of Primary Care & Community Health

Interview schedule

What questions do you have for me about this exercise?

- Can you walk me through your choices in these groups?

1. Please describe your experiences implementing clinical guidelines.

Explain card sort: The following 20 items represent clinical guidelines. Envision your practice needing to implement all of these 20 guidelines.
Please sort the following guidelines into groups where each of the items in a particular group could be implemented simultaneously. There is no
minimum or maximum number of cards in a group. Any number of groups is permitted.

Do card sort
2. Now that you’ve grouped these guidelines, why do you feel that these belong together when implementing them?
3. How does grouping them together help with simultaneous implementation?

4. What organizational strengths and weaknesses would be considered for implementing the items in this group?
S. What aspects of these guidelines influenced your decisions?

6. How would you prioritize these groups for implementation?

7. Is there anything else you would like to add?

Figure 2. Interview schedule.

Finally, the groupings were prioritized for implementation,
with participants describing their reasoning.

Thematic Content Analysis

After the interviews were completed and transcribed by the
researcher, thematic content analysis was applied to the
transcripts and notes including the open card-sorting visual
aid portion of the interview. An iterative assessment of
themes was performed, allowing comparison in perspec-
tives and priorities between office managers and physi-
cians.* The first 3 transcripts were coded, then re-examined
multiple times and common themes and meta-themes
recorded. The transcripts were then coded updating the
theme template as additional transcripts were coded until a
common set of themes and meta themes was created. When
no new themes emerged, saturation was achieved, and the
results were finalized.

Reflexivity, Credibility, and Trustworthiness

Reflexivity was used to continuously evaluate the research-
er’s assumptions and create self-awareness of the biases
being introduced into the interview process.” Researcher
bias was mitigated through member checking and indepen-
dent peer coding of one physician and one office manager
interview transcripts.*®

Credibility in thematic analysis was reinforced through the
constant comparative method,”” arriving at stability of the find-
ings.” Trustworthiness in the research process was reinforced

with member checking, sending finished transcripts to partici-
pants to check for errors in intended meaning, through place-
ment of quotations and emphasis.”'*’ Triangulation was used
between interview questions and card sorting and between
themes resulting from both office manager and physician
responses, along with thick description of participant responses
in the findings allow the reader to judge the transferability and
confirmability of the findings.***’

Results

Characteristics of the respondents are listed in Figure 3. The
interviews were conducted in each participant’s office and
each interview lasted an average of 45 minutes, ranging from
21 to 68 minutes for a total of 9 hours and 13 minutes.

Card-Sort Exercise

Participants grouped guidelines into preventive care exams,
wellness services, and disease-based care (Table 1). Themes
arising from this exercise showed that the standardized visit
was important in CPG grouping for both physicians and
office managers. Nearly all the respondents noted that annual
geriatric wellness visits were an efficient way to accomplish
multiple CPGs. Additionally, standard preventive visits for
well-child exams and adult physical exams were also
important.

Disease-based card groupings were also efficient ways
of grouping related clinical guidelines, and most providers
indicated they had a mental checklist to follow that included
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Characteristics of respondents in the interview sample compared to all respondents
Respondents included in analysis (n = 13)

Age Category Years of experience

20-29 1 8% 1-5 6 46%
30-39 7 54% 6-10 1 8%
40-49 3 23% 10+ 6 46%
50-59 1 8%

60 + 1 8%

Role

Gender Physician 7 54%
Male 6 46% Office manager 4 31%
Female 7 54% Nurse 2 15%

Figure 3. Characteristics of respondents.

Table I. Card-Sort Exercise.

Standardized Visit

Standardized Office Process

Standardized preventive care visits (annual wellness visit, WCC, adult physical

exam)—P, OM
EMR wellness-based gaps in care—P, OM
EMR disease-based gaps in care—P, OM
Disease-based written templates—P, OM
Disease-based mental templates—P
Disease-based EMR—P

Templates/triggers/algorithms (evidence-based, helpful, but not always present)—P

Standard appointment type—P, OM
Scripted scheduling—P, OM

Standard previsit prep—P, OM

Standard rooming process—P, OM
Standard discharge process—P, OM
Patient questionnaires—P, OM
Standardized physician tasks—OM
Standardized EMR use—OM

Standardized immunization schedule—OM

Abbreviations: EMR, electronic medical record; OM, office manager; P, physician; WCC, well-child care.

the CPGs in the card-sort exercise. However, only two pro-
viders noted they had written standing orders to accompany
their mental checklist. A few had developed electronic med-
ical record (EMR) disease-based templates, but those were
only used by physicians and not something that staff mem-
bers could see. Office staff could not access the disease-
based EMR templates so there was little delegation to the
rest of the clinic team to assist with CPG adherence.

Standardized rooming procedures, EMR templates, and
discharge processes within the clinic were also a focus
using standard appointment types. In addition, patient
health questionnaires were used to address multiple CPG’s,
especially during preventive care visits.

Standard office processes were not reflected in the card-sort
groupings. One office manager, after a lengthy commentary
about implementation strategies using standard office pro-
cesses, paradoxically grouped all the cards based on disease:

Is that . . . how you go about implementing guidelines? It seems
a little different than what you described earlier. (Interviewer)

Right. And it is. It seems it’s just that with these groups, that’s
how automatically my mind wanted to put them in those

disease processes. ...Now whenever we’re implementing
things in the office, it’s... we don’t do anything disease-based
like this. (OM 3)

Meta-themes

Thematic analysis was applied as described above to the
interview transcripts, revealing four meta-themes:

Delegation of supporting tasks within the office
Personalization of CPGs for patient benefit
Interoffice workflow triggers and CPG reporting
Change management for CPG implementation

bl S

Delegation. Delegation of supporting tasks within the office
was reported by both physicians and office managers as
playing a key role in implementing multiple clinical prac-
tice guidelines (Tables 2 and 3). The increased amount of
work that was generated by the CPGs mandated that the
tasks be shared between the staff and physicians.
Communication was described as essential to delega-
tion. Written instructions with clear expectations empow-
ered clinical staff to help accomplish CPG adherence. CPGs
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Table 2. Meta-theme: Delegation.

Predicted Actions and Roles

Communication

Resource Constraint

Delegation supports workflow efficiency—P, OM
Standardized process enhances predictability—P, OM
Patient’s role in data collection: Health
questionnaires—P, OM
Shared responsibility for CPG implementation
experience and outcomes—P
e [f | delegate, how do | know they will do it
correctly?—P
e I'm responsible. They’re not—they have no skin in
the game—P
Team-based care—P
Delegation is dependent on predictability—OM

Communication is very important
for delegation of tasks—P, OM

Personalization requires more
communication—P

Delegation dependent
on communication of
expectations—OM

Not enough access—P, OM

Burnout from overloaded visit
agenda—P, OM

Error from manual processes—P, OM

Duplication of effort—P, OM

Abbreviations: CPG, clinical practice guideline; OM, office manager; P, physician.

Table 3. Examples of Delegated Activity.

Delegated

Not Delegated

Clerical work, prior authorization—P, OM
Screening questionnaire—P, OM

Labs that are not POCT—P, OM
Unwritten, disease-based templates—P, OM

Return appointment conversion to preventive care or chronic disease

management if due—P, OM

Vitals, care plan reinforcement, patient education (including in-house

referral for patient education)—P, OM
Procedures, referrals—P, OM
POCT, referral to in-house services—P, OM

Adding preventive services to acute or chronic disease visit—P, OM

Abbreviations: CPG, clinical practice guideline; OM, office manager; P, physician; POCT, point-of-care testing.

that had been personalized for the particular patient were
more likely to fall back on the physician to accomplish. At
times, physicians perceived delegated CPGs as more likely
to be done too often or too aggressively. Physicians
expressed unwillingness to risk unnecessary expense for the
patient or potential harm from overtreatment.

Physicians relied on shared responsibility of other clini-
cal staff to accomplish CPG adherence, yet some physicians
felt that since ultimate responsibility rested on them, the
physician should be responsible for doing the tasks.

... When you delegate you just can’t trust as much [the clinical
practice guidelines are] going to get done, because they don’t
care as much. It doesn’t reflect on them. (Phys 1)

Some tasks were more consistently delegated: clerical tasks,
insurance coverage appeals (eg, prior authorizations), dis-
tributing screening questionnaires, converting return
appointments into wellness visits, obtaining vital signs,
ordering referrals to in-house services, and reinforcing
patient education. Tasks less likely to be delegated included
point of care testing, labs, procedures, referrals, and rou-
tinely adding preventive services to a prescheduled visit.
Tasks such as manual data entry and manual information

retrieval from other hospital systems raised concern of
introducing error. These concerns about error were miti-
gated by scanning documents into the chart, duplicating
manually entered results, creating waste and further restrict-
ing staff time that could otherwise be used for patient care.

Physicians cited lack of training in some subjects as lim-
iting their ability to provide robust patient education:

In medical school our training in nutrition was we had lunch at
the . . . hospital one day and they told us how many calories we
ate. That was it. No diabetic training, nothing. (Phys 5)

Finally, both office managers and physicians felt that the
number of CPGs was overwhelming.

... and that’s why I think the burnout rate is so high because all
of these things are great. But it just kills us sometimes. (Phys 1)

... I’ll jump in and help when I can, when I have a minute and
everything, but it is . . . it’s just so much. (OM 5)

Triggers and Reporting. Delegation of CPGs was dependent
on triggers enabling staff to recognize that certain CPGs
applied to the visit (Table 4). For example, the appointment
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Table 4. Meta-theme: Triggers and Reporting.P — Physician, OM — Office Manager.

Triggers

Reporting

Standing Orders

Office-wide triggers—everyone can see

e Appointment type—P, OM

e Appointment notes—P, OM

EMR “care gaps”

e Gets more done in fewer visits—P, OM

e Can add too much to the visit
agenda—P, OM

Disease-based mental triggers—P

reports—P, OM

missing—P, OM

practice)—P

Productivity metrics/quality
Workflow reports generally

Inaccurate reporting by insurance
company frustrating, feels like name-
calling (many assigned patients, but
only 1/3 are actually part of the

Acute visits/chief complaint standing orders
(flu screen, strep screen)—P, OM

Wants to be able to verbally direct
assistant—P

Hard to design standing orders that apply to
all situations—P

Desires to know what physician might want.
Would like more written direction—OM

Disease-based unwritten standing orders are
difficult—OM

Abbreviations: EMR, electronic medical record; OM, office manager; P, physician.

scheduler needed to know when a patient was due for an
annual wellness visit, so the visit could be scheduled appro-
priately, and the health questionnaire(s) mailed out to the
patient prior to the appointment.

Since CPG adherence gaps were not accessible to the
appointment schedulers, some clinics had the office nurse
review the appointments a day or two ahead of time and call
the patients again to let them know if they had any labs or
questionnaires that needed to be done prior to the visit. This
duplication of work indicated a lack of universally visible
triggers, especially disease-based triggers, for seamless dis-
tribution of duties among all the clinical staff.

“Care Gaps” and “Health Maintenance” triggers were
present in some EMRs and did help the clinical staff divide
up the work to accomplish more items in the patient visit.
Yet for both physicians and office managers, there often
seemed to be just too much to cover in a visit. Patients were
able to accomplish some CPGs, like filling out the question-
naire for the annual wellness visit prior to the visit, but even
then, there was no easy way to enter the information back
into the electronic record, so the time saved was lost by
reentering the data.

Standing orders allowed clinical staff to help address
CPGs. Three physicians had developed written instructions
detailed enough for the clinical staff to implement. Other
clinical staff accumulated knowledge of verbal instructions
and eventually became adept at predicting what the physi-
cian might want. The office managers and clinical staff
expressed a desire to have written instructions as much as
possible. Physicians, however, often ended up feeling that
they would like to see the patient first and then verbally
direct the assistant with the orders to maximize efficiency.

Patient-Centeredness. Patient-centeredness for respondents
included tailoring CPG target goal, rate, and priority in
adherence (Table 5). Office managers wanted to present
options for patients to choose a preferred method of compli-
ance. For physicians, emphasis on patient-centeredness
involved considering patient preference, shared decision
making, and availability of patient resources.

Barriers to care such as transportation, cost of compli-
ance, access to needed services, and food insecurity were
factors that physicians mentioned that they wanted to address
in CPG adherence. The number of changes that needed to be
made at a single visit was perceived to degrade the quality of
the office visit and overwhelm the patient, turning the visit
into a “checklist” for the physician and patient interaction.

And then you can miss you know, a tear in their eye, or
something like that but you’re bogged down with everything
else—you missed some of that. And they feel the coldness, feel
they have been talked at as opposed to being talked to. (Phys 1)

Physicians and office managers were in agreement that
CPG adherence had to be meaningful and clinically rele-
vant to the patient.

They signed a contract that says we do all those things within
the first six months of the year, which means you might do one
in December and then have a patient coming in January and do
the same thing again. So that’s an example to me of treating
statistics instead of patients. (Phys 5)

Change Management. Repeatedly, physicians and office
managers discussed change management principles in the
context of both CPG grouping and implementation (Table
6). Communication was seen as a key to meaningful change.
Both broad input as well as universal consensus were seen
as critical aspects of change management:

And one thing that has been very helpful for me is understanding
that even though I’ve sat down and looked at something six
ways from Sunday in my mind, when I come to present it to
somebody it’s going to be their first time. (Phys 4)

Physicians pointed out that real adherence was a very
lengthy process:

I don’t think [CPGs] are difficult, I think they just take time,
and you just can’t expect everyone in the clinic to be at the
same level as you. So obviously the clinical staff they need a
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Table 5. Meta-theme: Patient-Centeredness.

Personalization domains

Patient benefit

Method of adherence—P, OM

Patient cost—P, OM

Number of changes that need to be made at once—P, OM

Target goal—P

Acceptability of method (medication, screening exams)—P

Rate of adherence (timeline for smoking cessation,
immunization schedule)—P

Priority in adherence—P

Barriers to adherence (language, literacy,
transportation)—~P

Patient contact preference—OM

All office processes must provide a benefit for patient care—duplication
and waste compromise care—P, OM

CPG adherence needs to equal the best care for the individual—P, OM

Adherence is not equal to checking a box—P, OM

Prioritize CPGs with broad impact on most number of patients—P, OM

All patient interactions must be meaningful—not simply checking a
box—that destroys confidence and adherence—P

Antagonized by implementation that does not make sense clinically (PEs
too close together)—P

Personalization improves adherence—P

Cost of care—OM

Type of reminder—OM

Abbreviations: OM, office manager; P, physician; PE, physical exam.

Table 6. Meta-theme: Change Management.

Context

Input, Agreement

Small Group Dynamics

Simplicity

Education and
understanding promote
adherence—P, OM

Real adherence takes a
long time—P

Positive feedback loop—
quality reporting,
aligning payment for
CPG performance
(P4P)—P

Leadership as service
to patients and staff—
doing the best for
everyone—OM

Communication—P, OM

Universal consensus: All
perspectives represented
and working together in .
improvement effort—P, OM

Give staff the problem and get
ideas to solve—P, OM °

Agreement on CPG easier
than agreement on
implementation plan—P

Communication—scheduled/ e
formal and spontaneous/ °
informal—OM

Quality of relationship

between administration,

clinical staff, and physician
Better if communication
of admin policies during
development—P, OM
Top down administrative
policies cause dislike even
if beneficial—P, OM

Relationship with patient:

Promotes adherence—P
Can lead to benign
neglect—P

Requires authenticity—P

If policy handed down, give

staff ability to pilot and make

changes—OM

Amount of concomitant change—P, OM

Qualities of CPGs creating

implementation barriers

e Costly CPGs create barriers—P, OM

e CPGs outside of the office are more

difficult to implement (eg, referrals,

labs)—P, OM

Complex CPGs more difficult to

implement—P, OM

Qualities of CPGs creating

implementation barriers:

e CPGs not in EMR are more difficult
to implement (eg, simple patient
education flyers, paper flowchart)—P

e CPGs change frequently (eg, nutrition
guidelines)—P

Continuous optimization—OM

Get it right the first time and avoid
rework—OM

Redundant process improves adherence
(scripted offer of WCC by scheduling,
nursing, physician, etc)—OM

Abbreviations: CPG, clinical practice guideline; EMR, electronic medical record; OM, office manager; P, physician; WCC, well-child care.

little bit more education since they don’t know the background
of everything . . . But I realized . . . if we explained to them why
things were the way they are, they were more . . . they
understood it . . . (Phys 6)

The ability for the staff and physicians to influence the CPG
implementation protocol was perceived as very important.

Actually, from the manager perspective I would take all 20 of
these [CPGs] and let them decide. Because honestly that’s the
best way you’re going to get things to go through. . . . You
know, getting ideas from the people who are actually going to
be doing it is setting yourself up for success. (OM 3)

For patient adherence as well, change management was
seen as an essential factor. Helping the patient understand
why a behavior needed to change, or a medication needed to
be prescribed was the first step in adherence. Trust in the
physician, with authenticity in the patient relationship was
perceived as critical in affecting healthy behavior and
acceptance of the CPGs.

Simplicity and continuous optimization benefitted con-
comitant implementation of CPGs. Simple CPG’s or simple
CPG implementation mechanisms promoted adherence in
CPGs requiring substantive patient behavior changes. It
was important to have a well-thought out plan prior to
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implementation to avoid rework but also to be able to con-
tinuously improve the workflow over time.

Discussion

Card-Sort Exercise

Participants arranged groups in the card sort by standard visit
type, standard office roles, and disease process. In an article
detailing a highly successful, CPG-adherent practice, stan-
dardization of office processes was key to teamwork develop-
ment.”’ After standard visit type, cards were nearly universally
grouped by disease process, although this grouping provided
less opportunity to delegate items because disease-based
workflows and triggers were underdeveloped compared with
those for standardized visits. This finding was unexpected, as
literature on organizations and workflows reinforce the bene-
fit of delegating items to clinical staff within the office.’'*

Grouping cards by disease process reflected the influ-
ence of medicalization on office workflows. Even for the
most highly workflow-attuned office manager, CPGs were
sorted by disease-state and not by office workflow. The card
sort exercise identified a predisposition by the participants
to take a medical view of workflows, which may be com-
pounding the difficulties in developing and implementing
new clinical processes to address CPGs. The danger with
medicalization of implementation, is that implementation
strategies involve team-based care and standard workflows,
while disease-triggered decision making leads to the physi-
cian initiating all of the CPG adherence tasks. Unconsciously
reverting to a medical frame of reference when developing
medical office workflows may contribute to difficulties in
implementation.™

Delegation of Supporting Tasks Within the Office

Delegation of supporting tasks was recognized as an impor-
tant component of CPG adherence and workflow efficiency.
Research on lean process in particular calls for efficient
team-based care.’® The presence of a high-functioning team
in health care was encouraged and described by the Institute
of Medicine as an important asset in CPG adherence.” In
this study, most participants described partial delegation of
CPG tasks to clinical staff.

Patient-Centeredness

Patient-centered application of CPGs remained important
throughout the study but at the expense of delegation and
efficiency that came from standardization. Physicians
described examples of inflexible CPGs causing harm to
patients, so personalization was perceived as essential for
positive patient outcomes. In contrast, studies on workflow
and CPG adherence demonstrate that variation threatens

consistency and efficiency.’**** In medical care, patient-
centeredness and shared decision-making are key principles
for CPG adherence, accommodating patient priorities and
resources.”**” CPG personalization needs be communi-
cated effectively across all office functions to maintain the
benefits of delegation and efficiency.*?

Triggers and Reporting

Standardized communication of triggers for CPG adherence
were important, but often lacking.*® Disease-based EMR trig-
gers were not communicated to the front desk. Communicating
CPG triggers allows implementation at the most logical loca-
tions in the office for the workflow to take place. Written
standing orders and triggers promote consistent and efficient
CPG implementation,'’ yet few practices had them.

Change Management

Change management was identified by participants as essen-
tial to CPG implementation. Genuine adherence was felt by
providers to be often neither simple nor rapid, and that the
CPGs with value-based contracts did not represent the timeline
for authentic patient behavior change necessary to reap the
benefit of CPG adherence. Supportive relationships between
practice administration, physicians and office managers were
seen as essential to successful change management and CPG
implementation. Respondents cited early and frequent com-
munication along with the ability to influence proposed
changes, as critical for efficient and effective implementation.
Communication and small group dynamics are supported by
Kotter’s book on change management, as well as the Institute
of Medicine report on high-functioning teams.”

Limitations

No studies were identified that specifically examined the
strategy of grouping CPGs for implementation. However,
qualitative studies examined facilitators and barriers
involved with implementation of multiple clinical guidelines
in primary care.***' In other examples, CPG adherence was
studied as a part of greater practice transformation initia-
tives, like the patient-centered medical home.*® None of
these studies, however, specifically examined factors related
to grouping of multiple CPGs for simultaneous implementa-
tion. This study had a limited number of participants and
was conducted limited geographic area.

Conclusion

In conclusion, this qualitative study describes the per-
spectives and priorities of physicians and their office
managers when grouping and implementing multiple
CPGs. In the open card-sort exercise, participants grouped



10

Journal of Primary Care & Community Health

guidelines into three main categories: standardized pre-
ventive care exams, wellness services and disease-based
care. Most physicians indicated they followed a mental
checklist to accomplish the CPGs in each category and
did not have written protocols. For office managers, ver-
bal or written standing orders were important in allowing
clinical staff to help address CPGs. CPG adherence was
also facilitated by implementing standardized processes,
such as standard appointment types, standard rooming
procedures, standard EMR templates, and standard dis-
charge processes. Importantly, the identification that an
office workflow created based on medical familiarity
won’t be easily adopted since actual office workflow ele-
ments are not considered.

Delegation of activities within the office was a priority
for both physicians and office managers in implementing
multiple CPGs. Physicians relied on shared responsibility
with other clinical staff to accomplish CPG adherence, yet
some tasks were more casily delegated than others. Clear
communication facilitated delegation with triggers that
enabled staff to recognize when CPG protocols applied to
the patient visit. CPG triggers were not visible to the
appointment schedulers or front desk staff in most offices
so clinical staff performed a manual review of the sched-
ule a day prior to the appointment. Office manager per-
spectives reflected concerns of inefficiency and waste
through the duplication of work. In some EMRs, “Care
Gaps” and “Health Maintenance” triggers were present
and helped distribute the work of CPG adherence during
the patient visit.

Both physicians and office managers prioritized report-
ing CPG adherence to provide positive reinforcement.
Population management presented in aggregate as a
“Dashboard” or as specific indicators like wellness visit
rates encouraged further CPG adherence. Office manager
perspectives reflected concern that resource limitations
requiring manual data entry and manual retrieval of informa-
tion from other hospital systems introduced error or requir-
ing duplication of work by also scanning resulted
questionnaires into the chart. Physician perspectives showed
that lack of training in critical subjects limited their ability to
provide robust patient education such as nutrition.

Patient-centered CPG application was a priority for phy-
sician and office managers in accommodating patient pref-
erence, using shared decision making, considering patient
resources, and modifying target goals, and rate of adher-
ence, to best promote patient adherence. Priority was also
given to addressing barriers to care such as transportation,
cost of compliance, access to needed services and food
insecurity. Physicians and office managers were in agree-
ment that CPG adherence had to be meaningful and clini-
cally relevant to the patient. Repeatedly, physicians and
office managers discussed change management principles
in the context of both CPG adherence and grouping. The

ability for the staff and physicians to influence the CPG
implementation protocol was perceived as very important.

Implementation priorities for physicians and office man-
agers involved grouping CPGs more by disease state more
than workflow, reflecting medicalization of CPG imple-
mentation. Even those office managers well-trained in
leveraging office processes and change management for
CPG implementation continued to group CPGs by disease
process. While beneficial in recognizing the circumstance
for applying a CPG, disease-based grouping was ineffective
in producing the triggers and communication necessary for
seamless team-based delegation. Medicalization of CPG
implementation should be addressed with further research
into mechanisms translating disease-based triggers into
office processes to improve CPG implementation.
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