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Introduction

As evidence accumulates regarding healthcare practic-
es, doing things “the way we have always done them” 
is no longer acceptable. In the past, part of the art 

and necessity of the practice in healthcare was making deci-
sions on the basis of tradition and, in many cases, inadequate 
evidence. This often led to variations in practice, inappropri-
ate care, and uncontrolled costs.1,2 Rapid advances in health-
care make it almost impossible to keep up to date on what is 
“known.” Inadequate care is now a result of inadequate pro-
duction, evaluation, dissemination, and use of information. 
The provision of care based on evidence is required to sup-
port the creation of best practice cultures that require stan-
dards of quality, performance measures, and review criteria. 

Comparative effectiveness research helps determine health-
care decisions by providing evidence on the effectiveness, 
benefits, and harms of different treatment options. Compara-
tive effectiveness research requires the use of a variety of data 
sources and methods to conduct research and disseminate the 
results in a form that is quickly usable by clinicians, patients, 
policymakers, and health plans and other payers.3

In the United States, the Effective Health Care Program 
funds researchers to work together with the Agency for 
Healthcare Research and Quality (AHRQ) to produce ef-
fectiveness and comparative effectiveness research for clini-
cians, consumers, and policymakers. The AHRQ is the fed-
eral agency in the United States charged with improving the 
quality, safety, efficiency, and effectiveness of healthcare for all 
Americans. The Effective Health Care Program:

Objectives
The reader will be challenged to:
•  Differentiate among the terms 

best practice guideline, algorithm, 
and standard of care

•  Summarize a process to evaluate 
the quality of existing guidelines  

•  Propose effective interventions 
aimed at adoption and transla-
tion of guidelines into practice 

Additional Resources:
IOM: Clinical Practice Guidelines We Can 
Trust 
http://www.nationalacademies.org/hmd/
Reports/2011/Clinical-Practice-Guidelines-
We-Can-Trust.aspx

Pressure Ulcer Prevention Algorithm Study
http://www.o-wm.com/article/pressure-ulcer-
prevention-algorithm-content-validation-
mixed-methods-quantitative-study

AHRQ National Guideline Clearinghouse
https://guideline.gov

AGREE Information/Instruments
https://www.agreetrust.org

http://www.nationalacademies.org/hmd/Reports/2011/Clinical-Practice-Guidelines-We-Can-Trust.aspx
http://www.nationalacademies.org/hmd/Reports/2011/Clinical-Practice-Guidelines-We-Can-Trust.aspx
http://www.nationalacademies.org/hmd/Reports/2011/Clinical-Practice-Guidelines-We-Can-Trust.aspx
http://www.o-wm.com/article/pressure-ulcer-prevention-algorithm-content-validation-mixed-methods-quantitative-study
http://www.o-wm.com/article/pressure-ulcer-prevention-algorithm-content-validation-mixed-methods-quantitative-study
http://www.o-wm.com/article/pressure-ulcer-prevention-algorithm-content-validation-mixed-methods-quantitative-study
https://guideline.gov
https://guideline.gov
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•  Reviews and synthesizes published and un-
published scientific evidence 

•  Facilitates the generation of new scientific 
evidence and analytic tools

•  Compiles research findings that are synthe-
sized and/or generated and translates them 
into useful formats for various audiences.

The AHRQ summary guides are reviews of 
research findings pertaining to the benefits and 
harms of different treatment options, and various 
versions are tailored to clinicians, consumers, or 
policy makers. Consumer guides provide useful 
background information on health conditions. 

The National Guideline Clearinghouse™ 

(NGC) is a publicly available database of  
evidence-based clinical practice guidelines avail-
able at http://www.guideline.gov. It provides 
Internet users with weekly updates highlight-
ing new content. The NGC is produced by the 
AHRQ in partnership with the American Medi-
cal Association (AMA) and the American Asso-
ciation of Health Plans (AAHP) Foundation. Key 
components of the NGC include: 

•  Structured, standardized abstracts (summa-
ries) about each guideline

•  Side-by-side comparisons of two or more 
guidelines

•  Syntheses of guidelines covering similar top-
ics, highlighting similarities and differences in 
the guidelines 

•  Links to full-text guidelines, where available, 
and/or ordering information for print copies

•  Annotated bibliographies on guideline devel-
opment methodology, structure, implementa-
tion, and evaluation.

In Canada, the Canadian Medical Association 
(CMA) maintains a database of clinical practice 
guidelines along with resources for development, 
evaluation, and implementation. To be included 
in the CMA Infobase, each guideline must: 

1.  Include information to help patients and 
physicians make decisions about appropriate 
healthcare for specific clinical circumstances. 
Ethics guidelines are included only if they 
help in decision-making concerning appro-
priate care. Guidelines on facilities, manage-
ment, training, or professional qualifications 
are not included unless they also contain 
guidelines on clinical practice.

2.  Be produced in Canada by a medical or 

health organization, professional society, 
government agency, or expert panel at the 
national, provincial/territorial, or regional 
level (clinical practice guidelines produced 
by individuals are excluded) or be produced 
outside Canada by one of the foregoing 
types of groups and officially endorsed by an 
authoritative Canadian organization.

3.  Have been developed or reviewed in the last 
5 years (rolling date).

4.  Have evidence that a literature search was 
performed during guideline development.

The CMA Infobase is available at http://www.
cma.ca/cpgs.

The Centre for Evidence-based Medicine 
(CEBM) in Oxford, England, promotes evi-
dence-based healthcare and provides resources 
for clinicians interested in learning more about 
evidence-based practice. Their goal is to develop, 
teach, and promote evidence-based healthcare 
and provide support and resources to doctors 
and healthcare professionals to help maintain 
the highest standards of medicine. The CEBM is 
available at http://www.cebm.net/index.aspx. 

Best Practice Approach to Care 
Evidence alone is not enough to ensure best 

practice. In 2000, Sackett et al4 defined evidence-
based medicine (EBM) as follows: “Evidence-
based medicine is the integration of best research 
evidence with clinical expertise and patient val-
ues.” Kitson, Harvey, and McCormack5 suggest 
that a synergy of actions is required to enable suc-
cessful implementation of the evidence to sup-
port best practice. The evidence is required to be 
scientifically robust, the environment or context 
has to be ready for change, and the change pro-
cess has to be appropriately facilitated. Evidence-
based medicine is not restricted to randomized 
trials and meta-analyses but involves finding the 
best evidence with which to answer clinical ques-
tions.6

Best practice needs to be more than a theory. In 
clinical practice settings, multiple modalities are re-
quired to provide and transform the evidence into 
usable frameworks that enable appropriate facilita-
tion and adoption of best practice by healthcare 
providers and the agencies in which they work.

Best practice guidelines (BPGs), also sometimes 
called clinical practice guidelines (CPGs), are sys-
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tematically developed statements to assist practi-
tioner decisions about appropriate healthcare for 
specific clinical circumstances.7 They combine 
research evidence, experience, and expert opin-
ion to improve patient care through reducing 
inappropriate variations in practice and promot-
ing the delivery of high-quality, evidence-based 
healthcare.8 Guidelines form the framework 
for practice in supporting policy and procedure 
recommendations. Algorithms or pathways, by 
contrast, are graphic maps that visualize the ma-
jor cognitive components required to resolve a 
problem. They can act as clinical decision-mak-
ing frameworks to guide the implementation of 
BPGs.9–11 Standards differ in that they are rules 
or models of care established by professional or-
ganizations or regulatory bodies. Standards often 
set the minimal acceptable level of performance. 
Some standards may be specific to each discipline 
and may be enshrined in legislation in certain ju-
risdictions. Other standards may be flexible and 
responsive. For example, a common legal standard 
of care is to compare the care provided to that 
of a reasonable clinician in similar circumstances.

In practice, BPGs help healthcare clinicians de-
fine effective and appropriate practices based on 
current and extensive scientific research and avail-
able evidence; algorithms represent tools or en-
ablers that aid in the implementation of BPGs; and 
standards set minimal levels of performance. The 
three, though different, are intimately related.12 

The BPG, Assessment and Management of 
Foot Ulcers for People with Diabetes, from 
the Registered Nurses’ Association of Ontario 
(RNAO) illustrates this relationship in many 
sections. For example, the BPG rationale is pre-
sented under the heading “Background Context” 
and then accompanied by an algorithm (Pathway 
to Diabetic Foot Ulcers) to enable further un-
derstanding of the concepts discussed. The same 
document contains a discussion relating to sharp 
debridement that asks the clinician to consider if 
the task is within his or her standard of practice.13

How are BPGs Developed?
In the years that have passed since BPGs or 

CPGs were introduced into the healthcare sys-
tem, they have permeated into every area of clini-
cal practice. Originally, healthcare chief executive 
officers regarded BPGs as “the answer” to reduce 

inappropriate or unnecessary variation in clinical 
practice.8 Between 1990 and 1996, the Agency 
for Health Care Policy and Research (AHCPR), 
now the AHRQ, introduced 19 practice guide-
lines in an effort to support evidence-based 
methods to assess medical treatments and to set 
high standards for the development of guidelines. 

In Canada, the International Affairs and Best 
Practice Guidelines Program, a signature program 
of the RNAO, is being funded by the Ministry 
of Health and Long-Term Care in Ontario to 
develop, implement, evaluate, disseminate, and 
support the uptake of both clinical and healthy 
work environment BPGs.14 Though the RNAO 
is a professional nursing association, its guide-
lines are developed with interprofessional sup-
port as well as patient guidance and advice. Since 
1999, the RNAO has developed and maintained 
(through regularly scheduled revisions) 44 clini-
cal and healthy work environment BPGs. Transla-
tion into a range of languages including French, 
Italian, Spanish, Japanese, and Chinese has made 
these resources accessible to a range of practitio-
ners provincially, nationally, and internationally. 
Additionally, the RNAO utilizes the Appraisal of 
Guidelines for Research and Evaluation (AGREE 
II instrument) to support a best practice approach 
to guideline development.15

The International Affairs and Best Practice 
Guidelines Program’s goals are to: 

• Improve patient care
• Reduce variation in care
• Transfer research evidence into practice
• Promote nursing knowledge base
• Assist with clinical decision-making
• Identify gaps in research
•  Stop interventions that have little effect or 

cause harm
• Reduce cost.
Guidelines are designed to be used as recom-

mendations to inform care decisions rather than 
rules for care to enable the practitioner to provide 
the best possible care by adopting new informa-
tion and changing practice.16 Guidelines must 
provide healthcare professionals with adequate 
notice of the boundaries of acceptable and pre-
scribed behaviors yet not be so narrow or rigid 
that they create a detrimental effect on innovative 
and individualized patient care.15

Quality guideline development requires that rel-
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evant literature and practice patterns are reviewed 
and the data appraised for weight of evidence. The 
results are then distilled and collated into a suc-
cinct, user-friendly format. In the final stage, these 
guidelines are reviewed widely and modified based 
on feedback by experts in the field before being 
endorsed by a credible sponsoring body or associa-
tion. At this point, the guideline is ready for dissem-
ination to appropriate bodies leading to knowledge 
transfer or implementation into practice.

The final important stage in the cycle of BPGs 
is a feedback loop of ongoing reevaluation and 
refinement through gathering of new evidence as 
the cycle continues. Regularly scheduled reviews 
should include changing practice patterns, new 
evidence, and barriers and enablers to implemen-
tation. For example, the RNAO guidelines are 
revised every 3–5 years (Figure 1).17 

According to Roberts, attributes of a good 
practice guideline are validity, reliability, repro-
ducibility, clinical applicability, clinical flexibility, 
clarity, interdisciplinary process, scheduled review 
and documentation, and simplicity.8

Selecting a Best Practice Guideline 
for Implementation

Developing BPGs is an expensive and time-

consuming process. If one wishes to adopt an ex-
isting guideline into practice, how does one select 
the most rigorous yet practical one? The AGREE 
II instrument is the new international tool for the 
assessment of guidelines. The AGREE II is both 
valid and reliable and comprises 23 items orga-
nized into the original 6 quality domains. It helps 
guideline developers and users assess the method-
ological quality of CPGs.18 The AGREE II instru-
ment has 3 goals: 1) to assess the quality of CPGs, 
2) to provide a methodological strategy for guide-
line development, and 3) to recommend what in-
formation should be reported in guidelines. 

Assessment of a guideline involves evaluation 
of its quality (using the AGREE II tool), how up-
to-date it is, and the consistency of the recom-
mendation with the underlying evidence. Assess-
ment also consists of the feasibility of applying 
recommendations. This process can result in dif-
ferent alternatives ranging from adopting a guide-
line unchanged, to adapting the format, modify-
ing single recommendations, and producing a 
customized guideline based on various guidelines 
used as sources.19 

The AGREE II instrument is a tool designed 
primarily to help guideline developers and users 
assess the methodological quality of CPGs.15 The 
6 quality domains include: 

1.  Scope and purpose: overall aim of the guide-
line, clinical question, and target population

2.  Stakeholder involvement: extent to which 
the guideline represents the views of the in-
tended users

3.  Rigor of development: process used to gath-
er and synthesize the evidence and methods 
to formulate the recommendations and to 
update them

4.  Clarity and presentation: the language and 
format of the guideline

5.  Applicability: organizational, behavioral, and 
cost implications of application

6.  Editorial independence: independence of 
the recommendations and acknowledge-
ment of possible conflict of interest from the 
development group.

Once the review is complete, a quality score is 
calculated for each of the 6 AGREE II domains. 
The 6 domain scores are independent and should 
not be aggregated into a single quality score. Re-
viewers are provided with the opportunity to 

Figure 1. RNAO guideline development meth-
odology process. Reprinted with permission 
from the Registered Nurses’ Association of On-
tario. Transforming Nursing Though Knowledge. 
Available at: http://www.rnao.org/Page.asp?Page
ID=122&ContentID=1557&SiteNodeID=158&
BL_ExpandID=.
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comment on the overall quality of the guideline 
and whether the guideline would be recom-
mended for use in practice.

Wimpenny and van Zelm compared 4 national 
pressure ulcer guidelines from Australia, Canada,  
the Netherlands, and the United Kingdom to 
identify similarities and differences in their quality 
and content.20 The domain scores for each guide-
line show some but not total agreement among 
reviewers. One guideline was identified as scoring 
highest in a majority of AGREE II domains. 

While the AGREE II tool identifies the quality 
of the guideline development process, it still re-
quires practitioners to determine which guideline 
would be most appropriate to implement in their 
clinical settings. The potential for evidence over-
load also suggests that brevity might be best, even 
in algorithm or decision-tree format.

National and international bodies have made 
major efforts to improve the quality of guide-
lines, but less time has been spent understanding 
how guidelines can be implemented. Develop-
ing BPGs is an expensive and time-consuming 
process. If one wishes to adopt or modify an ex-
isting guideline, how does one select the most 
rigorous yet practical one? Adaptation of existing 
guidelines for individual facility use enhances ap-
plicability. National guidelines often lack specific 
details on what changes in the organization are 
required to apply the recommendations. Adapta-
tion of evidence may promote a sense of owner-
ship by those who are engaged in this process.19 

The ADAPTE collaboration (www.adapte.
org) is a group whose purpose is to increase the 
use of evidence-based guidelines. The ADAPTE 
process consists of 3 phases, including planning, 
adaptation, and development of the guideline. 
The planning phase outlines the tasks to be com-
pleted before adapting the guideline, including 
identifying necessary skills and resources and de-
termining who should be on the panel. The panel 
should include end users of the guideline, such as 
clinicians and patients.19

Since 2000, the Canadian Association of 
Wound Care (CAWC) has authored best practice 
recommendations relating to wound bed prepa-
ration and the prevention and management of 
pressure ulcers, diabetic foot ulcers, and venous 
leg ulcers. These were not intended to be BPGs 
but rather a distillation of existing guidelines into 

a succinct practice article and bedside enabler 
(the Quick Reference Guide or QRG) backed by 
the existing articles, research, and guidelines for 
more in-depth information. 

When it came time to update and revise the 
CAWC recommendations, the CAWC board 
recognized the quality of the RNAO guide-
lines and decided to create regional teams to re-
vise the recommendations utilizing the RNAO 
wound-related guidelines. The updated articles 
and QRGs serve as practice enablers that help to 
interpret these guidelines for the multiple health-
care professionals involved in the management of 
chronic wounds. Each article takes the practice 
enabling statements and discusses their relation-
ship to the corresponding RNAO guideline as 
well as additional resources from the literature 
to enhance and support an interprofessional ap-
proach. To further enable practice, each QRG is 
related to a Pathway to Assessment and Treatment, 
which provides an algorithm to guide clinical  
decision-making. 

A Health Canada initiative to encourage ad-
aptation of the RNAO guidelines stimulated the 
development of regional wound care guidelines in 
Saskatchewan. In January 2004, the Health Qual-
ity Council (HQC) and the Saskatchewan As-
sociation of Health Organizations (SAHO) con-
vened a provincial Skin and Wound Care Action 
Committee to develop a strategy to ensure that 
patients receive consistent, high-quality skin and 
wound care. The results of their initiative involved 
a partnership between the HQC and the RNAO 
to adapt the RNAO guidelines to produce a re-
gionally specific pressure ulcer guideline.21

The Wound, Ostomy, and Continence Nurses 
Society (WOCN) developed evidence-based 
guidelines using a clinically diverse panel of 
WOCN nurses, a topical outline with specific 
questions to guide the literature search for evi-
dence, and studies reporting primary data relevant 
to the topic with specific diagnostic modalities 
and treatment therapies included in the review. 
The search targeted meta-analyses, randomized 
controlled trials, prospective and retrospective 
clinical trials, and systemic reviews. 

In early 2003, the Wound Healing Foundation 
put out a request for proposal (RFP) for a proj-
ect to formulate and publish chronic wound care 
guidelines. Multidisciplinary committees were 
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set up to complete the project with the major-
ity of the group members in agreement with the 
recommendations. Publically held forums on the 
National Institutes of Health (NIH) campus so-
licited input from other interested parties, societ-
ies, and industry. 

The American National Pressure Ulcer Advi-
sory Panel (NPUAP) and the European Pressure 
Ulcer Advisory Panel (EPUAP) collaborated to 
develop guidelines on the prevention and treat-
ment of pressure ulcers. The guidelines were pro-
duced by a guideline development group along 
with several small working groups. The entire 
process of the guideline development could be 
followed on a designated website by stakeholders 
of this process. 

The first step in any guideline development 
process is identifying the evidence. Generally, 
electronic databases are searched with specific 
predetermined inclusion criteria, such as dates of 
the searches, subject titles, such as pressure ulcers, 
pressure sores, and decubitus ulcers, and type of 
studies to be included, such as randomized con-
trolled trials, meta-analyses, systematic reviews, 
etc. All retrieved references are then sorted by 
topic and placed in evidence tables. The level of 
evidence is then noted for each study based on 
a predetermined classification system set up by 
the guideline group. Recommendations about 
the body of available evidence are then identified 
based on the level of evidence found in the tables. 

Implementing Best Practice 
Guidelines and Algorithms

Many BPGs have been developed and dis-
seminated; however, their implementation across 
all disciplines and delivery sites remains a major 
challenge. 

In a Minnesota study, approximately two-
thirds of family physicians were unaware of the 
existence of the AHCPR guidelines for pressure 
ulcers (#3 and #15). Ninety percent of the physi-
cians who had browsed the prevention guidelines 
had found them helpful, and all who read them 
in entirety said they were helpful.22 A survey of 
Ontario family physicians showed that 78% in-
dicated that they complied with lipid-lowering 
guidelines, but further questioning revealed that 
only 5% actually followed them.23 Davis and  
Taylor-Vaisey14 reviewed the literature on adop-

tion of CPGs by healthcare professionals. They 
found that the variables affecting adoption in-
clude the qualities of the guidelines, the char-
acteristics of the healthcare professional, the 
characteristics of the practice setting, incentives, 
regulation, and patient factors. 

Davis and Taylor-Vaisey14 also reviewed inter-
ventions aimed at the adoption of guidelines and 
classified them as weak (didactic, traditional con-
tinuing medical education, and mailings), mod-
erately effective (audit and feedback, especially 
concurrent, targeted to specific providers and de-
livery by peers or opinion leaders), and relatively 
strong (reminder systems, academic detailing, and 
multiple interventions).

The first hurdle is promoting a culture or en-
vironment that supports the adoption and ap-
plication of evidence-based practice. Guidelines 
involve change, and any change must be based 
on a need. Therefore, any system’s change should 
be based on a needs assessment that identifies 
care gaps. The needs assessment should involve 
the users, recipients, educators, and appropriate 
administrators who may be involved in ultimate 
implementation. Toward this end (system change), 
the RNAO clinical guidelines not only identify 
clinical practice recommendations but also con-
tain a recommendation section directed toward 
organization and policy (identifying the structures 
and resources that need to be in place to sup-
port evidence-based practice) as well as a section 
dedicated to the educational requirements (the 
knowledge and skills) required to successfully im-
plement the guideline recommendations.21 This 
approach to guideline development recognizes 
that the nature of nursing practice falls on a con-
tinuum from being a solo practitioner to being 
interdependent team members, which requires 
organizational structures and resources to ensure 
consistency in practice. 

An often overlooked element in creating  
evidence-based practice cultures is sustainability. 
The Knowledge-to-Action Cycle identifies atten-
tion to sustaining knowledge use as a critical ele-
ment of moving knowledge to action22 (Figure 2). 
A study by Higuchi et al reported on a 3-year fol-
low-up evaluation of nursing care indicators fol-
lowing the implementation of 2 RNAO BPGs.23 
They found that clinical guidelines provide cred-
ible resources for evaluating and improving prac-
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tice, but the changes required at the individual 
and system levels are frequently significant and 
require considerable time. Two significant con-
tributors to guideline sustainability they identi-
fied were documentation and reminder systems, 
which support change at the systems level. 

Challenges to implementing wound care BPGs 
occur across all service delivery sites (hospital, 
outpatient clinics, home, and long-term care). 
These challenges include information transfer, in-
tegration of payment sources into the dialogue to 
realize potential savings in overall program costs, 
consistency of wound management approaches 
among all service delivery sites, and development 

and maintenance of interdisciplinary care teams. 
Successful implementation strategies: 
•  Provide educational offerings that teach con-

cepts of the BPG
•  Provide an educational offering for each new 

BPG
•  Include a pathophysiology review during 

each educational offering
•  Provide routine, ongoing educational offer-

ings on BPG information.6

The literature is replete with barriers to guide-
line implementation, which can be condensed 
into 3 main categories.17–20,24 No listing of bar-
riers would be complete, however, without dis-

Table 1. Barriers and bridges to best practice

Category Barrier Bridge

Financial Issues

•  Support for programs and interdis-
ciplinary teams

• Technology
•  Infrastructure to support guidelines

•  Clear identification of outcomes will 
support a cost-effective delivery of best 
practices

•  Efficiencies regarding supply/equipment 
acquisition and purchase

Educational Issues

• Location of existing guidelines
•  Dissemination of guideline-specific 

education and knowledge
•  Changing the attitudes and expec-

tations of healthcare providers
•  Understanding the tools for docu-

mentation
• Lack of leadership
• Educational resources and time 
•  Patients refusing evidence-based 

practice

• Websites specific to needs
•  Program leader to integrate guidelines 

into policies, procedures, and protocols
•  Regular communication to provide 

ongoing information (newsletter, emails, 
alerts)

•  Regularly scheduled staff and team meet-
ings to educate, learn, provide a forum 
for discussion, and support change

•  Easy-to-read, healthcare provider-specific, 
and client-specific evidence-based educa-
tional material (current, simple, holistic, 
and easy to adapt based on client need 
and clinical judgment)

Practice Issues

•  Clinical integration of evidence-
based practice among healthcare 
providers

• Staff skill level
• Staff stress level and staff shortages

•  Clinical integration of evidence-based 
practice among healthcare providers

• Clinical pathway
•  User-friendly format for protocols and 

procedures
•  Interdisciplinary team (opinion lead-

ers) to provide ongoing support to staff 
regarding clinical issues and change

•  Agency support and effective resource 
management

•  Alternative, cost-effective methods of 
service delivery (clinics)

• Continuity of care and care providers



326 CHRONIC WOUND CARE: The Essentials e-Book

24   Orsted et al

cussing recommended solutions (bridges). Table 1 
reviews “bridges for barriers,” discussing solutions 
from the literature and from clinical experience.25

Best practice guideline implementation re-
quires strong leadership from clinicians who un-
derstand concepts of planned change, program 
planning and evaluation, and research utilization. 
This knowledge will support the development of 
a program plan that enables the transformation of 
organizations toward best practice. In 2002, the 
RNAO developed a toolkit to assist organizations 
through a planned change process for successful 
implementation.26

Graham et al indicated that in order for guide-
lines to be implemented successfully, a critical 
initial step must be the formal adoption of the 
guideline recommendations into the policy and pro-
cedure structure.27 This key step provides direction 
regarding the expectations of the organization and 
facilitates integration of the guideline into systems, 
such as the quality management process.27 

Shiffman and colleagues developed the Guide-
line Implementability Appraisal (GLIA) to facili-
tate guideline implementation. The instrument is 
designed to systematically highlight barriers to im-
plementation including executability, decidability, 
validity, flexibility, effect on process of care, mea-
surability, novelty/innovation, and computability. 
The GLIA is intended to provide feedback about 
a guideline’s ability to be implemented to the au-
thors of the guideline and to those individuals who 
choose to apply the guideline within a healthcare 
system. The GLIA consists of 31 items, arranged 
into 10 dimensions, and is applied individually to 
each recommendation of the guideline. Evidence 
of content validity and preliminary support for 
construct validity was obtained by the authors.28

It is understood that if healthcare professionals 
are to provide best practices, they must seek val-
id, reproducible, useful, and relevant studies and 
support material that enable the growth of their 
practice into a best practice standard.29 However, 

Figure 2. Knowledge-to-Action Cycle. Reprinted with permission from Graham ID, Logan J, Harri-
son MB, et al. Lost in knowledge translation: time for a map? J Contin Educ Health Prof. 2006;26(1):13–24.
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how does that information get into practice? 
Healthcare professionals also need to participate 
in recognized, accredited continuing educational 
opportunities that allow them to participate with 
skill and confidence as members of interprofes-
sional wound care teams. Agencies need to pro-
vide a full scope of support for nurses seeking 
professional education.30,31

The question remains: How can we be assured 
that knowledge is developed, delivered, evaluated, 
and sustained by an educational event or program, 
such as described in the Knowledge-to-Action 
Cycle?22

The CAWC and the Canadian Association 
for Enterostomal Therapy (CAET) collaborated 
toward the development, evaluation, and pub-
lication of a standard for wound management 
education and programming that can be used by 
healthcare professionals and their employers to 
appraise existing and future investments in wound 
care education.32 The Wound CARE Instrument 
contains standards obtained from literature fo-
cused on knowledge mobilization that support 
a collaborative and evidence-informed approach 
to the appraisal and recommendation process of 
wound management education and program-
ming. This instrument supports decision-makers 
in their efforts to improve wound care knowl-
edge, skills, and attitude and to improve the health 
of patients at risk for or suffering from wounds. 

The Wound CARE Instrument:
1.  Provides a foundation to identify the 

components required to plan, develop, 
implement, evaluate, and sustain evidence- 
informed wound management education 
and programming

2.  Provides a benchmark to appraise the quality 
of wound management education and pro-
gramming

3.  Supports collaboration in the development 
and implementation of wound management 
education and programming

4.  Informs decisions related to the endorse-
ment, adoption, adaptation, purchase, or 
rejection of wound management education 
and programming

5.  Improves patient care and health outcomes 
relating to the prevention and management 
of wounds.

The Wound CARE Instrument has dem-

onstrated that it is a valuable tool to aid in the 
appraisal and evaluation of wound management 
education and programming within a clinical 
setting. The Wound CARE Instrument is now 
available online and downloadable for no cost at 
http://www.cawc.net or http://www.caet.ca. 

Are Algorithms and Best Practice 
Guidelines Effective? 

Algorithms. Beitz and van Rijswijk pub-
lished a study in which they attempted to estab-
lish content validation data for a set of wound 
care algorithms.33 They tried to identify strengths 
and weaknesses of the algorithms in order to gain 
further insight into the wound care decision-
making process. With this set of wound care al-
gorithms, they identified 11 themes of difficulty 
in 5 areas. These 5 areas included the length of 
the algorithm, wound care terminology, wound 
assessment, wound context (patient issues), and 
clinical decision-making. The algorithms provid-
ed 3 positive aspects to care: a focus on goals, an 
ability to improve consistency, and a high content 
validity index of the wound assessment and care 
concepts. They concluded that the wound care 
algorithm studies were valid; however, the algo-
rithms lacked valid and reliable wound assessment 
and care definitions. 

Best practice guidelines. In a study of 5 cli-
ent care settings, including a home care agency, 
the prevalence rates of pressure ulcers showed a 
decrease from 19% to 7.4% 4 months after the in-
troduction of guidelines. The decrease continued 
to 6.7% after 8 months and 6.1% after 1 year.34 

The response to BPGs varies. Many practitio-
ners, especially physicians, worry that CPGs will 
lead to “cookbook medicine” with little room 
for clinical decision-making, consideration of 
patient and local condition variations, or innova-
tion. Many practitioners fear that even the slight-
est variation from the guidelines will make them 
more liable to be successfully sued. Legal con-
cerns relating to guidelines have been addressed 
by Goebel and Goebel who reviewed legal data-
bases for malpractice awards for pressure ulcers.16 
The authors found that substantial savings in mal-
practice costs would have occurred and only 4 of 
14 findings in favor of the defendant would have 
been reversed had guidelines been followed.

It is important to remember that in the com-
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plex wound-healing environment, interventions 
— even those based on guidelines — need to be 
regularly assessed by skilled professionals to en-
sure that outcomes of care are achieved. Care de-
livery must be based on lifestyle and client choice 
as well as best evidence. 

Conclusion
A Health Policy Forum convened an inter-

professional summit in Toronto, Canada, includ-
ing patient representatives, practicing physicians 
(both generalists and specialists), nurses, research-
ers, and healthcare administrators.35 The follow-
ing 3 questions were asked: 

•  What goals should underlie CPG develop-
ment? 

•  How can we improve CPGs? 
•  Who should participate in CPG develop-
ment, use, and evaluation? 

The results from the various working groups 
were remarkably consistent. They agreed that 

CPGs should serve one central goal: providing 
better care for patients. 

The forum made a number of recommenda-
tions regarding the production and role of CPGs 
that include the following:

1.  Education: CPGs are an educational tool 
and must not be used to regulate medical 
practice

2.  Flexibility: CPGs must be flexible enough to 
meet the needs of individual patients while 
incorporating all aspects of care

3.  Multidisciplinary: The CPG process must be 
truly interprofessional with a focus on front-
line caregivers rather than academics — the 
process must include all parties involved in care

4.  Patient input: Patient representatives must have 
meaningful input at all stages of CPG develop-
ment, including outcome measures used

5.  Quality assurance: A standardized process for 
developing and evaluating CPGs should be 
employed with periodic or continuous re-

Figure 3. The pathway to best practice.38 Reprinted with permission from Keast D, Orsted H. 
The pathway to best practice. Wound Care Canada. 2006;4(1):10.

Patient risk factors and 
preferences

Target barriers: 
• Education
• Communication
• Clinical practice
• Finance

Enhance facilitators:
• Education
• Communication
• Clinical practice
• Finance

Available resources

Best Practice at the Bedside

Best Practice Guideline

Quick Reference Guide 
and corresponding interpretive articles

Pathway to Assessment/Treatment
Algorithm for clinical decision support

Evidence base in the 
literature Clinical experience Expert opinion
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view processes incorporated to keep CPGs 
up to date

6.  Accountability: The CPG process must be 
visible and accountable to healthcare profes-
sional and patient groups; the level of evi-
dence used to formulate a CPG must be ex-
plicitly stated, as must potential bias

7.  Outcomes orientation: CPGs should facili-
tate treatment choices by providing clear in-
formation about what works and what does 
not work — the outcomes examined should 
reflect patient priorities

8.  Accessible: Successful strategies to encourage 
adoption of CPGs must be shared and ma-
terials and technologies developed to make 
them immediately available for consultation

9.  National clearinghouse: Many participants 
identified the need for a central body to 
oversee CPG development, funding, and 
use. This central body would ensure that 
existing CPGs are regularly updated and re-
viewed and that implementation strategies 
are shared.

Marketing experts have suggested that or-
ganizations focus on the exchange rather than 
on the change about to be encountered.36 The 
adoption and implementation of new tools can 
provide the implementers and the users sup-
port for knowledge exchange. Through expert 
opinion and current extensive scientific research 
and available evidence, guidelines define best 
practices that in turn support the attainment of 
competency and skill level. Basing a wound care 
program on tools that enable evidence-based 
practice will promote excellence in skin care, 
foster collegial relationships, and permit replica-
tion with other clinical populations.37

Guidelines and algorithms integrated into the 
continuum of care can provide:

•  Cost-effective care delivery 
•  Documentation that is consistent, complete, 

standardized, comparable, outcome gener-
ated, and shared

•  Care that will be evidence based, holistic, 
and patient specific.

To support the implementation of best prac-
tice at the bedside, clinicians and facilities must 
integrate BPGs that endorse recommendations 
related not only to practice but also to educa-
tional, organizational, and policy changes. Re-

gional differences related to population and re-
sources need to be considered when program 
development is considered. To accomplish this, 
the clinician must be supported in an environ-
ment that breaks down barriers related to com-
munication, education, practice, and resources. 
Barriers to best practice must be identified and 
modified, and bridges to best practice must be 
identified and enhanced. This is an active process 
that requires a receptive environment supported 
by administrators, the allocation of appropriate 
resources, and the cooperation of interprofes-
sional team members. Figure 3 summarizes the 
entire process.

Most importantly, when it comes to best 
practice, you may know best practice, but are 
you providing it?

Self-Assessment Questions
1.  A guideline is a document that outlines the best 

available evidence for a health-related problem.
A. True
B. False

2.  The AGREE II instrument allows the clinician 
to evaluate if the recommendations outlined in 
the guideline will work at the bedside.

A. True
B. False

3.  Guideline recommendations are more effective 
if supported by agency policy and procedure.

A. True
B. False

Answers: 1-A, 2-B, 3-A

Take-Home Messages for Practice
• Not all guidelines are created equal.
•  Awareness of the best evidence does not 

ensure a change in practice.
•  The strength of the evidence must be 

combined with a willingness of the 
environment to change practice and 
appropriate facilitation of the new 
information.

•  Practice change needs to be system-wide 
and supported by policy.
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