Clinical Practice Guidelines
What are clinical practice guidelines?
Clinical practice guidelines (CPGs) have been defined as “ …systematically developed statements to
assist practitioner and patient decisions about appropriate health care for specific clinical
circumstances” [1] or ‘statements that include recommendations, intended to optimise patient care,
that are informed by a systematic review of evidence and an assessment of the benefits and harms
of alternative care options’ [2]. The overall goal of CPGs is to provide recommendations on how
healthcare and other professionals should care for people with specific conditions [3]. This fact sheet
will focus on CPGs for the treatment of people with pain.

Why are they important:
People with pain, clinicians and policy makers are faced with a confusing range of possible treatment
options, all backed by enthusiastic advocates. The evidence base is growing rapidly but the quality of
that evidence is highly variable. We know that the amount, type and quality of care offered to
people with pain can be highly variable. CPGs are important tools for trying to systematically bring
together the best evidence to make clear recommendations to guide clinical care and provision. By
recommending effective evidence-based interventions and discouraging interventions lacking in
scientific support, CPGs seek to optimize the quality of care, while reducing the waste and the
potential harm associated with ineffective or unsafe interventions [4].

Who develops them and why does that matter?
CPGs are often developed by government backed agencies such as the National Institute for Health
and Care Excellence (NICE) in the UK, or by professional/special interest organisations. Examples
include the American College of Physicians or the Neuropathic pain special interest group of IASP
(NeupSIG). Whatever type of organisation develops them, there is a need for clinical guideline
processes to include full representation across the multiple clinical disciplines that are involved in
patient care and critically from people with lived experience of the condition. Where this is not
ensured there is danger that the guidelines might reflect the interests of a particular professional
group, rather than best clinical practice, and that recommendations may not really reflect the needs
of people living with, or caring for people with pain. There is also a need for full transparency around
possible conflicts of interest in the guideline development team, including both professional and
industry interests and relationships [5].

How should they be developed and how can I spot a trustworthy CPG?
Developing a CPG should be a systematic and transparent process. This should involve developing
and defining a clear scope for the guideline and methodology before searching the evidence;
convening a guideline development group (committee) with appropriate knowledge, skills, and
representation; conducting systematic reviews specific to the questions outlined in the scope and

finally considering the evidence and translating them into recommendations. When developing the
scope and the final guideline there should be a process of consultation with all important
stakeholders, including people with pain. CPGs should clearly communicate their recommendations
and the certainty of the evidence used to generate them.
You can use the AGREE-II tool to help evaluate the quality of CPGs [6]. It asks questions about the
scope and purpose of the guideline, the quality of stakeholder involvement, the rigour of
development, the clarity of presentation, the applicability and the editorial independence of a
guideline and timelines for review.

Why might different guidelines on the same topic disagree?
There are a number of reasons why different guidelines around the same topic sometimes produce
conflicting recommendations. These might include differences in the population of interest and the
local setting, differences in the specific date and scope of the evidence searches, leading to different
studies being included; variation in methodological thresholds around what represents convincing
evidence of clinical effectiveness, and differences in interpretation of the same evidence by different
guideline committees [4,7]. The potential for conflicting recommendations between guidelines
decreases as the volume and quality of evidence increase. In fact, inconsistency of recommendations
across guidelines may be a warning sign for weak evidence [4].

Why don’t they always change practice?
Publishing a CPG does not guarantee that clinical practice will change. There are lots of examples
where guideline recommendations are not widely followed [8], because multiple potential barriers
prevent change of practice [9,10]. These can include clinicians’ knowledge and understanding of the
guideline, their willingness to accept its recommendations (often in the face of deeply held beliefs,
clinical experience, preferences and vested interests), local issues related to the feasibility of
implementing CPG recommendations and the culture of the organisation, the accessibility and
credibility of the guideline itself [9-13] and the acceptability, or lack thereof, of the guideline
recommendations to patients [14].

How might we implement them:
Changing clinical practice is a complex process and there is not a strong body of evidence supporting
any particular strategy [15,16]. Careful consideration needs to be given to how to best implement
the recommendations of CPGs. This likely requires a detailed understanding of the local clinical
setting and the diversity of the local patient community, an assessment of local resources needed to
support implementation, adequate training and support for clinicians, partnership with the patient
populations and an ongoing process of evaluation and adaptation. There is a pressing need for more
research into effective implementation in the field of pain treatment.

Conclusion
CPGs are an important tool in delivering evidence-based practice. They can potentially help us to
improve the quality, consistency and efficiency of clinical care, deliver a better experience for

patients and improve efficiency in our clinical systems. Users and leaders planning to implement
CPGs should approach them critically, and consider both who developed them and whether the
process of development met established indicators of quality.
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