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Attitudes of psychiatrists to evidence-based guidelines

A questionnaire survey

AIMS AND METHOD

We aimed to survey clinicians’
attitudes on using evidence-based
guidelines. A postal questionnaire
based on a previous survey of
general practitioners was sent to 105
psychiatrists working within Avon
and Western Wiltshire Mental Health
Partnership NHS Trust.

RESULTS

Evidence-based guidelines (EBGs) are used increasingly in
routine clinical practice but in comparison with general
practice, they are uncommon in psychiatry. With the
advent of the National Institute for Clinical Excellence
(NICE), the use of guidelines is likely to become more
widespread as more reviews are disseminated, but little is
known about attitudes of psychiatrists to their use.

Guidelines primarily aim to make care more consis-
tent and efficient and reduce inappropriate variations in
practice. Clinical practice guidelines can be defined as
'systematically developed statements to assist practi-
tioner and patient decisions about appropriate health
care for specific clinical circumstances’ (Institute of
Medicine, 1992). EBGs are a specific adaptation based on
critical appraisal of scientific evidence and they clarify
which interventions are of proven benefit and document
the quality of the supporting data (Woolf et al, 1999). The
EBG development process should be explicit, clearly
stating how evidence was identified and selected. The
development group should be representative of all those
to whom the EBGs will be relevant. Peer review should
be included and a review date explicitly stated in the
guideline (Marriott & Palmer, 1998).

Psychiatrists’ attitudes to evidence-based psychiatry
have been studied by Carey & Hall (1999): clinicians
overwhelmingly (>90%) felt it was ‘useful’ in clinical
practice, but a similar number felt this to be true of clin-
ical intuition and the opinion of colleagues. Only 60% felt
more use of evidence-based practice was attainable.
Watkins et al (1999) explored how general practitioners
(GPs) gain access to and use guidelines. They concluded
guidelines were perceived as a useful method of acces-
sing specialist information; positive attitudes towards
them were more common among younger GPs. Siriwar-
dena (1995) found that GPs were generally in favour of
clinical guidelines and believed them effective in
improving patient care. A positive response was asso-
ciated with GPs who had previously contributed to in-
house guidelines or participated in audit. Our study
examined psychiatrists’ attitudes to EBGs and made
comparisons with previous research in primary care. It
was hypothesised that psychiatrists who qualified more

There was a 91% response rate.
Respondents were generally in
favour of clinical guidelines, with
scores indicating a positive attitude
to guidelines in 13 of the 18 state-
ments. The majority felt that guide-
lines were effective in improving
patient care, could be used flexibly to
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suit individual patients and did not
impinge on their clinical judgement.

CLINICAL IMPLICATIONS

Psychiatrists welcomed the increasing
use of guidelines. Further research is
needed to determine whether this
will translate into actual use and
improved outcomes for patients.

recently (less than 8 years since qualification to reflect
the ‘era’ of evidence-based medicine) would have more
positive attitudes owing to more training in evidence-
based medicine and familiarity with guidelines.

Method

A postal questionnaire was sent to psychiatrists (consul-
tant, specialist registrar and non-consultant career grades
listed as working in general adult speciality; n=105) in
one large specialist mental health care trust (Avon and
Western Wiltshire Mental Health Partnership NHS Trust;
population served 1.2 million). A second copy of the
guestionnaire was sent to non-respondents after 6
weeks and followed up with a telephone reminder if not
returned subsequently. The characteristics of respondents
can be seen inTable 1.

The questionnaire consisted of 18 attitude state-
ments on clinical guidelines adapted from a questionnaire
used to assess attitudes to guidelines in general practice
(Siriwardena, 1995). The original was developed following
a qualitative pilot study (literature search and semi-
structured interviews with GPs), which identified 10 ‘areas
of concern’ as being relevant to the use of guidelines.
Statements particularly related to primary care (e.g.
performance-related pay) were replaced by alternatives
(e.g. how guidelines relate to research). Siriwardena
surveyed 213 GPs whose mean statement scores were
used as a comparison group for the purpose of our study.
As respondents are more likely to reply in the affirmative,
we employed a balanced questionnaire using (randomly
ordered) paired statements expressing opposite atti-
tudes. These are listed by category inTable 2. A Likert-
type scale was used, with five response codes ranging
from strongly agree (1) to strongly disagree (5) for each
statement. For analysis, scores were combined for
agreement (1+2) and disagreement (4+5). Mean scores
were calculated after reversing the scores for positive
statements; thus a higher score always signified a more
positive attitude to guidelines. Mean scores for paired
statements in each category were added; a score of
more than 6.0 indicated a positive attitude, less than 6.0
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ﬁ Table 1. Characteristics of respondents indicated a negative attitude and 6.0 indicated equivoca-

tion. Completed questionnaires were analysed using SPSS
L. Percentage of ) .
original for Windows, Version 8.0 (SPSS, 1997).
respondents n
papers
Gender
Male 65 62 Results
Female 34 33
Data missing 1 1 Of the 105 questionnaires sent to psychiatrists, 96 were
Age returned completed — a 91% response rate. The charac-
25-34 20 19 teristics of respondents are shown inTable 1. The mean
35-44 47 46 years of psychiatric experience was 12.7 (s.d. +£7.2). The
4554 28 Z responses to the 18 attitude statements are displayed in
>55 4 3 A L - .
i pairs in Table 2. Response scores indicated a positive atti-
Data missing 1 1 e . .
Status tude to guidelines in 13 of the 18 statements, a negative
Consultant M 39 attitude in 1 and equivocation in 4. The majority (82.3%)
Specialist registrar 30 29 believed that guidelines were effective in improving
Non-consultant career grade 28 27 patient care. There was also strong agreement that clin-
Data missing 1 1 ical judgement could be exercised within guidelines
Specialty (85.7%), guidelines could be used flexibly to suit the
genera: aju:t s Gt 20 ;‘i needs of individual patients (85.7%) and respondents
Ote:(jrra adult or dual accreditation 12 3 found guidelines helpful to follow (70%). There were
Data missing 1 1 trends for psychiatrists to be more positive than GPs in all
these areas (82% v. 69%, 85% v. 76%, 85% v. 74% and

Table 2. Responses to paired statements in questionnaire on attitudes to clinical guidelines

Psychiatrists
Statements about evidence-based guidelines % agree (strongly)  Mean scores*  Sum of means
Can improve patient care
Using well-constructed guidelines will improve patient care 82.3 4.01
S . . : 7.67
Guidelines would not improve the care | give to patients 14.6 3.66
Do not diminish clinical freedom
| can exercise clinical judgement within guidelines 85.7 416 792
Guidelines will diminish a psychiatrist’s clinical freedom 34.0 3.06 '
Do not stifle innovation
Guidelines help psychiatrists to work in the same way 73.6 3.80 6.86
Guidelines stifle innovation 297 3.06 '
Can be applied flexibly to individual patients
Guidelines can be used flexibly to suit needs of individual patients 85.7 414 295
Patients are too different for guidelines to be of any use 9.9 3.81 ’
Help to avoid litigation
If | followed accepted guidelines | am less likely to be sued 64.9 3.67
: . . ! I 7.08
Adopting guidelines will increase the risk of litigation 220 3.4
Should be sensitive to local needs
Guidelines should be based on what actually happens in clinical practice 35.5 3.04 6.5
Psychiatrists shouldn't bother to develop local guidelines when national 211 3.48 '
guidelines exist
Should only be based on scientific evidence
Good practice is not always scientific 73.6 3.97 201
We should base guidelines only on what has been scientifically proven 337 3.04 ’
Are helpful to my own clinical practice
| find it helpful to follow accepted guidelines 70.0 3.77 6.44
| didnt become a psychiatrist to practise ‘cookbook’ medicine 427 2.67 ’
Can be based on sufficient evidence in psychiatry
Guidelines help stimulate research into effectiveness of treatments and 63.8 3.64 50
therefore the development of knowledge ’
There is insufficient available evidence on treatment efficacy in psychiatry 27.0 3.36
upon which to develop valid guidelines
*Positive questions (first in each pair) have been recoded so that a high score means a positive attitude to guidelines: a score less than three indicates a negative attitude
overall (for summated means, score of less than six indicates negative attitude overall).
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Fig 1. Comparison of psychiatrist and general practitioner (GP) mean scores (GP data from Siriwardena, 1995).

70% v. 57%, respectively) (see Fig. 1; GP percentage
scores and means, from Siriwardena, 1995). More
recently-qualified psychiatrists did not exhibit significantly
more favourable attitudes on any statements, and further
subgroup analysis (on variables gender, specialty and
grade) revealed no significant differences. The two main
categories in which GPs scored more positively than
psychiatrists were believing guidelines were helpful to
avoid litigation and that guidelines should be sensitive to
local needs.

Discussion

The excellent response rate (91%) indicates that our
sample is highly representative of psychiatrists within the
trust. The study was not sufficiently powered (small
sample size) to detect any relevant differences between
psychiatrist groups. The results suggest psychiatrists have
positive attitudes towards EBGs and in most categories
appear more favourably disposed to them than GPs.
However, Siriwardena surveyed a population in a different
region over 5 years previously. His survey did not discri-
minate between locally-developed guidelines (often
‘owned’ by those involved in development) and expert,
systematically-based guidelines (potentially viewed as
imposition). Similarly, our questionnaire did not include a
definition for EBGs or examine how guidelines are
formulated. The culture of using guidelines in psychiatry
and primary care is also likely to be different, with
psychiatrists having limited personal use compared with
their GP colleagues. Positive views from psychiatrists may,
therefore, reflect an acceptance viewed from a distance
rather than from proven experience. Only 57% of GPs
agreed it was helpful to follow guidelines and the overall
category score (‘helpful to my own clinical practice’) was
equivocal.

The increasing profile of guidelines within psychiatry
is likely to be controversial. The future demonstration of
clinical competence as part of the revalidation process

(which the clinician may have to prove) could include
examination of how an individual’s practice conforms to
established guidelines. Our results suggest psychiatrists
will not see EBGs as a threat, a majority believing they
can improve patient care and retain flexibility for indivi-
dual patients while not diminishing clinical freedom.
However, a significant proportion (43%) remained
concerned about ‘cookbook’ psychiatry arising from the
widespread introduction of EBGs, which may be a barrier
to their clinical use. It will be important to harness
favourable attitudes to encourage psychiatrists to
develop EBGs through evidence-based approaches and
local clinical audit. (GPs clearly support guidelines being
sensitive to the needs of local practice.) Within
psychiatry, critics of EBGs often state that there is
insufficient evidence on treatment efficacy upon which to
develop valid guidelines. In this survey, 73% of psychia-
trists disagree.

In primary care, GPs frequently fail to follow
systematic guidelines (Moher & Johnson, 1994) and there
are notable failures in their impact on patient treatment
outcomes (Thompson et al, 2000). In spite of positive
attitudes, there is no reason to expect better results in
psychiatry. The challenge for researchers will be to
demonstrate successful implementation strategies (of
which EBGs will be only one component of multifaceted
interventions) that have clear efficacy in treatment
outcomes and which retain the favourable attitudes of
those who use them.
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A. HAKEEM AND B. FITZGERALD

A survey of violent and threatening behaviours within an
in-patient learning disability unit

AIMS AND METHOD

To analyse violent and threatening
behaviour occurring within an
in-patient service. We surveyed
recorded incidents over a 6-month
period.

RESULTS

The learning disability service within Enfield Community
Care NHS Trust has a 10-bed non-secure assessment and
treatment unit, serving local and surrounding London
health districts. It caters for people with challenging
behaviour and mental health problems that cannot be
managed in the community. The multi-disciplinary service
team comprises psychiatrists, nurses, psychologists,
occupational therapists, speech therapists and art and
music therapists. The team meet weekly, to coordinate
care plans and discuss issues such as violence; however, it
is the nursing staff who deal with the overwhelming
majority of violent incidents (all of those described in this
study). The nursing staff have training in control, restraint
and breakaway techniques relating to violence.

There is published guidance on how to manage
violence in NHS settings (Department of Health, 2000),
within general psychiatric settings (Royal College of
Psychiatrists, 1998) and learning disability settings (Harris
et al, 1996; British Institute of Learning Disability, 2000).
Studies show this to be a widespread problem with no
easy solution. A survey of attitudes of staff to offending
behaviour among people with learning disability in
Cambridgeshire (Lyall et al, 1995) showed that tolerance
of offending behaviour was extremely high. It also
showed an apparent inability of the police to prosecute
even when serious crimes (including sexual offences and
assault) were reported. Alexander and Singh (1999)
stated that violent behaviour was the reason for over

Ninety-six incidents were recorded.
The patients involved were assessed
asbeing aware of their actions. Police
were contacted in five cases. No
charges were pressed.

CLINICAL IMPLICATIONS

We believe that violence and
threatening behaviours are
excessively tolerated in learning
disability units. Reasons for this
include a staff culture of accepting
offending behaviour and an
unwillingness or inability to involve
the police.

three-quarters of admissions to a learning disability in-
patient service. Kiely & Pankhurst (1998) surveyed staff
within the learning disability service of an NHS trust,
assessing violence experienced over a 12-month period;
they showed that 81% of staff within the service had
experienced violence over the previous 12 months, and
that new and inexperienced staff were particularly
vulnerable. They offered suggestions for putting in place
human resource strategies to reduce the incidence of
violence and to provide appropriate post-incident
support. Crichton (1999) outlined the importance of
moral judgement and staff attitude to disturbed
behaviour in the understanding of how such behaviours
are responded to and conceptualised.

We aimed to analyse the nature of — and the
response to — violent and threatening acts and
behaviours occurring within our in-patient learning
disability service.

Method

Following a violent or threatening act, the staff member
involved completes a critical incident form. This report
should include circumstances leading up to the event, a
description of the incident itself, and all interventions
following the incident. The survey compiled the data from
all forms completed over a 6-month period, from
November 1999 to May 2000. The total number of

424

https://doi.org/10.1192/pb.26.11.421 Published online by Cambridge University Press


https://doi.org/10.1192/pb.26.11.421

