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Abstract
Background: This study aims to demonstrate the effectiveness of using clinical practice guideline (CPG) leaflets as a
communication tool between doctors and patients. We evaluated the leaflets as a communication tool in the treatment of lumbar
herniated intervertebral discs (HIVDs) in terms of patient and physician satisfaction and ease of treatment.

Methods:This study is a 2-parallel-arm, assessor-blinded, randomized controlled trial at Jaseng Hospital, Seoul, South Korea. We
evaluated efficacy through a comparison of satisfaction and clinical outcomes in randomly allocated groups of HIVD lumbar patients
visiting Jaseng Hospital of Korean Medicine. We used leaflets on the basis of Korean medicine CPG recommendations as an
intervention. The intervention group received treatment and diagnosis using the leaflet, and the control group received the typical
intervention, which was provided without the leaflet.

Results:The levels of patient satisfaction with and understanding of the doctors’ explanation was 92% in the leaflet group and 64%
in the nonleaflet group, which showed that, compared with patient satisfaction in the nonleaflet group, patient satisfaction was
considerably higher by 28% in the leaflet group. In addition, the level of the reliability with treatment was 92% in the leaflet group and
64% in the control group. However, there were no significant differences in statistical analyses. The level of doctors’ satisfaction with
communicating with patients using the leaflet was 100% in the leaflet group. Given this satisfaction, the ease of persuasion of
treatment was highest (84%) and followed the improvement in the patient’s understanding of the treatment (16%) in the leaflet group.
In addition, in the nonleaflet user group, almost all doctors thought that having a leaflet would be a more effective treatment.

Conclusion: Although this study failed to show significant differences between the intervention and control groups, the leaflet,
which included CPG information in the treatment of HIVD patients, was an effective communication tool between patients and
doctors. However, further studies with larger samples should be conducted to investigate the effectiveness of the communication
tool based on the CPG.
Trial registration number: Clinical Research Information Service: KCT0001762

Abbreviations: CPG = clinical practice guideline, CRIS = Clinical Research Information Service, CT = computer tomography,
HIVDs = herniated intervertebral discs, ITT = intention-to-treat, KM = Korean medicine, KMD = Korean medical doctor, MRI = or
magnetic resonance imaging, SOP = standard operation procedure, TKM = traditional Korean medicine.

Keywords: clinical practice guideline, clinical research protocol, effect, herniated lumbar disc, leaflet, traditional Korean medicine
1. Introduction

Lumbar herniated intervertebral disc (HIVD) is a disease
caused when damage to the discs and the soft gel inside them
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pushes through their walls and presses against the nerves or
the spinal cord, causing a burning pain in the legs and pain in
the back.[1] HIVD is a very common disease, with a reported
lifetime occurrence as high as 40%.[2] In a large cohort of
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Figure 1. A flowchart of the study.
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19-year-old Korean males, the prevalence of adolescent HIVD
was 0.60%.[3] In addition, Korean medicine (KM) treatments
are predominantly used for musculoskeletal disorders,
including HIVD.[4]

However, the treatment processes are diverse, and the
proper management of evidence-based guidelines is needed in
Korea.[5] To address this issue, clinical practice guidelines
(CPGs) have been developed with traditional medicine in
Korea.[6] Despite the existence of CPGs, the application of
recommendations into routine clinical practice remains very
slow.[7] However, the utility of CPGs is more important in
developing its widespread use.
Recently, several studies have examined the implementation

of evidence or guidelines.[7–9] Among several methods for
the implementation of CPGs, there are clinical studies that
have demonstrated the applicability of CPGs to clinical
fields.[8,10–13]

In the current study, we aimed to investigate the effectiveness of
CPGs as an implementation and communication tool.We created
leaflets describing evidence-based CPGs. Then, respondents were
divided into 2 groups: a group in which respondents did not use a
leaflet (the nonleaflet group) and a group in which they did (the
leaflet group). Thus, the applicability of evidence-based CPGs
was evaluated. The primary objective of this study evaluated the
effectiveness of the leaflet as a communication tool between
patients and doctors.

2. Methods and design

2.1. Study design

This study is a randomized controlled trial with 2 parallel arms
and an assessor-blinded design. The trial was performed at the
Jaseng Korean Medicine Hospital in Korea in accordance with
the Declaration of Helsinki and the Guidelines for Good Clinical
Practice. The protocol of this study has been registered with the
Clinical Research Information Service (CRIS), which is the
Korean registry of the World Health Organization Registry
Network. We also published the study protocol in a peer-
reviewed journal.[14] Eligible participants were randomly divided
into either the leaflet group or to the standard care group, with a
1:1 allocation ratio (Fig. 1). The evaluation of participants and
the analysis of the results were performed by professionals
blinded to the group allocation.

2.2. Study participants

A total of 50 patients were recruited through local advertising
and from outpatients at the Jaseng Korean Medicine Hospital.
The inclusion criteria were patients of both genders between the
ages of 18 and 65 years who were diagnosed with HIVD using
computer tomography (CT) or magnetic resonance imaging
(MRI). All patients provided informed written consent to
participate and agreed to comply with the study regulations.
The exclusion criteria included heart disease, liver disease,

kidney disease, any psychiatric condition, the inability to
communicate, critical illness, pregnancy, or any condition that
could influence the study assessment.
2.3. Randomization

The study participants who met the eligibility criteria were
randomly assigned to 1 of 2 groups (the leaflet group or the
standard care group) at the first visit using a central randomization
2

system with a 1:1 ratio. Randomization was conducted with a
computer-generated random allocation sequence using the strati-
fied block randomization method of the SAS package (version
9.1.3; SAS Institute, Inc., Cary, NC) and was performed by a
statisticianwith no clinical involvement in this trial. The size of the
block was 2. The allocation concealment was ensured because the
randomization code was only released after the participants were
recruited to the trial and after all baseline measurements are taken.
The subjects and practitioners were aware of the allocation given
the routine care setting. However, the outcome assessors and the
statistician performing the data analyses were blinded to the
treatment allocation.
2.4. Blinding

The outcome assessor was blinded, but the participants and
doctors could not be blinded.
2.5. Interventions
2.5.1. Leaflets based on CPGs. The leaflet group received an
explanation of the overall treatment and diagnosis of HIVD
based on a leaflet that included recommendations and was
evidence-based on traditional KM (TKM) CPGs. This leaflet
was created to improve the communication between doctors
and patients and to provide information to both groups
(Supplementary Figure 1, http://links.lww.com/MD/C32).
Clinicians participating in the study generally agree with the
guidelines’ recommendations and content. In addition, the
participants in the study were pre-educated so that they would
not be influenced by their usual thinking, and were taught that
the other treatments were almost identical, except for leaflet-
based explanations.

http://links.lww.com/MD/C32


Table 1

Schedule for treatment and outcome measurements.

Period S T

Visit 1 1
Day 1 1
Informed consent ●
Inclusion/exclusion criteria ●
Random allocation ●
Explanation ●
Satisfaction assessment (patients) ●
Satisfaction assessment (doctors) ●

S=Screening period, T=Treatment period.

Table 2

Demographic parameters of study subjects.

Characteristics Leaflet user Leaflet nonusers P

N (%) 25 (50) 25 (50)
Mean age (SD) 41.48 (12.19) 38.76 (11.65) .432
Gender, male/female 12/13 8/17
Duration of symptom (month (SD)) 6.60 (6.79) 5.56 (4.81) .136
Severity of symptom (VAS) 2.88 (1.05) 2.84 (0.75) .065

SD= standard deviation, VAS= visual analogue scale.
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2.5.2. Standard explanation of diagnosis and therapy. The
patients in this group received general information regarding the
diagnosis and treatment of HIVD. We conducted standard
operation procedure (SOP) training for every practitioner to
unify the process; this training included the following: general
diagnosis and method for prognosis and administration of the
TKM intervention and other treatments following prognosis.

2.6. Data collection

The data were collected to develop a leaflet describing evidence-
based CPGs that were prepared in collaboration with TKM
hospitals. Through the analysis of outcome measures, we
reviewed the pattern of medical treatments derived from key
recommendations based on these evidence-based CPGs. In
addition, we prepared a leaflet describing evidence-based CPGs
regarding herniation of the lumbar vertebrae. Thus, we evaluated
the applicability of evidence-based CPGs in an actual clinical
setting. All data were collected and analyzed without the
inclusion of any identifying information.
The outcome measurements were verified by an independent

assessor for each patient. These data were entered into the case
report form by a certificated clinical research coordinator.
When we received informed consent from patients, we

informed patients as follows: “This study seeks to assist in
treatment decision-making by utilising a leaflet, which describes
the CPGs, as a tool for communication between patients with
herniated intervertebral discs (HIVD) and the doctor. The basic
data collected were used to help ensure increases in patient
satisfaction and treatment.”

2.7. Types of outcome measurements
2.7.1. Primary outcome measurement. We used a 5-point
Likert scale to evaluate patient satisfaction with the doctor’s
explanation. Each patients answered the questions (Are you
satisfied with the explanation provided by the Korean medical
doctor (KMD)?, Is the KMD’s explanation easy to understand?,
Did the KMD’s explanation cause you to feel more positively
about the reliability of TKM?, Are you satisfied with the time for
explanation? How much time do you estimate it took to obtain
treatment on a day visit to the hospital/clinic?, Are you satisfied
with the overall treatment process?). Each variable was graded
according to the following scale: 1=bad, 2=not good,
3=moderate, 4=good, and 5=very good (Supplementary Table 1,
http://links.lww.com/MD/C32).

2.7.2. Secondary outcomes measurement.We used a 5-point
Likert scale to evaluate doctor satisfaction with the leaflet. We
used a divided questionnaire for doctors who used the leaflet and
doctors who did not use the leaflet for patient communication.
After the explanation of the prognosis of the treatment and
illness, the KMDs responded to the questionnaire to evaluate the
satisfaction. The questionnaire consisted of items such as the time
required for the application of the leaflet and the satisfaction and
disadvantages of applying the leaflet.
Each variable was graded according to the following scale:

1=bad, 2=not good, 3=moderate, 4=good, and 5=very good
(Supplementary Tables 2 and 3, http://links.lww.com/MD/C32).

2.8. Statistical analysis

The statistical analysis was performed on an intention-to-treat
(ITT) basis with a 95% confidence interval using multiple inputs.
The ITT analysis included all randomized patients.
3

All analyses were performed with SAS (version 9.1.3; SAS
Institute, Inc., Cary, NC) as follows: descriptive statistics were
used to summarize participant characteristics; Chi-square tests
were used to compare categorical data, and paired t tests were
used to compare continuous data if participant characteristics
differed among the leaflet group and the typical explanation
group; and Chi-square tests (or Fisher exact tests) and paired t
tests (or Wilcoxon signed-rank tests) were used to compare the
outcomes of the leaflet group and the typical explanation group.
The primary outcome was analyzed by an ITT analysis. All
statistical tests were performed using a 2-sided 5% level of
significance.
2.9. Adverse events

Any expected or unexpected adverse events were reported by the
participants and practitioners at completion.
2.10. Ethics

This research protocol has been reviewed and approved by the
institutional review board of the trial center [Jaseng KM hospital
(KMJSIRB2015–39)]. Written informed consent was obtained
from all study participants before enrolment in the study.
3. Results

3.1. Flow of the study

Regarding the treatment guidelines for HIVD, this cross-sectional
studywas conducted at the Jaseng KoreanMedicineHospital and
compared a group of patients who used leaflets with a group of
patients who did not use leaflets, after randomly dividing 50
shoulder pain patients into 2 groups (Table 1). These patients
visited the center from September to November 2015.
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3.2. Participants

The general characteristics of the participants are provided in
Table 2. Among the total sample of 50 subjects, 30 (60%) were
female and 20 (40%) were male. The average age of the
intervention group was 41.48±12.19 years, and that of the
control group was 38.76±11.65 years. The duration of
symptoms of the intervention group was 6.60±6.79 months,
and that of the control group was 5.56±4.81 months. In
addition, the severity of symptoms was 2.88±1.05 in the
intervention group and 2.84±0.75 in the control group.
3.3. Satisfaction of the patients

The patients with HIVD answered the survey questions, which
assessed their satisfaction levels based on their use of the leaflet.
Thesedataarepresented inTable3.On thebasis of studies regarding
the applicability of evidence-based CPGs to the treatment of HIVD,
we analyzed participants’ degree of satisfaction with them and their
understanding of the doctor’s explanations and their resulting
trustworthiness, the lengthof time for themedical examinations, and
the overall processes of the medical treatments. The intervention
patients’ satisfaction level with the overall explanation was 88%,
and that of the control patients was 64%. The levels of patient
satisfaction with understanding the doctors’ explanation was 92%
Table 4

The satisfaction of clinicians with the leaflet.
1. Was the use of the TKM clinical guideline leaflet helpful in treating this patient?
Very helpful 44 (11%)
Somewhat helpful 14 (56%)
Neither helpful nor not helpful 0 (0%)
Somewhat not helpful 0 (0%)
Not helpful 0 (0%)

2. What aspect was satisfactory in treating this patient?
Improvement of treatment time 0 (0%)
Ease of persuasion for treatment 21 (84%)
Improvement of the patient’s understanding of TKM treatment 4 (16%)
Improvement of the quality of medical service 0 (0%)

Other 0 (0%)
3. What was most difficult about using the leaflet when treating this patient?
Patient explanation 3 (12%)
Explanation of TKM terms 10 (40%)
Time limits 12 (48%)

Other issues 0 (0%)
4. Did the use of the leaflet diminish the autonomy of the doctor when treating this

patient?
Strongly agree 5 (20%)
Somewhat agree 20 (80%)
Neither agree nor not agree 0 (0%)
Somewhat not agree 0 (0%)
Not helpful 0 (0%)

6. Are you satisfied with the treatment time using the leaflet?
Very much so 1 (4%)
Somewhat satisfied 17 (68%)
Neither satisfied nor not satisfied 7 (27%)
Somewhat not satisfied 0 (0%)
Not at all 0 (0%)

7. How much time was needed for treatment when using the leaflet (excluding
intervention time)?
1∼3min 0 (0%)
3∼5min 0 (0%)
5∼7min 5 (20%)
7∼10min 20 (20%)
More than 10min 0 (0%)

5

in the leaflet group and 64% in the nonleaflet group, which showed
that, compared with patient satisfaction in the nonleaflet group,
patient satisfactionwas 28%higher in the leaflet group. In addition,
the level of the reliabilitywith treatmentwas92%in the leaflet group
and 64% in the control group. However, there were no statistically
significant differences between the satisfaction of the leaflet group
and the nonleaflet group in terms of understanding and the level of
reliability with regard to treatment. With respect to the amount of
time for the medical examinations, those who used the leaflet were
more likely to have visits that were 7 to 10minutes long (44%),
followed by over 10minutes (32%) and5 to 7minutes (16%). In the
control group, the time spent in medical examinations was 7 to 10
minutes (60%), followed by 3 to 5minutes (20%) and over 10
minutes (12%). In addition, the satisfaction with the treatment time
in the intervention group was higher than that in the control group
(28%). However, there were no statistically significant differences
between the leaflet group and the nonleaflet group in terms of the
satisfaction with the treatment time. Regarding the frequency with
which the patients visited a clinic/hospital, the highest frequencywas
thefirst time (36%) in the intervention group, followedby 5 times or
more (28%), 4 times (12%), and twice (12%). The highest was 5
times or more (52%) in the control group, followed by the first time
(40%). None of the patients knew the CPGs based on evidence-
based medicine (EBM) in both groups.
3.4. Satisfaction of the doctors

Three TKM doctors participated in the study and were instructed
to exclude as much prejudice as possible from each response and
responded to the questionnaire after explaining to the patient in
accordance with standard procedures. The doctors answered the
questions on their satisfaction with and the necessity of using
the leaflets, the data for which are presented in Tables 4 and 5.
The doctors using the leaflets answered questions including
Table 5

The satisfaction of clinicians without leaflet.
1. Was the use of the TKM clinical
guideline leaflet helpful in treating this
patient?

P vs Table 4. 1.

Very necessary 17 (68%) .7252
∗

Somewhat helpful 8 (32%)
either helpful nor not helpful 0 (0%)
Somewhat not helpful 0 (0%)
Very unnecessary 0 (0%)

2. What aspect causes you to think
reference material explaining evidence-
based TKM treatment is necessary?

P vs Table 4. 2.

Improvement of treatment time 0 (0%) .7252
∗

Ease of persuasion for treatment 19 (76%)
Improvement of the patient’s
understanding of TKM treatment

6 (24%)

Improvement of the quality of medical
service

0 (0%)

Other 0 (0%)
3. How much time did it take to treat
this patient (excluding intervention
time)?

P vs Table 4. 7.

1∼3min 0 (0%) .0186
∗

3∼5min 0 (0%)
5∼7min 14 (56%)
7∼10 min 11 (44%)
More than 10min 0 (0%)

∗
Fisher’s exact test.

http://www.md-journal.com
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satisfaction with and barriers to using the leaflet. In addition, the
doctors not using the leaflets answered questions on the necessity
of and barriers to using the leaflet. In the leaflet-using group, the
level of doctors’ satisfaction with communicating with the
patients using the leaflet was 100%. Thus, the ease of persuasion
of treatment was highest (84%) and followed the improvement of
the patient’s understanding of the treatment (16%). However,
doctors had difficulty applying the leaflet because of time
constraints (48%). Their overall satisfaction with applying the
leaflets was 72%, and the required time was 7 to 10minutes.
Doctors in both groups responded that the leaflets would be
effective in the treatment.

3.5. Adverse events

There were no adverse events.
4. Discussion

On the basis of evidence-based CPGs for TKM, which had been
developed to help health care practitioners specializing in TKM
to diagnose and treat diseases through a decision-making process,
we used a leaflet describing evidence-based CPGs as a
communication tool during the treatment of patients with
HIVD.[6] However, the important components of the study’s
results or CPGs were ignored and linked to actual clinical
practice.[15] Therefore, efforts are needed to disseminate the
results of this study.[16–19]

We conducted this study with the aim of examining whether
such a strategy would be helpful for increasing both patient
treatment compliance and the degree of satisfaction from the
perspective of both patients and health care practitioners. Thus,
we examined evidence-based CPGs for the treatment of
herniation of the lumbar vertebra. On the basis of studies on
the applicability of evidence-based CPGs for the treatment of the
herniation of lumbar vertebra, we analyzed the degree of
satisfaction with and understanding of traditional Korean
medical professionals’ information and the resulting trustwor-
thiness, the length of the time for medical examinations, and the
overall process of medical treatments.
Our results showed that there were no statistically significant

findings between the satisfaction of the leaflet group and
nonleaflet group in their understanding and the level of reliability
with treatment, even though the level of patient satisfaction with
understanding the doctors’ explanations was 92% in the leaflet
group and 64% in the nonleaflet group. However, the level of
doctors’ satisfaction with communicating with the patients using
the leaflet was 100% in the user group, and almost all doctors in
the nonuser group thought the leaflet would be effective in
treatment (100%). Patients’ satisfaction did not differ between
the 2 groups, but doctors thought that the activities in both
groups would be useful in treating the patient. This finding
indicates that it is much more helpful for physicians to have a tool
based on the patient’s explanation process. In the detailed results,
the respondents answered that explanations using the leaflet
would help persuade the patient (76%) and help the patient
understand (24%).
There are several limitations to this study. First, this study has

as open-label design. Although the outcome assessor was blinded
and data analysis was performed by an independent researcher,
there is still the possibility of bias. In addition, several terms of
CPGs (e.g., recommendation, evidence level) may have been
difficult to understand among both patients and doctors, even
though it was designed to be a tool of communication.
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Furthermore, we failed to show differences between the 2
groups for several reasons. First, there was insufficient statistical
power of the study and an inappropriate choice of the route, dose,
or frequency of administration of the intervention.[5] In this
study, it was unclear how many explanations should be provided
to patients.
Also, severity of symptoms was below 3 of the participants

who were included in this study. Considering that lumbar disc
herniation is a considerably critical condition, patients with
severe symptoms should have been included in this study.
Publishing the negative results of clinical trials with

background information provides an opportunity to avoid
possible mistakes in designing future prospective trials. It
creates a basis for the modification of trial designs, which leads
to new answers and newpossibilities inmedicine. Publishing the
results is simply an act of fairness to the patients who
participated in the study and experienced inconvenience and
sometimes risk, with the belief that their participation will
improve researchers’ understanding of which treatment works
best.[4] There are strong arguments for publishing the negative
as well as the positive results of clinical trials because what is
negative now can bring future success.
For the implementation of the CPGs, it is very important

content of the leaflet itself as well as how well the guideline
content is summarized, how well the patient or physician
understood it, and how much the clinician agrees with the
content.
Also, it is very difficult to estimate the implementation strategy

based on the results of 50 patients with less severe symptoms. To
apply this leaflet to other environments, such as primary care
physicians or other countries, further studies with a larger
number of patients and clinicians have to be done in the future.[20]

This approach should be followed by a variety of studies and
activities to promote the development of evidence-based CPGs.

References

[1] Kreiner DS, Hwang SW, Easa JE, et al. An evidence-based clinical
guideline for the diagnosis and treatment of lumbar disc herniation with
radiculopathy. Spine J 2014;14:180–91.

[2] Frymoyer JW, Pope MH, Clements JH, et al. Risk factors in low-back
pain. An epidemiological survey. J Bone Joint Surg Am 1983;65:213–8.

[3] Kim DK, Oh CH, Lee MS, et al. Prevalence of lumbar disc herniation in
adolescent males in Seoul, Korea: prevalence of adolescent LDH in Seoul,
Korea. Korean J Spine 2011;8:261–6.

[4] Shin YS, Shin JS, Lee J, et al. A survey among Korea Medicine doctors
(KMDs) in Korea on patterns of integrative KoreanMedicine practice for
lumbar intervertebral disc displacement: preliminary research for clinical
practice guidelines. BMC Complement Altern Med 2015;15:432.

[5] Lee CR, Kim JY, Hong YS, et al. Comparison of disability duration of
lumbar intervertebral disc disorders among types of insurance in Korea.
Ind Health 2005;43:647–55.

[6] Jun JH, Cha Y, Lee JA, et al. Korean medicine clinical practice guideline
of lumbar herniated intervertebral disc in adults: an evidence based
approach. Eur J Integr Med 2017;9:18–26.

[7] Van Spall HG, Shanbhag D, Gabizon I, et al. Effectiveness of
implementation strategies in improving physician adherence to guideline
recommendations in heart failure: a systematic review protocol. BMJ
Open 2016;6:e009364.

[8] Rebbeck T, Leaver A, Bandong AN, et al. Implementation of a guideline-
based clinical pathway of care to improve health outcomes following
whiplash injury (Whiplash ImPaCT): protocol of a randomised,
controlled trial. J Physiother 2016;62:111.

[9] Vasquez AM, Sapiano MR, Basavaraju SV, et al. Survey of blood
collection centers and implementation of guidance for prevention of
transfusion-transmitted Zika virus infection: Puerto Rico. MMWR
Morb Mortal Wkly Rep 2016;65:375–8.

[10] Blomkalns AL, Roe MT, Peterson ED, et al. Guideline implementation
research: exploring the gap between evidence and practice in the



CRUSADE Quality Improvement Initiative. Acad Emerg Med 2007;14: intervertebral discs: a study protocol for a randomized controlled trial.

Lee et al. Medicine (2017) 96:51 www.md-journal.com
949–54.
[11] Becker A, Held H, Redaelli M, et al. Implementation of a guideline for

low back pain management in primary care: a cost-effectiveness analysis.
Spine (Phila Pa 1976) 2012;37:701–10.

[12] Diaz NS, Osorio AD. [Implementation Plan for Two Clinical Practice
Guides (CPGs) Contained in the Integral Care Guides (ICGs) of the
General System of Social Health Care in Colombia: A) “Early Detection
of Depressive Episode and Recurrent Depressive Disorder in Adults.
Integral Attention of Adults with Diagnosis of Depressive Episode or
Recurrent Depressive Disorder (CPG-Depression)”. B) “Early Detection,
Diagnosis and Treatment of the Acute Intoxication Phase In 18-Years-
Old Patients with Alcohol Abuse or Dependence (CPG-Alcohol)”]. Rev
Colomb Psiquiatr 2012;41:826–41.

[13] Mallon D, Vernacchio L, Leichtner AM, et al. ’Constipation Challenge’
game improves guideline knowledge and implementation. Med Educ
2016;50:589–90.

[14] Lee JA, Choi J, Choi TY, et al. Evaluation of the clinical application of a
leaflet for clinical practice guidelines in patients with herniated
7

Integr Med Res 2016;5:161–4.
[15] Behrens T, Keil U, Heidrich J. Barriers to guideline implementation.

Dtsch Arztebl Int 2011;108:491author reply 493.
[16] Elnahal SM, Clancy CM, Shulkin DJ. A framework for disseminating

clinical best practices in the VA Health System. JAMA 2017;317:255–6.
[17] Gans D, Ganz DA, Senelick W, et al. A strategy for identifying and

disseminatingbest practice innovations in the care of patientswithmultiple
chronic conditions or end-of-life care needs. Manag Care 2016;25:43–8.

[18] Wiklund I. Female genital mutilation and challenges in disseminating
high quality healthcare guidelines. Sex Reprod Healthc 2016;10:1–2.

[19] Cca/Cfcrb CPGThe Canadian Chiropractic Association and the
Canadian Federation of Chiropractic Regulatory Boards Clinical
Practice Guidelines Development Initiative (The CCA/CFCRB-CPG)
development, dissemination, implementation, evaluation, and revision
(DevDIER) plan. J Can Chiropr Assoc 2004;48:56–72.

[20] Fischler I, Riahi S, StuckeyMI, et al. Implementation of a clinical practice
guideline for schizophrenia in a specialist mental health center: an
observational study. BMC Health Serv Res 2016;16:372.

http://www.md-journal.com

	Evaluating the clinical application of a leaflet for clinical practice guideline in patients with lumbar herniated intervertebral discs
	Outline placeholder
	1 Introduction
	2 Methods and design
	2.5 Interventions
	2.5.1 Leaflets based on CPGs
	2.7.2 Secondary outcomes measurement


	3 Results
	3.1 Flow of the study
	3.4 Satisfaction of the doctors
	3.5 Adverse events

	4 Discussion

	References


