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Purpose and target group of this document 
With this policy brief, we aim to sensitize first and foremost policymakers and advisors, but 
also other stakeholders of the healthcare system, such as health insurances and practitioners, 
on the important topic of adherence to clinical practice guidelines in primary care: While sci-
entific evidence indicates that adherence to clinical practice guidelines increases quality of 
care, they are not consulted by all physicians for all patients.  

Potential reasons for this underuse are well-researched. However, solution approaches have 
not been investigated as much, especially in the Swiss context. Thus, we conducted a stake-
holder dialogue bringing together various interest groups to conceptualize first solution ap-
proaches aimed at overcoming barriers to the use of clinical practice guidelines in Switzerland. 

This policy brief outlines the background regarding clinical practice guidelines and provides 
concise recommendations based on the solution concepts developed during the stakeholder 
dialogue. Appendices for further reading include detailed information on the methodology and 
results of the stakeholder dialogue, as well as the current state of the literature regarding 
barriers to guideline adherence. Potential solutions for stronger clinical practice guideline use 
are also presented.  

Ultimately, the solutions outlined in the following pages aim to support policymakers and 
advisors in developing meaningful policies and/or funding programs directed at increasing 
clinical practice guideline adherence.   
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Background 
Clinical practice guidelines synthesize current medical evidence on how to organize and de-
liver health services for a given condition effectively [1, 2]. They are designed to improve the 
quality of care and reduce unjustified individual variation in clinical practice [3]. These guide-
lines, developed through a synthesis of the best available evidence, aim to standardize clinical 
practices, improve patient outcomes and provider performance, and enhance the overall qual-
ity of healthcare delivery [4]. 

Several studies have shown how adherence to clinical practice guidelines improves healthcare 
outcomes such as survival [5, 6], mortality [7] and in-hospital complications [8]. Studies have 
also shown how guideline adherence enhances quality of care [9] and increases cost-effective-
ness [8, 10, 11]. Lastly, integrating clinical practice guidelines into clinical practice has been 
shown to reduce variations in treatment approaches across healthcare settings [12, 13].  

Despite their advantages, adherence to clinical practice guidelines remains suboptimal both 
internationally [10, 14], and in the Swiss context [15, 16]0F

1. 

The fact that guidelines are not always translated into practice [17, 18] shows that efforts are 
needed to promote awareness, acceptance, adoption, and adherence to guidelines [1]. Given 
that adoption and adherence to clinical practice guidelines are low even when awareness and 
agreement are high, special attention should be given to the implementation of clinical prac-
tice guidelines [1, 19].  

In summary, clinical practice guidelines represent a valuable source of rigorously collected 
and evaluated medical knowledge, yet their translation into practice requires improvement. 
Given guidelines’ substantial potential for quality improvement in healthcare delivery, bridg-
ing the gap between evidence and practice is imperative. 

 

1 Pressing implementation challenges are guideline characteristics (e.g., variety of information), guide-
line volume and diversity, resistance to change clinical practice, a lack of resources dedicated to guide-
line promotion, daily time constraints and workload pressure, and general applicability to individual 
patients and conflicts with patients’ preferences and values. For more information see the provided 
references and Appendix D.  
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Recommendations 
Recognizing key barriers to guideline implementation and adherence in practice, a stakeholder 
dialogue was organized to develop recommendations for overcoming them.  

During the dialogue, three solution concepts emerged and were further refined through two 
rounds of feedback surveys with dialogue participants and additional stakeholders:  

 

1) GuidelineGPT: An AI chatbot to facilitate easy access to guidelines.  

GuidelineGPT would leverage an AI chatbot that would enable healthcare professionals to ask 
specific questions encountered in daily practice (e.g., what medication is effective as third 
substance for a diabetes patient already taking two other substances). GuidelineGPT would 
then answer this question based on knowledge learned from clinical practice guidelines.  
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2) SwissGPP: A program to promote guidelines within GP networks. 

SwissGPP proposes supported discussions about guidelines within quality circles, ensuring 
guidelines are practical and integrated into the workflow. 
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3) GLANCE: A national service to unify and simplify guidelines for practical use. 

This solution focuses on creating a national team to unify, summarize, and adapt guidelines 
for primary care.  
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Although these solution concepts are still in the early development stages, they offer promis-
ing avenues by targeting identified obstacles and incorporating the end-user perspective. This 
approach enhances their potential effectiveness upon implementation. For more details, in-
cluding challenges and enablers for implementation, please refer to Appendix C. 

While the problems of clinical practice guideline adherence are well understood, our stake-
holder engagement process was able to deliver first solution concepts to start a process of 
solution development in Switzerland, which can be summarized by the following recommen-
dations:  

I Incentivize innovation through competitive private and public funding programs and 
issue calls for proposals focused on improving clinical practice guideline adherence 
to develop further proposed solutions involving key stakeholders such as GPs, GP 
networks, GP researchers, and software developers. 

II Address identified barriers for implementation by changing existing policies, such as 
legal obstacles hindering the development of a decision support tool like Guide-
lineGPT.  

III Establish organizational structures and feedback loops to allow for regular updates to 
guidelines and digital tools based on real-world data and user experiences. This will 
ensure that guidelines remain relevant and practical for daily medical practice. 

IV Develop and enhance digital tools and platforms to simplify the use of guidelines in 
everyday medical practice. Adopt advanced technologies like large language models 
for summarization and translation while integrating these solutions into existing 
healthcare systems to ensure seamless use during clinical workflows. 

V Incentivize ongoing learning and professional exchanges about guidelines among 
GPs and other healthcare providers. Use established structures like GP networks, 
quality circles, and digital platforms to encourage professional engagement in guide-
line development and dissemination. Support training sessions and regular discus-
sions to keep healthcare professionals informed and involved. 



Optimizing Guideline Adherence in Primary Care –Policy Brief Development through Stakeholder Engagement 

8 

 

Bibliography 
1.  Gagliardi, A.R., Marshall, C., Huckson, S., James, R., Moore, V.: Developing a checklist for guide-

line implementation planning: Review and synthesis of guideline development and implemen-
tation advice. Implementation Science. 10, 1–9 (2015). https://doi.org/10.1186/S13012-015-
0205-5/TABLES/1 

2.  Weisz, G., Cambrosio, A., Keating, P., Knaapen, L., Schlich, T., Tournay, V.J.: The emergence of 
clinical practice guidelines. Milbank Q. 85, 691–727 (2007). https://doi.org/10.1111/J.1468-
0009.2007.00505.X 

3.  Correa, V.C., Lugo-Agudelo, L.H., Aguirre-Acevedo, D.C., Contreras, J.A.P., Borrero, A.M.P., 
Patiño-Lugo, D.F., Valencia, D.A.C.: Individual, health system, and contextual barriers and fa-
cilitators for the implementation of clinical practice guidelines: a systematic metareview. 
Health Res Policy Syst. 18, (2020). https://doi.org/10.1186/S12961-020-00588-8 

4.  Graham, R., Mancher, M., Wolman, D.M., Greenfield, S., Steinberg, E.: Clinical Practice Guide-
lines We Can Trust. National Academies Press (US) (2011) 

5.  Derbel, O., Cropet, C., Meeus, P., Gilly, F.-N., Vaz, G., Thiesse, P., Cellier, D., Vince-Ranchere, D., 
Blay, J.-Y., Ray-Coquard, I.: Adhesion to Clinical Practices Guidelines (CPG’S) and Role on Sur-
vival for Soft Tissue Sarcoma Patients. Analysis of a Population Based Cohort from Rhone-
Alpes Region. Annals of Oncology. 23, ix478 (2012). https://doi.org/10.1093/ANNONC/MDS414 

6.  Carrasco-Peña, F., Bayo-Lozano, E., Rodríguez-Barranco, M., Petrova, D., Marcos-Gragera, R., 
Carmona-Garcia, M.C., Borras, J.M., Sánchez, M.J.: Adherence to Clinical Practice Guidelines and 
Colorectal Cancer Survival: A Retrospective High-Resolution Population-Based Study in Spain. 
International Journal of Environmental Research and Public Health 2020, Vol. 17, Page 6697. 
17, 6697 (2020). https://doi.org/10.3390/IJERPH17186697 

7.  Dean, N.C., Silver, M.P., Bateman, K.A., James, B., Hadlock, C.J., Hale, D.: Decreased mortality 
after implementation of a treatment guideline for community-acquired pneumonia. Am J Med. 
110, 451–457 (2001). https://doi.org/10.1016/S0002-9343(00)00744-0 

8.  Rotter, T., Kinsman, L., James, E., Machotta, A., Willis, J., Snow, P., Kugler, J.: The Effects of 
Clinical Pathways on Professional Practice, Patient Outcomes, Length of Stay, and Hospital 
Costs. Eval Health Prof. 35, 3–27 (2012). https://doi.org/10.1177/0163278711407313 

9.  Saint, S., Scholes, D., Fihn, S.D., Farrell, R.G., Stamm, W.E.: The effectiveness of a clinical prac-
tice guideline for the management of presumed uncomplicated urinary tract infection in 
women∗11This work was completed while Dr. Saint was a Robert Wood Johnson Clinical 
Scholar. Am J Med. 106, 636–641 (1999). https://doi.org/10.1016/S0002-9343(99)00122-9 

10.  Perrier, L., Buja, A., Mastrangelo, G., Vecchiato, A., Sandonà, P., Ducimetière, F., Blay, J.-Y., Gilly, 
F.N., Siani, C., Biron, P., Ranchère-Vince, D., Decouvelaere, A.-V., Thiesse, P., Bergeron, C., Dei 
Tos, A.P., Coindre, J.-M., Rossi, C.R., Ray-Coquard, I.: Clinicians’ adherence versus non adherence 
to practice guidelines in the management of patients with sarcoma: a cost-effectiveness as-
sessment in two European regions. BMC Health Serv Res. 12, 82 (2012). 
https://doi.org/10.1186/1472-6963-12-82 



Optimizing Guideline Adherence in Primary Care –Policy Brief Development through Stakeholder Engagement 

9 

 

11.  Nathwani, D., Rubinstein, E., Barlow, G., Davey, P.: Do Guidelines for Community-Acquired 
Pneumonia Improve the Cost-Effectiveness of Hospital Care? Clinical Infectious Diseases. 32, 
728–741 (2001). https://doi.org/10.1086/319216 

12.  Brouwers, M.C., Kho, M.E., Browman, G.P., Burgers, J.S., Cluzeau, F., Feder, G., Fervers, B., Gra-
ham, I.D., Grimshaw, J., Hanna, S.E., Littlejohns, P., Makarski, J., Zitzelsberger, L.: AGREE II: ad-
vancing guideline development, reporting and evaluation in health care. Can Med Assoc J. 182, 
E839–E842 (2010). https://doi.org/10.1503/cmaj.090449 

13.  Qaseem, A., Forland, F., Macbeth, F., Ollenschläger, G., Phillips, S., van der Wees, P., Board of 
Trustees of the Guidelines International Network: Guidelines International Network: Toward 
International Standards for Clinical Practice Guidelines. Ann Intern Med. 156, 525 (2012). 
https://doi.org/10.7326/0003-4819-156-7-201204030-00009 

14.  Cabana, M.D., Rand, C.S., Powe, N.R., Wu, A.W., Wilson, M.H., Abboud, P.-A.C., Rubin, H.R.: Why 
Don’t Physicians Follow Clinical Practice Guidelines? JAMA. 282, 1458 (1999). 
https://doi.org/10.1001/jama.282.15.1458 

15.  Mangold, V., Boesing, M., Berset, C., Bridevaux, P.-O., Geiser, T., Joos Zellweger, L., Kohler, M., 
Lüthi-Corridori, G., Maier, S., Miedinger, D., Thurnheer, R., von Garnier, C., Leuppi, J.: Adherence 
to the GOLD Guidelines in Primary Care: Data from the Swiss COPD Cohort. J Clin Med. 12, 
6636 (2023). https://doi.org/10.3390/jcm12206636 

16.  Gruebner, O., Wei, W., Ulyte, A., Wyl, V. von, Dressel, H., Brüngger, B., Bähler, C., Blozik, E., 
Schwenkglenks, M.: Small Area Variation of Adherence to Clinical Recommendations: An Ex-
ample from Switzerland. Health Serv Res Manag Epidemiol. 9, (2022). 
https://doi.org/10.1177/23333928221097741 

17.  Sheldon, T.A., Cullum, N., Dawson, D., Lankshear, A., Lowson, K., Watt, I., West, P., Wright, D., 
Wright, J.: What’s the evidence that NICE guidance has been implemented? Results from a 
national evaluation using time series analysis, audit of patients’ notes, and interviews. BMJ. 
329, 999 (2004). https://doi.org/10.1136/bmj.329.7473.999 

18.  McGlynn, E.A., Asch, S.M., Adams, J., Keesey, J., Hicks, J., DeCristofaro, A., Kerr, E.A.: The Quality 
of Health Care Delivered to Adults in the United States. New England Journal of Medicine. 348, 
2635–2645 (2003). https://doi.org/10.1056/NEJMsa022615 

19.  McCormack, L., Sheridan, S., Lewis, M., Boudewyns, V., Melvin, K.L., Kistler, C., Lux, L.J., Cullen, 
K., Lohr, K.N.: Communication and Dissemination Strategies to Facilitate the Use of Health-
Related Evidence. (2013) 



Optimizing Guideline Adherence in Primary Care –Policy Brief Development through Stakeholder Engagement 

10 

 

Appendix A: Summary of the stakeholder dialogue 
Background and aim 

Clinical practice guidelines are developed to standardize, assure, and improve the quality of 
care by providing practitioners with the most recent evidence-based recommendations for 
clinical practice. However, guideline adherence is often inadequate, impeding treatment 
standardization and potentially leading to suboptimal patient outcomes.  

In the following Appendices, we present the development of three solution concepts to over-
come common barriers to guideline adherence, including guideline complexity, accessibility, 
and a lack of integration into daily clinical workflows. 

Methodological approach 

To develop solution concepts, we conducted a stakeholder dialogue as a one-day workshop 
with a group of 13 participants representing various stakeholder groups: general practitioners 
(GPs), software providers, professional medical associations, health insurances, cantonal ad-
ministration, the pharmaceutical industry, research, and patients. Participants were organized 
in three groups, working independently on individual solution concepts. 

The workshop followed a co-creation approach and employed the Design Thinking method. 
Solution concepts were further refined after the workshop by the research team based on two 
rounds of feedback surveys. 

Results 

Stage I – Empathize: Results were congruent with findings from the literature. Participants 
underscored the need for guidelines to be user-friendly, up-to-date, and practically applicable, 
while respecting GPs’ autonomy and professional judgment. There was a clear demand for 
ongoing education, collaboration, and innovative tools to facilitate the integration of guide-
lines into daily clinical practice. Moreover, participants highlighted the importance of patient 
preferences, cooperation, and adherence. 

Stages II and III – Define and Ideate: Participants summarized main problems in five problem 
statements for which they developed eleven potential solutions. Each group selected at least 
one potential solution to refine in the Conceptualize stage. 

Stage IV – Conceptualize: Participants developed three core concepts: 

1) GuidelineGPT: An AI chatbot to facilitate easy access to guidelines. 
2) SwissGPP: A program to promote guidelines within GP networks. 
3) GLANCE: A national service to unify and simplify guidelines for practical use. 

Conclusion 

The workshop underscored the importance of ensuring that clinical practice guidelines are 
both practical and accessible to seize their full potential. Results indicate that physicians must 
play an integral part in refining the solutions outlined here, but other stakeholders, such as 
software companies and policymakers, must also support their development. We invite these 
stakeholder groups to refine, adopt, and implement the proposed and similar concepts. 

Please refer to the following sections for details regarding background, methods, and results. 
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Appendix B: Methodology for the stakeholder 
dialogue and policy brief development   
The stakeholder dialogue followed the principles of co-creation, which emphasize collabora-
tive and creative problem-solving through the involvement of a diverse group of stakeholders 
[20]. Co-creation was selected as the guiding approach to formulate actionable recommenda-
tions to address suboptimal guideline adoption. Co-creation aims at enhancing the under-
standing of a problem and developing necessary tools, products, or ideas to resolve it [21].  

Design Thinking was employed as a co-creation method. This iterative methodology is used to 
(re-)frame problems and co-create implementable solutions using visual thinking and proto-
typing [22]. It prioritizes empathy for users of a service or product and promotes rapid proto-
typing based on user-driven insights [23]. The process involves five sequential stages: 
Empathize, Define, Ideate, Prototype, and Test [22]. For this stakeholder dialogue, the aim was 
to generate solution concepts and recommendations rather than creating physical prototypes, 
so the Prototype stage was renamed to Conceptualize. 

The stakeholder dialogue was conducted as a one-day workshop with 13 participants repre-
senting various stakeholder groups, including GPs, software providers, professional medical 
associations, the health insurance sector, cantonal administration, the pharmaceutical indus-
try, research, and patients.  

Divided into three groups with mixed stakeholder profiles, participants began the Design 
Thinking process with the Empathize stage by creating empathy maps to explore the perspec-
tives of guideline end-users, namely GPs. Guiding questions were: What does the end-user say 
about guidelines in their daily operations? What might the end-user be thinking about when 
using or ignoring guidelines? What actions does the end-user take in relation to guidelines? 
What emotions does the end-user feel when interacting with guidelines? Following this, the 
groups moved to the Define stage, reviewing insights from their Empathy Maps to create prob-
lem statements. In the Ideate stage, groups generated a wide range of ideas to address the 
defined problem statements. Finally, in the Conceptualize stage, participants prioritized and 
developed selected ideas into tangible, simplified versions of products, interventions, services, 
or strategies. Finally, groups presented their concepts and gathered feedback in the Test stage. 

Each group discussion was guided by a facilitator and a note-taker. Data was collected through 
audio recordings of the discussions and presentations, as well as through notes and visual 
presentations on flipcharts completed at each stage of the Design Thinking process. The facil-
itators and note-takers analyzed all data to complete group discussion protocol templates. 
These templates were then used to derive the workshop results (cf. next section for results of 
stages I through IV). 

After the workshop, the project team analyzed the group work results and developed a Policy 
Brief outlining the proposed solutions. Feedback on the initial version of the Policy Brief was 
collected through an online survey, which included questions about the document’s structure, 
content, and its accuracy in capturing the co-created solutions and considerations for their 
implementation. Based on the survey results, the Policy Brief was revised and shared with a 
broader group of stakeholders, who provided additional feedback through a second online 
survey. The document was then further refined and finalized based on the stakeholders’ input. 
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Appendix C: Detailed results of the stakeholder 
dialogue 

Stage I – Empathize 

The Empathize stage provided a comprehensive understanding of stakeholders’ perspectives 
on guidelines in GPs’ daily clinical practice and perceived barriers to their effective implemen-
tation, expressed through their views, thoughts, actions, and feelings.  

Results from this stage were congruent with findings from the literature. Participants in all 
three groups underscored the need for guidelines to be user-friendly, up-to-date, and practi-
cally applicable while respecting the autonomy and professional judgment of GPs. There was 
a clear demand for ongoing education, collaboration, and innovative tools to facilitate the 
integration of guidelines into everyday clinical practice. Moreover, participants highlighted the 
importance of patient preferences, cooperation, and adherence.  

Below, we provide a detailed summary along the guiding questions of the Empathize stage.  

Say: What does the end-user say about the guidelines in their daily practice? 

Across all groups, there was a clear consensus that guidelines need to be concise, practical, 
and easily accessible. The need for a unified, constantly updated platform for accessing guide-
lines was also highlighted. Participants noted that GPs need guidelines to be tailored to their 
time-constrained environments and to offer quick, actionable insights rather than lengthy sci-
entific explanations. As specific guidelines are usually created by specialists, end-users call for 
guidelines that can accommodate the practical complexity of patient cases, especially multi-
morbid patients, where they often encounter conflicting recommendations from different 
guidelines for various conditions. Participants also stressed the importance of shared decision-
making with the patient when it comes to guidelines, since patients often inform themselves 
online and challenge GPs’ recommendations.  

Think: What might the end-user be thinking about when using or ignoring the guidelines? 

Some described guidelines as being rigid and not fully reflective of the dynamic nature of 
clinical practice. While guidelines were recognized as valuable sources of expert knowledge, 
there was a belief that guidelines can be outdated and overwhelming in volume. The fragmen-
tation in guideline repositories, particularly noted in the Swiss context, exacerbates this issue. 
Moreover, participants underscored the importance of guidelines being evidence-based yet 
digestible while still avoiding excessive simplification. It was also acknowledged that patient 
preferences and subjective factors complicate guideline implementation, especially in cases 
where patients refuse specific treatments or when managing comorbid conditions. 

Do: What actions does the end-user take in relation to the guidelines? 

It was observed that GPs frequently consult specialists directly, as it is often faster than scroll-
ing over lengthy guidelines. Some participants reported that GPs tend to skim short forms of 
guidelines and cross-reference them quickly with patient data to assess applicability. A pref-
erence emerged for being involved and actively participating in the guideline formulation pro-
cess to ensure relevance and practicality. Additionally, continuous education through 
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congresses, quality circles, and further education sessions were mentioned as integral to stay-
ing updated. However, these activities are often time-consuming and typically occur outside 
of regular working hours, increasing GPs’ out-of-office workload. 

Feel: What emotions does the end-user feel when interacting with the guidelines? 

The emotional responses to guidelines are mixed. There was a prevalent feeling of being over-
whelmed by the volume and complexity of guidelines. It was noted that GPs might question 
whether these guidelines are integral to their professional identity, and instead enjoy a sense 
of freedom when their use is not strictly enforced. Frustration might arise from the lack of easy 
accessibility and practical applicability, coupled with the burden of navigating numerous and 
sometimes conflicting guidelines. Despite these challenges, a strong sense of responsibility 
on the part of the GPs emerged to provide the best patient care, with GPs being thought to 
feel more engaged with guidelines when they were part of collaborative networks or quality 
circles. 

Additional findings 

The discussions confirmed that GPs are the primary end-users of clinical practice guidelines, 
but other co-users include specialists, medical students, APNs, patients, and caregivers. There 
is resistance to top-down implementation approaches, reflecting a cultural preference for pro-
fessional autonomy and independence. The process of guideline implementation was seen as 
a dual-track system: one track focusing on the creation, review, publication, and revision of 
guidelines, and the other on educating and cultivating a culture of guideline use. Effective 
promotion of guidelines requires more than just publication; it involves integration within 
quality circles and continuous feedback loops. 

From the IT perspective, the legal complexities in embedding guidelines within software tools, 
necessitating external validation and frequent updates, were pointed out. Moreover, algo-
rithms like antibioclic.com, used effectively in France, were mentioned as potential models for 
simplifying guideline application in Switzerland, though current adoption remains limited. 

Stages II and III – Define and Ideate 

In the Define stage, the three groups defined concrete problem statements based on the brain-
storming of the Empathize stage. In the Ideate stage, the three groups generated a variety of 
potential solutions aimed at addressing the problem statements identified in the previous De-
fine stage. Table 1 below summarizes the problem statements and proposed solutions devel-
oped during the stakeholder dialogue per group. Please note that we deliberately present the 
highest prioritized problem statements and proposed solutions per group regardless of the-
matic overlap between groups. 



Optimizing Guideline Adherence in Primary Care –Policy Brief Development through Stakeholder Engagement 

15 

 

Table 1. Summary of Stages II and III – Define and Ideate 

Problem statement (Define) Proposed solutions (Ideate) Group 

GPs cannot access guidelines 
in a user-friendly way. It is 
time-consuming to keep up 
with updates. 

GuidelineGPT: Feed all approved guidelines to a Natural Language Processing algorithm. Create a chatbot that answers daily clin-
ical questions with knowledge gained from clinical practice guidelines and reports the sources of given answers.  

Group 1 
 

One Platform: Create a central platform to access all clinical guidelines and resources. 

Guidelines do not support or 
consider shared decision-mak-
ing.   

Patient Education by GPs: Reinforce the role of GPs to educate patients by providing clear and detailed information about guide-
lines and gather feedback from patients to improve understanding and adherence of guidelines. 

Patients’ adherence to guideline-directed therapy: Monitor patients’ therapy adherence through tests and wearables. 

Feedback mechanism: Incorporate a system to collect feedback from patients and GPs about the usefulness of the guidelines. 

GPs handle complex patient 
cases and must adhere to full 
schedules daily. Guidelines do 
not reduce decision complex-
ity and do not build trust. 
They are not user-friendly and 
cannot be seamlessly inte-
grated into the daily clinical 
workflow. 

Participation and cooperation: Increase team-based medicine within primary care networks and quality circles. Better organize 
GPs within primary care networks. Develop guidelines bottom-up rather than top-down. Promote guidelines through peer dissem-
ination to build trust.   

Group 2 

Training and capacity building: Encourage GPs to take on leadership roles in guideline development. Focus on ongoing education, 
enhancing communication skills, and didactics to ensure GPs feel involved and valued. Train physicians on the benefits, applica-
tion, and limitations of guidelines within the complexities of daily practice. 

Usability and access: Implement interactive software that guides users and highlights key elements, such as red flags, rather than 
just presenting information passively. Structure and unify guidelines into a standardized format to facilitate easier implementa-
tion. Establish a central storage location for easy access to guidelines. 

Research: Conduct research to identify and address gaps in guideline implementation. Measure treatment quality to demonstrate 
that adherence to guidelines improves patient outcomes. 

Clinical guidelines are too vo-
luminous, yet their content 
must be easily accessible, in-
cluding during consultations. 

National working group: Create a national working group consisting of experts from different regions to simplify, make accessible, 
and integrate guidelines into GPs’ daily practice through a technological solution. 

Group 3 
Regional guidelines are not 
integrated, causing a lack of 
awareness of each other's 
work among different regions. 

Review: Explore existing practices to identify best practices that may be unknown, considering the perspectives of doctors and 
patients, insights from other specialists, and the experiences of other countries. 

Notes: Table cells with blue shading indicate the proposed solutions prioritized for prototyping in Stage IV.
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In the Define stage, the following problem statements were derived but not further explored 
in the Ideate stage: 

I GPs are not aware of the gap between the evidence provided by guidelines and their 
practical application.  

II Guidelines are not always applicable to the specific patient context encountered dur-
ing daily clinical situations.  

III Swiss physicians may not fully engage with or trust guidelines due to a lack of in-
volvement in their development and a lack of transparency in how guidelines are de-
veloped.  

IV Legal requirements and responsibilities make the development of software that 
could integrate guideline contents difficult. 

V Top-down guideline implementation encounters difficulties in Switzerland due to 
cultural differences. These challenges are especially pronounced in the German-
speaking regions, which prioritize autonomy, making uniform implementation and 
acceptance of centralized guidelines problematic.  
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Stage IV – Conceptualize 

In Stage IV, each group developed one core concept addressing at least one problem statement 
and proposed solution from Stages II and III. Across all groups, the core concepts focus on 
improving the accessibility and practicality of clinical practice guidelines. Group 1 proposed 
an AI-driven platform for easy access and decision support (“GuidelineGPT”). Group 2 concep-
tualized a promotion program to facilitate discussions and trust within GP networks 
(“SwissGPP”). Group 3 advocated for a national service to centralize, summarize, and regularly 
update guidelines (“GLANCE”).  

Below, we provide descriptions of these solutions along with insights on potential challenges 
and enablers to their implementation gathered from the discussions during the stakeholder 
dialogue and feedback surveys. 

 

Group 1: GuidelineGPT 

GuidelineGPT aims to solve the problem of guideline accessibility and usability by leveraging 
an AI chatbot that would enable healthcare professionals to ask specific questions encoun-
tered in daily practice (e.g., what medication is effective as third substance for a diabetes pa-
tient already taking two other substances). GuidelineGPT would then answer this question 
based on knowledge learned from clinical practice guidelines.  
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Table 2. Challenges and enablers for the implementation of GuidelineGPT.  

Enablers Challenges 

Hyperlinked references: Providing clear refer-
ences to the source guidelines and sections 
within responses, with convenient hyperlinks, 
can help build trust by allowing GPs to verify 
and read the original guidelines. 

Reliability and quality: GPs may have difficulty 
trusting AI due to concerns over the accuracy of 
recommendations, potential errors, and the lack 
of transparency in how information is derived. 

Real-time updates: The tool’s ability to draw 
from a centralized content base can enable 
quick updates on guideline changes. A monthly 
overview of key guideline changes could help 
streamline the updating process. There is a 
need for an organization or team to curate and 
validate the data used by GuidelineGPT.  

Data curation: It is not clear how the tool can en-
sure that it reflects the most recent changes in 
guidelines, which could hinder GPs from staying up 
to date. Deriving accurate information from multi-
ple, potentially conflicting guidelines can be chal-
lenging. 

Promotion of the tool through training pro-
grams and conferences can help raise aware-
ness and encourage adoption among 
healthcare providers. 

Engagement: A digital tool alone is not enough; ad-
ditional efforts like quality circles are needed to 
motivate GPs to engage with guidelines. There is 
also concern that relying on AI may undermine the 
ability of GPs to make independent decisions. 

Funding opportunities: The substantial invest-
ment in AI technologies suggests that funding 
for implementing solutions like GuidelineGPT is 
likely available. 

Potential misalignment with professional recom-
mendations: GPs often prioritize guidelines en-
dorsed by their professional societies, which could 
limit the tool’s effectiveness if its updates are not 
aligned with these recommendations. 

Potential integration with Practice Information 
Systems (PIS): If the tool is integrated into the 
existing PIS, it would significantly enhance its 
feasibility by making it more accessible for GPs 
during their routine work. 

Integration with existing systems: The digital infra-
structure in Swiss GP practices is diverse, compli-
cating Guideline GPT integration into the Practice 
Information Systems (PIS). 

Similarity with ChatGPT: The familiarity of 
ChatGPT can increase the likelihood of 
healthcare professionals being positive about 
using a similar tool for clinical guidelines. 

High daily workload of GPs could limit their will-
ingness to adopt and routinely use a new tool. 

Ease of access: The ability to access all clinical 
guidelines through a single tool offers conven-
ience, reducing the need to remember or search 
for different guidelines individually. 

Generation gap and digital literacy: Resistance to 
adopting AI tools may arise from a generational di-
vide in digital literacy, with older GPs being less 
comfortable with AI solutions. 

Language translation: The tool’s ability to easily 
translate guidelines into multiple languages in-
creases accessibility across diverse regions. 

Complex patient cases: AI responses may struggle 
to address complex patient situations, limiting 
their usefulness in nuanced medical cases. 

 Legal complexities arise when embedding guide-
lines in software due to the need to prove source 
accuracy to authorities and revalidate the tool in 
case of updates in guidelines. 
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Group 2: SwissGPP – Guideline Promotion Program 

This solution puts emphasis on reducing complexity and building trust through regular, sup-
ported discussions within quality circles, ensuring guidelines are practical and integrated into 
the workflow. 

 

Table 3. Challenges and enablers for the implementation of SwissGPP.  

Enablers Challenges 

Integration into routine professional discus-
sions and meetings: Incorporating SwissGPP 
into conferences, network discussions, and 
routine group meetings can normalize its use 
and increase engagement, especially among 
younger GPs. 

Time constraints: The program may require signifi-
cant time investment to engage with guidelines, 
which could be a challenge given the already high 
workload of GPs.  

Collaboration with key healthcare institu-
tions, such as hospitals, medical societies, 
managed care organizations, primary 
healthcare networks and insurance compa-
nies, can support the program’s implementa-
tion through established connections and 
credibility. 

 

Engagement and outreach: Reaching and maintain-
ing engagement with all GPs, especially those in ru-
ral or remote areas, poses a significant challenge. 
Independent family physicians outside organized 
networks are harder to reach. 
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Endorsement through major professional or-
ganizations: Endorsement by major bodies 
like MFE is likely to lead to greater ac-
ceptance than if the guidelines are solely 
promoted by local networks. 

Availability of resources: The success of SwissGPP 
depends on whether it is widely accepted by GPs 
and if sufficient financial and human resources are 
allocated for its implementation. 

Learning opportunity: Discussing guidelines 
within groups allows GPs to learn from each 
other, which is crucial for reducing decision-
making complexity and building trust. 

Trust among GPs: The effectiveness of SwissGPP de-
pends on fostering trust among GPs to openly dis-
cuss uncertainties and learn from each other, which 
could be difficult to achieve. 

Existing quality circles: The presence of exist-
ing quality circles can serve as examples of 
collaboration, providing the foundation for 
implementing SwissGPP. 

Existing quality circles: Successful approaches, such 
as mediX Guidelines, could serve as models for adop-
tion if their effectiveness and adaptability are thor-
oughly evaluated. Achieving similarly high levels of 
acceptance and visibility for SwissGPP will be chal-
lenging and will demand substantial effort. 

Professional monitoring and incentives: 
Providing professional monitoring and guid-
ance for quality circles, along with incentives 
for participants, can encourage active and 
sustained engagement. 

Imperative guidelines that are too topic-specific or 
overly prescriptive may lead to conflicting recom-
mendations and frustration among GPs, making it 
difficult for them to prioritize. Moreover, the priori-
ties of guideline developers may not match the 
needs of quality circles’ participants, leading to mis-
alignment and lower engagement. 

User-friendly format: Providing guidelines in 
an easily accessible format, in a language fa-
miliar to GPs, ideally free or included in exist-
ing memberships (like FMH), is essential for 
encouraging adoption. 

Fragmentation of the Swiss healthcare system and 
the existence of local guidelines and initiatives cre-
ate complexity in establishing a unified guideline 
program. 
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Group 3: GLANCE - GuideLines: A National service to make Complex Easy 

The proposed solution's core concept is to create a national team dedicated to unifying, sum-
marizing, and adapting clinical guidelines for primary care, addressing issues of diverse 
sources, complexity, and limited applicability in daily practice.  
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Table 4. Challenges and enablers for the implementation of GLANCE.  

Enablers Challenges 

Centralization & independence: Establishing a 
single, independent national platform could 
increase acceptance by offering a unified 
source of guidelines accessible to all 
healthcare providers. 

Reaching consensus: It will be hard to centralize 
digital access to guidelines and reach a national 
consensus on the integration of regional guide-
lines due to conflicts of interest and differing ex-
periences. 

Collaboration with key stakeholders: Joint initi-
atives involving scientific medical societies, in-
surers, medical associations, and government 
agencies can provide strong support. 

Unclear platform structure: The feasibility of im-
plementing GLANCE is uncertain due to a lack of 
clarity regarding the platform’s structure and its 
financial model. A complex or overly general plat-
form may discourage frequent use by GPs. 

Participation of practitioners and experts: In-
cluding real practitioners in the working group 
can help to ensure that guidelines are practical 
and applicable across regions. Involving ex-
perts trusted within the medical community 
can enhance the trustworthiness of the plat-
form. 

Availability of resources: The success of GLANCE 
depends on the availability of sufficient financial 
and personnel resources. 

Potential integration with GuidelineGPT: Com-
bining the capabilities of GLANCE and Guide-
lineGPT was seen as a promising approach to 
increase effectiveness and streamline access 
to simplified guidelines. However, human 
oversight for quality control is essential. 

Top-down national approach: A top-down ap-
proach may not align well with the Swiss cultural 
context, where decentralized and regionally 
adapted solutions are often preferred. 

Inclusion in curriculums: Integrating GLANCE 
into medical training curriculums and collabo-
rating with educational institutions can build 
acceptance among future and current 
healthcare professionals. 

Long-term sustainability: Keeping guidelines regu-
larly updated and ensuring funding for the plat-
form present challenges. 

Feedback loops: Establishing an online forum 
for addressing questions and gathering feed-
back can help improve the platform based on 
user input. 

Cultural and linguistic diversity: Switzerland’s mul-
tilingual and culturally diverse regions present bar-
riers in achieving a unified approach to guidelines.  
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Appendix D: Project background and issue analysis: 
findings from the literature 

Problematization 

Clinical practice guidelines are documents that synthesize current medical evidence on how 
to organize and deliver health services for a given condition in the most effective manner 
(Gagliardi et al., 2015; Weisz et al., 2007). They are designed to improve the quality of care 
and reduce unjustified individual variation in clinical practice (Correa et al., 2020). These 
guidelines, developed through a synthesis of the best available evidence, aim to standardize 
clinical practices, improve patient outcomes and provider performance, and enhance the over-
all quality of healthcare delivery (Steinberg et al., 2011). 

Several studies have shown how adherence to clinical practice guidelines improves healthcare 
outcomes such as survival (Carrasco-Peña et al., 2020; Derbel et al., 2012), mortality (Dean et 
al., 2001), and in-hospital complications (Rotter et al., 2012). Studies have also shown how 
guideline adherence enhances quality of care (Saint et al., 1999) and increases cost-effective-
ness (Davey et al., 2001; Perrier et al., 2012; Rotter et al., 2012). Lastly, the integration of 
clinical practice guidelines into clinical practice has been shown to reduce variations in treat-
ment approaches across healthcare settings (Brouwers et al., 2010; Qaseem et al., 2012).  

Despite their advantages, adherence to clinical practice guidelines continues to be suboptimal, 
both internationally (Cabana et al., 1999; Perrier et al., 2012), and in the Swiss context (Grueb-
ner et al., 2022; Mangold et al., 2023).  

The fact that guidelines are not always translated into practice (McGlynn et al., 2003; Sheldon 
et al., 2004) shows that efforts are needed to promote awareness, acceptance, adoption, and 
adherence to guideli4nes (Gagliardi et al., 2015). However, given that adoption and adherence 
to clinical practice guidelines are low even when awareness and agreement are high, special 
attention should be given to the implementation of clinical practice guidelines (Gagliardi et 
al., 2015; McCormack et al., 2013).  

Overall, implementation strategies have received less research attention than the guidelines 
to which they refer (Flodgren et al., 2019; Prior et al., 2008). Checklists for developing guide-
lines are focused mainly on planning guideline development and do not focus on their imple-
mentation (Gagliardi et al., 2015; Schünemann et al., 2014). Existing literature has also 
highlighted that, while there are instruments to assess barriers to guideline use, these do not 
reliably identify the most appropriate implementation strategy for a given guideline (Helfrich 
et al., 2009; K. M. Simpson et al., 2013). 

Implementation challenges 

Despite efforts invested in developing clinical practice guidelines and implementing strategies 
to enhance their adoption, evidence suggests a small and often inconsistent impact on actual 
guideline adoption. The effectiveness of various implementation strategies is frequently lim-
ited, with small to modest improvements observed in guideline adherence. This is due to the 
complexity of the implementation process and the multitude of factors influencing successful 
integration into clinical practice (Grimshaw et al., 2020).  
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Below, we list the six most mentioned obstacles and barriers to clinical practice guideline 
implementation within healthcare systems. 

Characteristics of guidelines 

Characteristics of the guidelines themselves can affect their actual implementation and use. It 
has been shown that guideline adherence is greatly impeded due to the variety of information 
held by lengthy and difficult text documents (Hussain & Lee, 2019). Guidelines that are easy 
to understand can easily be tried out and do not require specific implementation resources, 
conversely, they have greater chances of being used (Davis et al., 1997; Francke et al., 2008; 
S. Simpson et al., 2005). Furthermore, adherence to evidence-based guidelines appears to be 
higher than to guidelines lacking a clear scientific base (Saillour-Glenisson & Michel, 2003). 

Volume and diversity 

One notable challenge is the sheer volume of available guidelines, often leading to difficulties 
in selecting and prioritizing the most relevant ones for specific patient populations (Cabana et 
al., 1999). General practitioners might be confronted with too many guidelines, as each year, 
eight to ten new guidelines or updated versions are produced (Lugtenberg, Zegers-Van 
Schaick, et al., 2009). This is likely to enhance difficulties in synthesizing and integrating the 
vast array of guidelines into everyday clinical decision-making (Grimshaw et al., 2004; Lugten-
berg, Burgers, et al., 2009). Furthermore, the diversity in guideline development methodolo-
gies, evidence grading systems, and conflicting recommendations across different sources can 
contribute to practitioner skepticism and hinder the adoption of standardized protocols 
(Gagliardi et al., 2014). 

Resistance to change 

Additionally, healthcare professionals may face resistance to change, as the integration of new 
guidelines may challenge established practices and require adjustments to ingrained routines 
(Cabana et al., 1999). Factors such as fear of loss of autonomy, professional identity, and con-
cerns about guideline credibility have been shown as pivotal in shaping practitioners' re-
sistance (Grol & Grimshaw, 2003).  

Lack of resources dedicated to guideline promotion 

Implementing clinical practice guidelines is often impeded by the constraint of resources al-
located for promotional efforts by guideline developers (Gagliardi et al., 2015). In many in-
stances, guideline developers prioritize the creation of evidence-based recommendations over 
expansive promotional campaigns. As a result, the responsibility for guideline implementation 
is frequently shifted to the target users, such as healthcare practitioners and organizations 
(Gagliardi et al., 2015; Lugtenberg, Zegers-Van Schaick, et al., 2009). This paradigm places a 
burden on end-users to self-educate and integrate guidelines into their clinical practice, po-
tentially hindering the broader adoption of evidence-based practices (Kryworuchko et al., 
2009; Lavis et al., 2008). 

Time constraints and workload pressure 

Time constraints and workload pressures are also significant barriers, with clinicians struggling 
to find the time to review and apply guidelines in their daily practice (Lugtenberg, Burgers, et 
al., 2009). Akbari et al. (2008) and Légaré et al. (2008) highlight the impact of busy clinical 
schedules on practitioners' ability to review and apply guidelines consistently. The demands 
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of patient care, administrative tasks, and increasing workloads can lead to a prioritization of 
immediate clinical concerns over the incorporation of guideline recommendations, resulting 
in a perceived lack of time for guideline review and application, and contributing to suboptimal 
adherence and implementation (Akbari et al., 2008; Légaré et al., 2008; Lugtenberg, Burgers, 
et al., 2009). 

Applicability to individual patients and conflicts with patients’ preferences and values 

Moreover, concerns about the applicability of guidelines to individual patients and the poten-
tial for guideline recommendations to conflict with patient preferences and values contribute 
to the complexities surrounding their implementation (Cabana et al., 1999; Lugtenberg, Burg-
ers, et al., 2009). Furthermore, patient characteristics, such as comorbidities, have been shown 
to influence the chance that guidelines are followed (Francke et al., 2008). Existing literature 
has shown that guidelines may not always account for the nuanced circumstances and prefer-
ences of each patient, indicating the inability to reconcile patient preferences with guideline 
recommendations as a barrier to guideline adherence (Cabana et al., 1999; Charles et al., 1997, 
1999). 

Possible solutions 

The literature has suggested several possible directions to solve the implementation chal-
lenges of clinical practice guidelines. In general, effective guideline implementation strategies 
have been shown to have multiple components (Francke et al., 2008).  

Central repositories 

Establishing a centralized repository has been emerging as a potential solution for the sys-
tematic collection and publication of clinical practice guidelines. Initiatives like the National 
Guideline Clearinghouse in the United States and similar international repositories offer cen-
tralized platforms for guideline dissemination (Wolfe, 2001). In Switzerland, such a repository 
is the online platform “Guidelines Switzerland”, which is run by the FMH (FMH Swiss Medical 
Association, 2024).  

Standardized frameworks for guideline development 

Collaborative platforms and standardized frameworks, such as the GRADE (Grading of Recom-
mendations Assessment, Development, and Evaluation) system, provide a structured method-
ology for guideline development, ensuring transparency and consistency in the assessment of 
evidence quality and strength of recommendations (Guyatt et al., 2008). Additionally, initia-
tives on checklists for guidelines development and implementation offer a comprehensive tool 
for guideline developers to ensure methodological rigor and transparency in the evidence syn-
thesis process, as well as improved use of guidelines in healthcare decision-making (Gagliardi 
et al., 2015; Qaseem et al., 2012; Schünemann et al., 2014).  

Guideline summaries 

Another promising solution for easing the use of clinical practice guidelines in practice has 
been adopted in the UK. It consists of developing so-called clinical knowledge summaries. 
These are concise and accessible evidence-based summaries designed to support healthcare 
professionals in primary care by providing quick answers to clinical questions (NICE, 2024).  
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Concurrent planning 

Implementation has been shown to be more successful if its planning is concurrent rather than 
consecutive to guideline development. In this way, needs and preferences of target users, as 
well as insights on contextual factors, could inform implementation planning already at the 
guideline development stage (Gagliardi & Brouwers, 2012). The development of guidelines 
that explicitly acknowledge the importance of individualized care, the incorporation of patient 
preferences into guideline development processes, and the promotion of communication skills 
trainings for clinicians are essential elements of successful implementation strategies (Arm-
strong et al., 2018; Wolfe, 2001). 

Educational interventions and stakeholder engagement 

To tackle practitioners' resistance, educational interventions, stakeholder engagement, and 
fostering a culture of collaboration and continuous quality improvement within healthcare 
organizations are potential strategies (Damschroder et al., 2009; Flodgren et al., 2011). One 
example are quality circles which are well-established instruments for aiding a doctor’s daily 
work by regular conjointly reflection on common practice with other colleagues (Beyer et al., 
2003; Schneider et al., 2008). 

Machine-automated extraction of information 

Finally, the utilization of machine learning algorithms and natural language processing has 
shown promise in automating the extraction and structuring of relevant information from a 
vast array of medical literature (Hussain et al., 2021; Hussain & Lee, 2019; Wallace et al., 
2010). However, interoperability issues with existing health information systems, resistance 
to change among healthcare professionals, and concerns regarding the reliability and accu-
racy of algorithmic recommendations pose challenges to the integration of decision support 
tools into clinical workflows (Bright et al., 2012; Moxey et al., 2010).  

Summary 

In summary, clinical practice guidelines represent a valuable source of rigorously collected 
and evaluated medical knowledge. However, their translation into practice requires improve-
ment. Given guidelines’ substantial potential for quality improvement in healthcare delivery, 
bridging the gap between evidence and practice is imperative. 

Starting from the recognition that there are important obstacles and barriers to guideline im-
plementation and adherence in practice, with the stakeholder dialogue set in June 2024, we 
aim at identifying a set of viable recommendations for overcoming existing obstacles to effec-
tive guideline implementation.   
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