
Abstract 
 
Heart Health 
 
Heart Health: using evidence in nursing practice, offers nurses a new approach to learning i.e. 
self-directed learning. 
It is a learning tool rather than a textbook and uses several methodologies to assist the learner to 
access new knowledge and skills and to test that knowledge through reflective practice, 
checklists etc. 
More specifically the pack provides information on how to promote heart health. It includes 
guidance for nurses on how to use evidence in their daily work, how to access the literature as 
well as how to judge what is valid and reliable evidence. As importantly the pack highlights the 
difficulties of applying evidence in practice and offers advice and guidance on how change 
should be managed effectively so that nurses can be helped to improve their practice and 
ultimately to strive for clinical effectiveness.  
The pack whilst primarily intended for those nurses wishing to study in a self directed way it can 
equally be used by students and learners on more conventional courses. 
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CHAPTER ONE 

USING THE PACK 
 
 
“If we value independence, if we are disturbed by the growing conformity of knowledge, of values, of attitudes which 
our present system induces, then we must wish to set up conditions of learning which make for uniqueness, for self-
direction and for self-initiated learning”. CARL ROGERS, 1969 
 
 
Welcome to the Heart Health: using evidence in nursing practice distance learning pack. We hope you 
will find studying from it both productive and enjoyable.  
 
This pack is the second in a Continuing Professional Development series produced by the Royal College 
of Nursing, United Kingdom. In this first chapter we explain the rationale and aims of the material and 
the approach to learning which underpins the series. If you have used our other pack, Health and 
lifestyles: the nurse’s contribution, you will find that some parts of this preliminary chapter are familiar to 
you. 
 
The pack is designed to support self-directed learning. This is an approach that other students - both 
distance learners and students on more conventional courses - have found useful. By the end of this 
chapter, you will have used its techniques to analyse your own learning needs and to plan the strategies 
you will employ to meet them. 
 



Each chapter in the pack is divided into study units. You will probably find that it takes you about two 
hours to complete a unit - but do not be concerned if your own pace is slightly different from this. If 
possible, you should try to complete a unit at a single study session. At the end of each study unit you will 
find a Checkpoint activity, designed to help you summarise and reflect on what you have learned in the 
preceding pages. 

 
You will also find other activities in the text. These activities are central to the self-directed approach to 
learning. They are not 'tests', but tools to help you engage with the material you are reading. They 
encourage you to develop your academic and cognitive skills and also to relate the contents of the pack to 
your own practice. If you can, work through these activities when you come to them. 
 
At the end of each chapter, you will find a more extended Portfolio activity, which you can use to 
generate evidence on which you will be assessed, if you choose to use this pack in this way. You are 
expected to spend about three hours on each of the Portfolio activities. These longer activities build up 
towards an optional assignment which you can complete at the end of the module. If you choose to 
complete the assignment, you will produce a 5,000 word report describing the process you followed when 
planning a set of guidelines to be used within your own area of professional practice. 
 
At the end of each chapter, we recommend other books and articles which will broaden your 
understanding of the issues dealt with in the pack. However, several of these references are provided 
primarily from sources that contain literature only in English. Therefore, we strongly recommend that you 
consult with your local literature sources (in libraries or in electronic databases in your country) and 
complete all exercises with literature obtained in your local language. If there is no such information 
available to you, then complete the tasks using the literature pointed out or by any other sources you may 
be able to locate. You should obtain as much of this material as possible, and read it outside the set study 
sessions, before you attempt the Portfolio activities. As a rough guideline, a total of 54 hours (9 hours for 
each chapter) has been allowed for this additional reading. You may, of course, want to spend more or 
less time than this. 
 
If you are using this module to help you meet the requirements for professional updating or renewing 
your license or registration in your own country, the Portfolio Activities may be an important component 
of your documentation. We recommend that you preserve this documentation and present it when needed. 

If you are using this module to help you meet your UKCC requirement for professional updating, the 
Portfolio activities will be an important component of your documentation. 
 
If you are intending to work through the entire pack, completing all the Portfolio activities and the final 
assessment at the end of Chapter 5 - and are also going to read a reasonable selection of the texts 
recommended for further study, you should allow a total of about 200 hours of study time. 
 

MATERIALS NEEDED FOR STUDY UNIT 1.1 
 
In the first study unit we will begin to examine what local health authorities are doing to meet needs in 
the area of heart health. In order to complete some of the activities, you will need to obtain copies of two 
sets of information from your own local Health Department: 
 
 statistics on the top twenty causes of death in your area 

 
 the local strategy (or health needs assessment) for cardiology or coronary heart disease, or 

 
 the local Health Improvement Programme produced by the Health Department, which may have a 

section on this subject. 
 
The first document should be available from your local Public Health Department. If there is no such 
department available in your locality, certain countries may have this information available in their 



National Public Health Policy plans. In certain Member States the Ministries of Health or the National 
Bureau of Statistics might have information available. Professional associations (both nursing and 
medical) should also be able to help you with your search. For faster results you may also want to access 
the Internet sites of these agencies and organizations (provided they exist). To telephone the relevant 
Public Health Department, look up the telephone number in the directory of the area you are interested in 
under the Health Department heading. 
 
Before starting Study Unit 1.1, contact your national or local Health Authority Department and request 
copies of these two documents. Explain that you need them to support work that you are doing as part of 
your continuing professional development. 
 
By the end of Chapter 1 you should be able to: 
 summarise the priorities and provision of your local Health Department in relation to heart health 

 
 understand the relationship between this learning pack and other initiatives in nurse education in your 

country 
 
 appreciate the meaning of self-directed learning and apply this to your own approach to learning 

 
 identify your own learning needs in relation to heart health through the use of critical incidents 

 
 use a systematic approach to developing learning objectives as part of the learning process. 

 

STUDY UNIT 1.1 INTRODUCING HEART HEALTH 
 
 
The Heart Health: using evidence in nursing practice learning pack is part of the Royal College of 
Nursing’s Continuing Professional Development distance learning series in the United Kingdom. It 
specifically addresses the area of heart health in nursing, as cardiovascular disease is one of the most 
common causes of death in both developed and developing countries (British Heart Foundation, 1997) 
(WHO, 2000).   
Reference: WHO (2000): World Health Report, http://www.who.int/whr/ 

THE WHO HEALTH 21 STRATEGY 
 
Following an extensive two-year review process, the World Health Community adopted the “Health-for-
All Policy for the twenty-first century” document at the 51st World Health Assembly in May, 1998. In 
order to improve and achieve better health, the Health 21 policy document of the WHO European Region 
sets 21 health targets for all Member States for the new century. Health 21 builds upon the earlier Health 
for All strategy that set priorities and targets as well. Health 21 is an important milestone as it focuses 
attention on particular areas that need immediate or long-term actions and defines appropriate measures to 
reach certain levels of change in the health of populations. (You may be able to view and download the 
entire Health 21 document at http://www.who.dk/cpa/h21/H21long.htm).  

Among several key issues identified as health targets for the new century, coronary heart disease has been 
defined as an area of concern for many Member States to improve morbidity and quality of life of entire 
populations.  

As a result of recent World Health and World Bank Reports, the new strategy places much more 
emphasis on the effects of poverty and social factors of health. The World Health Organization advocates 
policies that aim to reduce the level of poverty and therefore to improve the health status of poorer 
members of society. Instead of focusing on diseases, the new policies focus on the needs of population 
groups. There is also a growing body of research evidence that makes clear that the incidence of certain 
health conditions (such as coronary heart disease) is higher in individuals of lower social groups. 

http://www.who.dk/cpa/h21/H21long.htm


References: WHO (2000): World Health Report, http://www.who.int/whr/ World Bank (2000): World 
Development Report: Attacking Poverty, http://www.worldbank.org/poverty/wdrpoverty/ 

Targets and actions are not entirely independent in the Health 21 strategy. WHO promotes policies and 
legislation that restrict smoking and ban the advertising of tobacco goods which is expected to have an 
impact on the number of young people who smoke. As there is an established relationship between 
smoking and heart disease, such efforts contribute to early prevention of adult cardiovascular illness.  

Using the best available evidence in practice means assessing the needs of local populations and 
providing the best possible range of high quality, comprehensive and effective health care services, for 
prevention, treatment, and rehabilitation, within the resources available in all Member States.  

This process involves Health Departments in monitoring the outcome and effectiveness of these services 
on the health of their population. The most important outcome of effective care is the improvement in the 
health of the population in terms of reductions in mortality, morbidity and disability from disease. 
However, many outcomes can only be measured in the long term, over a period of many years. What is 
more, mortality, morbidity and disability are also affected by factors other than healthcare, such as the 
socioeconomic conditions in which the population lives. In the short term, it may be more appropriate to 
evaluate the quality of the process or the services provided, as a proxy for outcomes. Clinical audit, 
discussed in Chapter 5, is an effective tool for assessing and improving the quality of care. 
 
Now complete Activity 1.1.1. (List the main risk factors for CHD and make a note of any Government 
policies that may help reduce these risks.) 
 
 

EVIDENCE-BASED PRACTICE 
 
Rosenberg and Donald (1995) have defined evidence-based medicine as 'The process of systematically 
reviewing, appraising and using contemporaneous research findings as the basis for clinical decisions'. In 
other words, evidence-based practice involves using the research evidence to inform and guide your 
clinical practice so that the care you provide to your patients is effective. 
 
Health Departments are responsible for monitoring the outcome of services they provided on the health of 
their populations. The most important outcome of care would clearly be the improvement in the health of 
the population in terms of reductions in mortality, morbidity and disability from disease. However, many 
of these outcomes can only be measured in the long term, over a period of many years. What is more, 
mortality, morbidity and disability are also affected by factors other than health care, such as the socio-
economic conditions in which the population lives. In the short term, it may be more appropriate to 
evaluate the quality of the process or the services provided, as a proxy for outcomes.  
 
Coronary heart disease includes a group of clinical conditions ranging from asymptomatic disease to 
angina pectoris and acute myocardial infarction. Stroke is often considered alongside these conditions, as 
the risk factors are similar to coronary heart disease. 
 
As we have already noted, coronary heart disease is a major cause of mortality, morbidity and disability. 
Clearly, according to the table below, the total number of people who died as a result of communicable 
diseases, maternal and nutritional conditions was almost equal to the number of people who died in 
cardiovascular diseases in the whole world. Cardiovascular diseases made up 30,3 % of all deaths 
accounted for, a striking and alarming figure. In 1999, low and middle-income countries contributed to 
78% of CVD deaths. It is estimated that by 2010 CVD will be the leading cause of death in developing 
countries. Heart disease has no geographic, gender or socio-economic boundaries. 
 
Now complete Activity 1.1.2. (Look at the top 20 causes of death in Oxfordshire in 1994 for: men, 
women, men and women. What do the figures reveal about the significance of heart health for men and 
women? Are these figures reflected in your own workload? If so, can you explain why this is the case?) 
 

http://www.who.int/whr/


TOP TWENTY CAUSES OF DEATH IN OXFORDSHIRE, UNITED KINGDOM 1994 
      
Age range 35-74 Women   Age range 35-74 Men   
Myocardial infarction 79 10.4% Myocardial infarction 178 17.5% 
Breast cancer 66 8.7% Tracheal, bronchial and lung 

cancer 
109  10.7% 

Tracheal, bronchial and lung 
cancer 

53 7.0% Ischaemic heart disease 89 8.79% 

Cerebrovascular accident 52  6.8% Cerebrovascular accident 71 7.00% 
Ischaemic heart disease 42  5.5% Chronic obstructive pulmonary 

disease 
50 4.9% 

Chronic obstructive pulmonary 
disease 

37 4.4% Colon cancer 27 2.6% 

Ovarian cancer 34 3.6% Prostate cancer 26 2.5% 
Pneumonia 28 1.9% Bladder cancer 23 2.2% 
Pancreatic cancer 15 1.9% Stomach cancer 21 2.0% 
Colon cancer 15 1.9% Pneumonia 20 1.9% 
Oesophageal cancer 13 1.7% Rectal, rectosigmoid and anal 

cancer 
18 1.7% 

Rectal, rectosigmoid and anal 
cancer 

12 1.5% Oesophageal cancer 14 1.3% 

Chronic liver disease and 
cirrhosis 

12 1.5% Chronic liver disease and 
cirrhosis 

14 1.3% 

Leukaemia 12 1.5% Suicide  14 1.3% 
Suicide 11 1.3% Leukaemia 13 1.2% 
Stomach cancer 9 1.1% Diabetes mellitus 12 1.1% 
Cervical cancer 8 1.0% Pancreatic cancer 10 0.9% 
Bronchitis 8 1.0% Malignant melanoma 9 0.8% 
Diabetes mellitus 6 0.7% Bronchitis 9 0.8% 
Bladder cancer 6 0.7% Motor vehicle accident 6 0.5% 
 
 
TOP TWENTY CAUSES OF DEATH IN OXFORDSHIRE, UNITED KINGDOM 1994 

 
Age range 35-74 Men and Women   
Myocardial infarction 257 14.5% 
Tracheal, bronchial and lung cancer 162 9.1% 
Ischaemic heart disease 131 7.4% 
Cerebrovascular accident 123 6.9% 
Chronic obstructive pulmonary 
disease 

87 4.9% 

Breast cancer 66 3.7% 
Pneumonia 48 2.7% 
Colon cancer 42 2.3% 
Ovarian cancer 34 1.9% 
Rectal. rectosigmoid and anal cancer 30 1.7% 
Stomach cancer 30 1.7% 
Bladder cancer 29 1.6% 
Oesophageal cancer 27 1.5% 
Chronic liver disease and cirrhosis 26 1.4% 



Prostate cancer 26 1.4% 
Suicide 25 1.4% 
Leukaemia 25 1.4% 
Pancreatic cancer 25 1.4% 
Diabetes mellitus 18 1.0% 
Bronchitis 17 0.9% 
 
 
These tables clearly demonstrate a difference in mortality for coronary heart disease in men and women. 
Economic transition urbanization, industrialization and globalization bring about lifestyle changes that 
promote heart disease. These risk factors include tobacco use, physical inactivity, and unhealthy diet. Life 
expectancy in developing countries is rising sharply and people are exposed to these risk factors for 
longer periods. Newly merging CVD risk factors like low birth weight, foliate deficiency and infections 
are also more frequent among the poorest in low and middle-income countries. 

Clinical care of CVD is costly and prolonged. These direct costs divert the scarce family and societal 
resources to medical care. CVD affects individuals in their peak mid life years disrupting the future of the 
families’ dependant on them and undermining the development of nations by depriving valuable human 
resources in their most productive years. In developed countries lower socioeconomic groups have greater 
prevalence of risk factors, higher incidence of disease and higher mortality. In developing countries as the 
CVD epidemic matures the burden will shift to the lower socioeconomic groups.  

The table also demonstrates a difference in mortality for cardiovascular diseases in men and women. 

In the previous table, some current figures on mortality and morbidity from heart disease are given. 
Before you review your local situation you may want to look at different countries across Europe and how 
they perform in terms of heart health. You may be able to view and download a software database (HFA) 
developed by the World Health Organization that contains relevant indicators of health and health 
systems performance from all over Europe at http://www.who.dk/country   

 
 

THE LOCAL PICTURE 
 
 
You will now need to look at the local figures on causes of death which you were asked to obtain at the 
beginning of this chapter. If you have not yet acquired a copy of this document, return to this activity 
when you have the necessary information. 
 
Now complete Activity 1.1.3. (Study the figures for causes of death in your local area. Note the 
similarities and differences between your area and the World statistics. What reasons can you suggest for 
the similarities and differences?) 
 
Your answer to the second part of the activity will probably be based on your understanding of the risk 
factors associated with these conditions. We will examine these risk factors in Chapter 3.  
The usual process that is followed is to produce a strategy for cardiology or for coronary heart disease. In 
these documents, most if not all of the following areas are considered:  
 
 the characteristics of the local population 

 
 the health needs of the local population, based on national statistics as well as information from local 

studies or projects 
 



 the effect of risk factors for coronary heart disease 
 
 morbidity, mortality and disability from coronary heart disease in the local area 

 
 current services that are provided (GP and community services; hospital services, including 

secondary care, such as cardiology, and tertiary care, such as cardiac surgery; services provided by 
other agencies, such as the private and voluntary sectors) 

 
 financial resources allocated to cardiology and cardiac surgery and some comparison between 

different hospitals providing the same care 
 
 effective clinical practice including clinical audit, guidelines and prescribing for coronary heart 

disease 
 
 a plan for the future development of cardiology services. 

 
You now need to refer to the local strategy, health needs assessment or service review, which you were 
asked to obtain at the beginning of this chapter. If you have not yet acquired this document, come back to 
this activity when you have the necessary information. 
 
Now complete Activity 1.1.4. (Read your local strategy, health needs assessment or service review 
dealing with coronary heart disease or cardiology. Compare the contents of the document with the 
headings given opposite. Does it cover all the topics? Does it give any extra types of information?) 
 
The aim of this activity was to help you familiarise yourself with the structure of your local strategy 
document. You should now look at it in more detail. 
 
Now complete Activity 1.1.5. (1) Now read your local strategy document more carefully. Underline 
anything in the document which you do not fully understand. There may be some specialist terminology 
that is unfamiliar to you. You may also be unsure of the scope of some of the initiatives that are 
described, or be uncertain of how they impact on your own area of work. 2) On a separate sheet of paper, 
make a list of questions you would like answered in order to have a clear picture of local priorities and 
service provision in relation to heart health.) 
 
There are several things you can do to answer your questions about local priorities and services. Your 
immediate colleagues may be able to give you some information. You could also contact the person in the 
Health Department who was responsible for putting the document together and ask if he or she could 
explain the main messages to you.  
 
If the Health Department has not produced a strategy document, or its equivalent, it is worth finding out if 
they have specific plans or projects in hand to address any aspect of coronary heart disease -perhaps in 
relation to the prescribing of cardiac drugs, clinical audit or guideline initiatives. Try to obtain as much 
information as you can and follow the steps described in the previous activity. 
 
Now complete Checkpoint activity 1.1. (Briefly summarise the priorities and service provision of your 
local Health Authority or Health Board in relation to heart health. You may find the headings used in 
Activity 1.1.5 useful.) 
 
It is possible that this examination of your local strategy document has revealed some gaps in your 
knowledge. These gaps may provide useful pointers to the areas where you need to increase your own 
understanding. Later in the chapter, we suggest some ways in which you can direct your study to achieve 
this increase in knowledge. 
 

STUDY UNIT 1.2 The rationale and aims of the pack 
 
 



The focus of this learning pack is to help you identify, examine and apply research evidence to the 
management of coronary heart disease. The pack also considers the difficulties associated with finding the 
relevant evidence and translating your new-found knowledge into practice. You will be introduced to 
techniques you can use to overcome these barriers. The main emphasis will be on ensuring that your 
clinical practice is based on scientifically sound evidence and that, as a result, you are able to offer the 
best possible care to your patients or clients. 
 
This learning pack has the following aims:  
1. To enable you to identify your own learning needs in relation to heart health matters.  
2. To enable you to search for the evidence that supports good clinical practice.  

3. To provide opportunities for critical analysis of the evidence using recognised techniques for 
evaluation.  

4. To enable you to apply the evidence to your own clinical practice and to overcome possible barriers to 
this process.  

 
5. To widen your area of practice to include working with other health professionals (doctors, professions 
allied to medicine. and so on) in this area.  

The pack is not designed to provide all the answers, but to facilitate you in discovering new knowledge 
and applying this to practice for yourself, in a way that is appropriate and relevant to your own area of 
work.  

THE LEVEL OF THE LEARNING PACK  
You will have noticed that, embedded within the aims given above, there are terms such as critical 
analysis and evaluation. These are important indications of the level of the material that is presented. If 
you have been undertaking any study within higher education over the past few years you will be familiar 
with the idea of academic levels and the place of nurse education in relation to these. The following 
summary demonstrates the relationship between academic levels, academic outcomes and nursing 
qualifications:  
 
This learning pack is pitched at level 2, which means that it will enable you to work towards diploma 
level qualifications, if you choose to do so.  

As well as the evidence directly generated by your work on this pack, you will also need to consider how 
you can demonstrate learning from other activities, such as attending a seminar on an aspect of heart 
health or interviewing a manager in the Health Department with responsibilities for clinical audit.  

The pack has been designed to be accessible for practitioners who are on any part of the professional 
register. It should, therefore, be relevant to your needs, whether you are nursing adults or children in the 
acute area, a mental health nurse, a midwife, a health visitor or community nurse. You will, however, find 
that some aspects of the pack are of more specific relevance to your particular area of practice than others. 
Try to think about how you could apply all of the material to your own practice, even if this is not 
immediately obvious. For example, if you are a nurse caring for children, you might assume that many of 
the risk factors for CHD are not relevant to your client group. However, patterns of diet are set early in 
life and you may be able to promote a message about encouraging young people to eat more fruit and 
vegetables for long-term heart health. You may also be able to dissuade young people from taking up 
smoking.  

 Now complete Activity 1.2.1.  

Here are some comments from nurses working in various different types of practice:  



'I work in acute care and it is important for me to widen my horizons so that I am aware of the causes of 
CHD and am also able to prepare patients for rehabilitation. .  

, As an Occupational Health nurse, I want to know more about the commonest causes of ill health, which 
we should be concentrating on with our clients.'  

'As a psychiatric nurse, I see a strong relationship between my clients' mental and physical health. When 
one goes down, the other suffers, too. I need to understand more about heart health.'  

 
SELF- DIRECTED LEARNING  
The idea of self-directed learning was first proposed by Rogers (1969) and developed by Knowles (1975). 
It is based on the theory that people learn more effectively if they can control their own learning 
environment and learn at their own pace. The emphasis is on the learning process rather than teaching.  

Self-directed learning is not synonymous with open learning or distance learning, although the principles 
of self-directed learning are often applied to open learning materials. Self-direction in learning can take 
place at a distance, in the classroom, individually or in group settings. As a self-directed learner, you will 
be expected to take responsibility for identifying your own learning needs and for utilising the tools and 
materials you are provided with to facilitate meeting these needs.  

 
You may already feel comfortable with this approach to learning. Or you may be among those people 
who are not completely confident in their ability to identify and meet their own learning needs. Your 
previous experience of education may have affected your attitudes here. In school, and in many further 
education establishments, there is often a tendency to tell students exactly what it is they need to know -
and how they should go about learning it. In some circumstances, it can be reassuring to have a 
prescriptive teacher who insists that every student follows the same curriculum and uses the same 
method. However, this pack has been written from a different perspective. It reflects the course team's 
convictions about the value of autonomy and personal responsibility in learning. You are expected to 
display these qualities in your professional practice, and they are equally appropriate in your academic 
development.  

Your motivation to learn is another important factor. In general, people find that they learn most 
effectively when they have a strong reason to do so.  

 Now complete Activity 1.2.2.  

The first student is motivated by a desire for self-development and the second by a wish to contribute to 
activities taking place in the community. These are both extremely positive starting points for self- 
directed learning. The third student, on the other hand, appears to be motivated by a wish to appease his 
or her manager. This student may have difficulties unless he or she finds additional reasons to study 
which are more related to his or her own professional practice.  

Houle (1981) describes the importance of motivation in continuing professional development:  

'The extent of the desire of an individual to learn ultimately controls the amount and kind of education he 
or she undertakes. If learning is eagerly sought, its burdens are light and its rewards great. If it is dreaded. 
regarded as an onerous chore, or viewed with indifference, any external stimulus (whether encouragement 
or threat) can do no more than assure a grudging and minimal participation.'  

He quotes three studies from the field of nursing to amplify this point. One investigation (Price, 1967) 
suggested that the desire to learn can arise from the intensity with which a practitioner feels a sense of 
personal inadequacy in difficult situations. Another study (Berg, 1973) compared the personal traits of 



those professionals who did, and did not, participate in further learning. The chief differentiating factor 
was that the habit of learning had become deeply ingrained in the participating group. A third study 
(Bevis, 1975) looked at the participation in continuing education of nurses who had only one year of 
experience after being admitted to practice. Each subject was scored in terms of the degree of activity 
during that year. Another instrument was used to determine the extent to which each nurse valued the 
nursing profession ('the professional component'), the particular hospital ('the bureaucratic component') 
and care of the patient ('the service component'). Bevis found that those nurses who had the highest 
loyalty to the service component were the ones who were most likely to participate in continuing 
education, although the other two components could act as reinforcements. She also found that, if conflict 
existed between the bureaucratic and the service components, this had a negative effect on participation.  

Houle also describes the work of Rogers and Shoemaker (1971) on innovation in many cultures. They 
demonstrate that, in terms of the speed with which they adopt an innovation, people are distributed along 
a normal distribution curve. Several categories of people were identified:  

• The innovators make up about 2.5 percent of the distribution. These individuals are attracted to 
ideas. They continually seek to improve their performance, sometimes in unconventional ways. They 
may make links with other types of knowledge which appear to be only tangentially relevant to their 
own careers. Innovators are independent learners and take a pride in being more advanced in practice 
than their colleagues-  

• The pacesetters also feel the need to be progressive in their practice -however, they wait until an 
innovation has been fairly well tested before adopting it. Because they weigh up the evidence 
carefully, they are often legitimizers of innovation for other people.  

• Most practitioners belong to the category known as the middle majority. Within this group, 
innovations are gradually adopted, at a faster or slower pace. Those who are in higher positions tend 
to react more quickly, being influenced by contact with the pacesetters. Others eventually adopt new 
practices when they have gained general acceptance-  

• The final group of practitioners are known as the laggards, who learn only what they are obliged to 
know if they are to stay in practice. Their performance is generally very poor and they can present a 
danger to their clients.  

 Now complete Activity 1.2.3.  

A central feature of self-directed learning is autonomy -the ability to determine events for yourself and 
experience a sense of control over the learning process.  

At this point, it is important to reveal the values that have guided the team which has prepared this pack. 
If, as a learner, you are to be in control of your learning experience, then, as Mezirow (1991) has argued, 
it is reasonable to agree that everyone's interpretations should be open to reflective discourse. As distance 
learners, you are unlikely to have the opportunity to discuss issues critically with the authors face-to-face. 
The course team's beliefs and values about learning are therefore listed on the next page.  
 

• All individuals have their own approach to learning and there is no one way to learn that suits 
everybody.  

• People are autonomous beings with the right to informed choice.  

• People have the right to be involved in decision-making concerning themselves or their 
family/community.  

• Learning can be an empowering experience, which can be 'healthy' in itself.  

• Learning is rarely a one-way process.  



• Learning can occur at an individual, family or community level.  

• Learning is a life-long process.  
 
 Now complete Activity 1.2.4.  

You will find that, as you work through the pack, you will be relating your own experiences to the topics 
under discussion. This is known as experiential learning or learning from experience. Kolb (1984) and 
Schon (1983) postulate that experiences from professional practice or life can be utilised to promote 
learning. Activities are included in the pack to encourage you to reflect on your experiences as a learner 
and apply your insights to your clinical practice as you apply new methods of working based on the latest 
evidence. You will be asked to draw on your own experiences and consider them critically in the light of 
theory or practice, and in so doing to 'transform' your experience into learning. Mezirow (1991) has 
described this as 'perspective transformation', This does not mean that the educators artificially 
indoctrinate the learners with a perspective of their own, but rather that the learner is facilitated through 
critical reflection to arrive at a perspective which is meaningful and sufficiently different to be described 
as learning. The following activity illustrates this process.  

 Now complete Activity 1.2.5.  

In answering this activity, you will have thought about some of the ways in which practice develops. This 
theme will be developed at length in later chapters of this pack. You will be asked to consider the nature 
of research evidence, how you can interpret and use it - and the issues that surround the acceptance of 
new procedures by organisations, groups of colleagues and patients/clients.  

This activity also exemplified the kind of approach that we aim to pursue with you as you go through the 
pack. You will be asked to use your own learning experiences in the complex area of heart health and 
apply the evidence from the literature to your everyday practice. This transformative process is also 
enhanced by sharing the experiences of others.  

 
 Now complete Checkpoint activity 1.2.  

Self-directed learning demands that the student has a greater awareness of the learning process than is 
customary in some other methods of study. If you are faced with difficulties at any stage, it is important to 
acknowledge them. You should also take note of the situations in which your studying goes particularly 
well. Many students like to record their progress in a learning diary. By monitoring yourself in this way, 
you can anticipate problems and work out appropriate solutions. You can also discover the ways in which 
you learn most effectively and develop these methods further.  

 
One way in which educationalists have enabled learners to develop a reflective approach to learning from 
experience is through the use of critical incidents. Critical incidents were first identified by a social 
psychologist called John Flanagan. In 1954, Flanagan published a paper in the Psychological Bulletin 
which described a series of studies carried out in the Aviation Psychology Programme in the United 
States. The technique he described was used at that time to analyse successes and failures in a number of 
aspects of aviation work (such as that of aircraft pilots and air traffic controllers) to arrive at a list of 
critical attributes of work. Whilst the development of the technique is complex, the principles from it 
have been adapted and developed to meet the requirements of other fields of research and learning.  
 
 
WHAT IS A CRITICAL INCIDENT?  
Flanagan (1954) defined an 'incident' as:  



, Any observable human activity that is sufficiently complete in itself to permit inferences and predictions 
to be made about the person performing the act'  

An incident must therefore be a specific event which you can reflect upon and analyse. In order to be 
described as 'critical',  

'The incident must occur in a situation where the purpose or intent of the act seems fairly clear to the 
observer and where the consequences are sufficiently definite to leave little doubt concerning its effects.'  

Notice that this definition draws attention to what the individuals involved were trying to achieve -and 
what was actually achieved - by the incident. Flanagan identified five criteria that he says should be 
applied to the incident as it is recalled and recorded.  

1. Is the actual behaviour reported?  

2. Was it observed by the reporter?  

3. Were all the relevant factors in the situation given?  

4. Has the reporter made sufficient judgement regarding the criticalness of the incident?  

5. Has the reporter made it clear why he thinks the incident was critical?  

To summarise, Flanagan has argued that an incident should be clearly identifiable and that it should be 
significant enough to have made an impact on the person or events. These characteristics can be validated 
by applying the criteria above.  

In nursing, perhaps the most frequently cited use of the critical incident technique was the study by 
Benner (1984) in which she collected critical incidents about nursing activity in order to elucidate the 
competencies of nurses at different stages of their careers. From this work she was able to define expert 
and novice nurses. An interesting distinction that Benner makes in her discussion of a critical incident is 
that it should have an emotional impact. Whilst the affective dimension of nursing is clearly integral to 
nursing practice, it can be argued that it is not always necessary for an incident to have an emotional 
impact in order to be critical. For example, you may be aware of incidents which revealed significant 
strengths and weaknesses in your own practice but which did not affect you on an emotional level.  

 Now complete activity 1.3.1.  

Most nurses find the identification of critical incidents relatively easy, partly because nursing is a very 
human-centred activity and is rich with experiences. If an incident has had an adverse emotional effect on 
you, it can also be therapeutic to describe it to other nurses, to write it down or to discuss it with a clinical 
supervisor. There are many aspects of practice -and the organisation of the health service itself- which 
give rise to a variety of emotions and which need to be explored to make experience meaningful and 
positive. Now that you have described your incident, we will consider how you can use it to understand 
more about the event -and to transform this understanding into learning which will enable you to develop 
your nursing knowledge and skills.  

ANALYSING THE CRITICAL INCIDENT  
Whilst Flanagan (1954) and Benner (1984) use the critical incident technique to gather large numbers of 
incidents and derive inferences from them, the use of the technique in education is slightly different. In 
the first place, you are being asked to analyse your own experiences, not the experiences of others. 
Secondly, whilst it is perfectly feasible that there will be many critical incidents arising from your 
practice, you will only be asked to identify and critically reflect on a few of them. The hope is that you 
will continue to use the technique throughout your career and thereby draw on nursing practice as a 
lifelong learning opportunity.  



If critical incidents are to be a useful learning tool, it is important to adopt an approach to critical 
reflection which will enable you to analyse the incidents both individually and incrementally. The 
guidelines for analysis provided below have been adapted from a model for structured reflection proposed 
by Johns (1992). To make the process of reflection and analysis clearer, an example of a critical incident 
is given:  

Debbie is a practice nurse working in her local GP surgery. From time to time, patients are referred to her 
by the GPs for dietary advice. She keeps a record of critical incidents from her work with women to help 
her to reflect critically on practice and improve her skills by learning from experience. She recorded the 
following example:  

'Tracy, a women in her early thirties, came to the clinic today. She had been referred to me by her GP 

because she is seriously overweight and comes from a family with a history of heart problems. I had seen 

her on a previous occasion, a month ago, when I had given her some diet sheets and explained the 

importance of establishing healthy patterns of eating. I had hoped to see some reduction in her weight, but 

she was actually 1.5 kg heavier than on her first visit to me.  

I went through the diet sheets again and checked that Tracy understood the different food groups 

which I was talking about. On the surface, she appeared enthusiastic. She said things like 'Yes, I really 

must do something about the amount of fat I eat. I can see that it's important' and, 'Yes, I really must eat 

more fresh fruit' and 'I am going to get started next week.' But somehow I knew she wouldn't. We made 

another appointment for a month's time, but I am very pessimistic about whether I made any impact at all.  

This incident was significant because I don't feel as though I am making any progress with Tracy 

towards changing her eating patterns and I am concerned that this has something to do with my approach.'  

This is how a model for structured reflection based on Johns (1992) could be applied to Debbie's incident:  

1. Description  

A brief description of the interaction helps to provide a context for the activity and the factors that 

contributed to its process. Was Tracyalone, or did she bring children into the consulting room? How did 

this affect your interaction with her? Were you hurried? Were you interrupted by the telephone or your 

colleagues?  

2. Reflection  

What were you trying to achieve with this client?  
If she was happy with her eating patterns, were you trying to persuade her to change? If she was 
planning a change were you trying to support her?  

Think about what interventions you used and your rationale for them.  

Did you use appropriate communication skills to try and understand the woman’s perspective? Within 

this, what kind of questions were used? Did you respond to cues? Perhaps you felt that advice-giving was 

appropriate. If so, how relevant was the advice to the client? And, how do you know she wanted it?  

What were the consequences of your actions for: .yourself?  



Did you feel satisfied / comfortable / inadequate / effective? .the client?  

Was the intervention helpful to her in terms of enabling her to change her behaviour? How do you know? 

What were the weak aspects of the intervention? What were the strongest elements of the intervention? 

.the people you work with?  

Are you spending too little / too much time on dietary advice? Are you sharing your knowledge and 

experiences with colleagues?  

 

How did you feel about this experience when it was happening?  

Did you feel angry with the client for not taking your advice? How useful was this feeling in relation to 

supporting the client? Did you feel guilty for not supporting her more? Are there any ways of reversing 

these feelings?  

How did the client feel about it and how do you know how the client felt about it?  

Was she motivated to change her diet? Did she express anxiety I guilt I anger? Why? Could you deal with 

it? What were the important clues that helped you to understand her feelings and were you always able to 

identify them?  

What sources of knowledge did I should have influenced your intervention?  

Did you draw on facts about the risk factors for CHD? Was your information accurate? Did you use your 

knowledge of communication to make your interaction as effective as possible?  

This framework gives rise to a whole series of questions about Debbie and her practice which could, in 
turn, become the focus for learning opportunities. Debbie's main areas of learning could include:  

• developing appropriate communication strategies to use in advising clients on healthy eating  

• learning more about the relationship between social context and diet  

• updating her knowledge-base about motivation and behaviour in relation to health.  

In the next activity, work through the framework in relation to your own critical incident, looking, in 
particular, at how you used your communication skills and knowledge about heart health and the 
implications of the incident for your learning needs.  

 Now complete Activity 1.3.2.  

When you have identified your learning needs, you will be in a position to start to think about how you 
will meet them and what sort of goals and objectives you will set yourself. At the end of this chapter, you 
will have an opportunity to plan the objectives and strategies you will use while working through this 
pack. The learning needs on which these are based may be the same as those you have just identified, or 
you may decide to focus on different issues.  

DEVELOPING LEARNING OBJECTIVES  
One way of identifying and meeting learning needs is for the learner to negotiate a contract for learning 
with his or her tutor or teacher.  



 
There is evidence to show that this is an effective approach to learning (Akinsanya 1987, Keyser 1986) 
which embodies the principles of self-direction and the autonomous learner.  

One of the potential difficulties of being a distance learner is that you may not have access to a tutor or 
supervisor who will help you develop a learning contract. If you are in this situation, we suggest that you 
use the principles described below to help you to develop the actions you will take to meet your learning 
needs.  

We believe that the negotiation process is not essential to the development of valid and relevant learning 
objectives. In many ways, by choosing to be a distance learner you have already identified yourself as 
someone who has the ability to work independently and, on this basis, the self-directed approach to 
identifying learning objectives should be a useful tool. However, it is only a tool and you should feel able 
to utilise it or reject it according to your previous learning experiences and current expectations.  

Knowles (1975), an educational researcher, has suggested the following structure to the development of 
learning objectives:  

1. Diagnose your learning needs.  

2. Specify your learning objectives.  

3. Specify the learning resources and strategies.  

4. Specify evidence of accomplishment.  

5. Specify how the evidence will be validated.  

We will now examine these five steps in more detail.  

1. DIAGNOSE YOUR LEARNING NEEDS  
You have already started this process through the activity with the critical incident above. Your 
investigations in the first study session may also have revealed some gaps in your understanding. 
Knowles suggests that you:  

1. Construct a model of competency or excellence.  

2. Assess the gap between where you are now and where the model says you should be.  

3. Concentrate on those competencies requiring most attention.  

The following activity suggests questions you can ask yourself in order to follow Knowles' advice.  

 Now complete Activity 1.3.3.  

If you found this activity difficult, it may be that you were unable to construct your model of excellence. 
You may know that you did not handle a particular situation effectively, although you do not have 
sufficient knowledge or experience to know how the situation could have been handled better. In this 
case, it may help to obtain other  

 
perspectives on what happened from your colleagues. You could also find it useful to check your own 
perception of the skills, knowledge and attitudes you need to develop by talking to other people.  

2. SPECIFY YOUR LEARNING OBJECTIVES  
Your learning objectives refer to the activities and actions that you will undertake in order to ensure that 
the learning needs are met. For example, Debbie, whose critical incident you read earlier, acknowledged a 



need to update her knowledge on motivation and behaviour in relation to health. A possible objective for 
her might be to identify and read the key texts in this area.  

When you are setting objectives for yourself, you must consider the direction in which you want to move. 
Do you, for example, want to know what the latest academic thinking is on this particular topic, or 
understand more about what your own clients think about this issue? Depending on the needs of your 
situation, either of these directions of enquiry could be valid.  

Your objectives should state the level of competency you want to achieve. It is possible that you will have 
to make some compromises here. For example, Debbie might want to do a full search of the published 
literature on motivation and health-related behaviour and read and critically evaluate everything that has 
been published on the subject in the last five years. In practice, however, she does not have the time to go 
into things in this depth. It is essential to set your objectives at a level you are confident you can achieve. 
So, it might be better for Debbie to decide to identify three or four key journal articles on the subject and 
familiarise herself with these instead.  

Objectives can either relate to your internal development or to some change in your behaviour. An 
objective to increase your knowledge on a particular topic would be an example of the first type, while an 
objective to increase your communication skills would be an example of the second. One argument for 
concentrating on behavioural objectives is that this can help you maintain your focus on your learning 
needs in a practice situation. Behavioural objectives can  
also result in rapid and visible results, which is always encouraging. However, there are occasions when 
you need to step back slightly and think about your own personal or professional development.  

Finally, you should give yourself an indication of when you will achieve an objective. You might say, for 
example, that one of your objectives is 'to be able to evaluate a review article by the end of the week' or 
'to identify an accessible and reliable source of information on diet and heart health for presentation to the 
rest of the team at the next meeting' .  

 Now complete Activity 1.3.4.  

Writing objectives for oneself is not always easy. Many people have a tendency to be over-optimistic 
about what it is practicable for them to do. Instead of risking disappointment by setting yourself 
impossible targets, begin with more modest objectives, which you know you can achieve.  

3. SPECIFY THE LEARNING RESOURCES AND STRATEGIES  
This step refers to the mechanisms you will use to help you to  
achieve your objectives. An example of a strategy could be to read the last five issues of the Journal of 
Advanced Nursing or your own national and local nursing journals in order to achieve the objective of 
updating yourself on current themes in nursing research. It is also the point at which you should consider 
wider resource issues, such as where your nearest nursing library is and how you can identify other 
resources (including the Internet), such as knowledgeable colleagues who are willing to share their 
experience with you. Resources are discussed in more detail in Chapter 2.  

4. SPECIFY EVIDENCE OF ACCOMPLISHMENT  
This step refers to how you will be able to demonstrate that you have achieved what you planned to do. It 
is important to specify in advance what these indicators of effective learning will be. They might include:  

• knowledge increments  

• better understanding .skills acquisition  

• attitude change  

• elucidation or acknowledgement of values.  

 Now complete Activity 1.3.5.  



Debbie might consider that the following indicators would be appropriate for her:  

• be able to summarise current theories relating to motivation and health-related behaviour (knowledge 
increments)  

• be able to apply this knowledge to particular clients (better understanding)  

• finding a way to communicate information about diet more effectively (skills acquisition)  

• .having a positive feeling that she was making progress in her work with clients (attitude change)  

• .privately acknowledging her own views on unhealthy eating patterns and obesity and not allowing 
this to affect her interactions with clients (elucidation or acknowledgement of values).  

 
 
5. SPECIFY HOW THE EVIDENCE WILL BE VALIDATED  
This refers to the identification of the methods you will use to demonstrate that your learning objectives 
have been achieved, using specified criteria, such as depth, critical analysis, precision or clarity.  

If you were completely in charge of your own learning, you would be able to decide who is going to 
judge the learning evidence and what type of feedback you should expect. However, for most students the 
evidence is examined through an academic system, either through traditional examinations or 
assignments. The criteria and methods of assessment will differ, depending on the level and nature of the  
course on which you are working. In reality, you do not have a great deal of autonomy in this area.  

If you are going to be assessed within an existing academic system, you need to know at the outset the 
criteria that will be used. Follow the written and verbal guidance that is available to you from senior 
colleagues and your tutor, if you have one. It can also be very useful to talk to former students and look at 
the assignments they have produced. Try to relate the assessment criteria you will be expected to meet to 
your own learning objectives.  

Now complete Checkpoint activity 1.3.  

You may have specified a fairly straightforward learning need at this stage, such as the need to use 
clinical audit in aspects of coronary heart disease management. However, you will have to make some 
fairly complex decisions about the depth of knowledge required, the resources required to find this 
knowledge and the level of accuracy which will be acceptable to you and to others. This process is useful 
as it will help you to think in a systematic way about what your learning needs really are, and how you 
are going to get the most out of this pack. As we stated earlier, this pack aims to facilitate the learning 
process but not to provide all the answers. 

CONCLUSION  

Now that you have worked through the first chapter, you should be in a position to clarify for yourself 
what you want to get out of this learning pack and how you are going to achieve it.  

The Portfolio activity which follows consists of a proforma for you to complete. It can act as an aide-
memoire and also as a learning contract with yourself. U se it to check back on what you wanted to learn 
about heart health and applying the evidence in nursing practice and, as you work through the rest of the 
pack, the extent to which you have achieved this. You can also use it as part of your professional portfolio 
evidence.  

Further reading 
 
Before you attempt the Portfolio activity, consolidate your work on this chapter by reading some of the 
following texts.  



CRITICAL INCIDENT ANALYSIS  
Flanagan, J. (1954) 'The Critical Incident Technique' Psychological Bulletin, 51 (4), pp.327-358.  

Norman, I., Redfern, S., Tomalin, D. and Oliver, S. (1992) 'Developing Flanagan's critical incident 
technique to elicit indicators of high and low quality nursing care from patients and their nurses' Journal 
of Advanced Nursing, 17, pp.590-600  

Smith, A. and Russell, J. (1991) 'Using critical incidents in nurse education', Nurse Education Today, 11, 
pp.284-291.  

LEARNING THEORY  
Burnard, P. (1992) 'Learning Nursing Knowledge' in Robinson, K. and Vaughn, B. (eds) Knowledge for 
Nursing Practice, London, Butterworth Heinemann.  

Greenwood, J. (1993) 'Some considerations concerning practice and feedback in nursing education' 
Journal of Advanced Nursing, 18, pp.1999-2002.  

Houle, C.O. (1981) Continuing Learning in the Professions, London, Jossey-Bass Publishers, especially 
Chapter 5, 'The Zest for Learning'.  

ORGANISING YOURSELF  
Bach, K. and K. (1982) Assertiveness at work, New York, McGraw Hill.  

Black, R. (1987) Getting things done, London, Michael Joseph Ltd.  

Boydell, T., Pedlar, M. and Burgoyne, J., (1986) A Manager's Guide to Self Development, New York, 
McGraw Hill.  

Eisenberg, R. and Kelly, P. (1988) Organise yourself; London, Piatkus.  

Mulligan, J. (1988) The Personal Management Handbook, The Human Potential Resource Group, 
University of Surrey, Marshall Editions Ltdl Sphere Books Ltd.  



 
 
Table: Details of published randomised trials of stroke unit care 
 
Study/location Intervention Time to 

entry to 
stroke 
unit 
(days) 

Time in 
stroke 
unit 
(weeks
) 

No. of 
patients 

Feldman17/USA Formal rehabilitation <60 NK 82 
Peacock18/USA Intensive 

rehabilitation 
<14 NK 52 

Garraway3/Scotland Stroke rehabilitation 
ward 

<7 <16 311 

Hamrin23/Sweden* Systematic early 
active rehabilitation 

<3 <4 112 

Stevens19/England Stroke rehabilitation 
ward 

<21 NL 228 

Wood-
Dauphinee20/Canada 

Mobile stroke team <7 <5 126 

Sivenius21/Finland Intensive 
rehabilitation 

<7 NL 95 

Strand25/Sweden* Non-intensive stroke 
unit 

<7 NL 293 

Indredavik5/Norway Acute & rehabilitation 
stroke unit 

<7 <6 220 

Aitken22/England Geriatric rehabilitation 
ward 

<3 NL 67 

*Informally randomised trials. NK = time in stroke unit not known, NL = time 
in stroke unit not limited. 
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25  
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Chapter two 

Searching for the evidence 

This chapter examines how to go about seeking evidence from original pieces of research -and also from 
reviews of studies in specific topic areas. It offers a variety of frameworks you can use in the critical 
examination of what you read. The aim is to stimulate your thinking about your clinical practice. 
Specifically, you will be asked to consider how your area of practice has changed, why it has developed 
in a particular way and how it may change in the future as new evidence comes to light.  

You will be introduced to the concept of critical appraisal using various practical techniques. This will 
provide you with an opportunity to acquire the skills to deal with the mass of research that is going on and 
to filter the relevant messages, so that you have the necessary knowledge to make appropriate, and 
clinically effective, changes to your clinical practice. Although these techniques are relevant to any area 
of work, this chapter will be concentrating on matters relating to heart health.  

By the end of chapter two you should be able to:  

• Identify the logical steps to follow to find out about the best evidence to support your practice  



• Determine how to select the specific subject to be studied for seeking the evidence  

• Recognise the appropriate sources of evidence  

• Demonstrate the skill of picking key messages from sources of evidence  

• Check the quality of the evidence  

• Know how to analyse the evidence  

• Recognise the difficulties in obtaining evidence  

• .Interpret evidence in terms of your own practice.  

STUDY UNIT 2.1 Sources of evidence  

The traditional method by which nurses decided how to treat their patients and clients was to refer to a 
nursing textbook. The following extract is taken from a nursing text that was published in the 1960s.  

HYPERTENSION  
The blood pressure is maintained and varied mostly by the tone of the muscular walls of the arterioles. In 
elderly patients thickening and hardening may occur widely in these muscular walls, leading to a rise in 
the blood pressure. This rise may be secondary to kidney disease and a few endocrine disorders, but 
appears often to be primary, when it is known as essential hypertension. The effects are felt first by the 
heart, which has to put out the blood against increased resistance; by the cerebrum, where a vascular 
accident like a haemorrhage or thrombosis may occur; by the retina, shown by the limitation of sight; and 
by the kidney, which may show albuminuria leading to uraemia.  

Mild hypertension is compatible with many years of comfortable life, and treatment consists of giving 
phenobarbitone in small doses, and advocating a quiet life on a simple non-fattening diet. Severe 
hypertension, especially arising rapidly in comparatively young patients, requires active treatment if sight 
is to be saved, and heart failure, cerebro-vascular accident or uraemia averted.  

The patient is admitted to a medical ward and his clinical condition carefully assessed; accurate 
observations of the pulse, urine and blood pressure are especially important A number of drugs which act 
by blocking the autonomic ganglia will lower the blood pressure, and among the most popular at the 
moment is mecamylamine hydrochloride ("Inversine") which is more active than the hexamethonium 
compounds, and produces less drying of the mouth and blurring of the vision. The average daily dose is 
25 mg. in three divided doses, and the most suitable dose is decided by thrice-daily bloodpressure 
readings with the patient standing. Resperpine ("Serpasil") is also much used; it lowers the blood pressure 
gradually, and produces a sense of well-being. It has also been recorded as causing dangerous depression, 
and the nurse should report any such tendencies in the patients.  

The most striking clinical impression made on nurses by these drugs is the disappointing fact that though 
they may lower the blood pressure effectively, this fall usually makes the patient feel worse for a 
considerable time. He must be warned not to get up suddenly from bed or the drainage of blood away 
from the brain can cause fainting. Constipation and difficulty in micturition are common complications, 
and the patient must be helped through the initial discouraging phase by assurance that once his blood 
pressure is stabilized at a lower level he will feel better.  

 Now complete Activity 2.1.1.  

You will have found that clinical practice has moved on since the date the textbook was written. For 
example, we would no longer advocate 'a, quiet life', but would recommend regular moderate exercise. 



Some treatments have fallen out of favour as others, which are more effective, have come into use. 
Specific changes in the management of hypertension are outlined below:  

The 1999 World Health Organization-International Society of Hypertension Guidelines for the 
Management of Hypertension (http://www.who.int/ncd/cvd/ht_guide.html#C541) recommends that 
essential hypertension is treated by advising patients to make lifestyle changes to lower their blood 
pressure, for example, by reducing weight, increasing regular exercise, salt restriction in the diet ( to less 
than 5-6g/day and alcohol restriction (to less than two to three drinks a day). If patients do not respond to 
this, then drug treatment is necessary: for younger patients, the drug of choice is an aldrenoreceptor 
blocker, such as propranolol or atenolol, or (generally better for older patients) a low dose thiazide 
diuretic, such as bendrofluazide. These drugs have been shown to have the least adverse effect on the 
heart and have been used for decades. The WHO Guideline recommends that if these drugs are 
contraindicated, then other drugs such as ACE (Angiotensin Converting Enzyme) inhibitors, such as 
enalapril, calcium channel blockers, such as verapamil and dilltiazem and alpha adrenoreceptor blockers, 
such as prazosin should be considered.  

Malignant hypertension requires admission to hospital. Treatment should be by mouth with an 
adrenoreceptor blocker, such as atenolol or labetolol or a calcium channel blocker such as nifedipine. The 
reduction in blood pressure should take place over the next two to three days. Very rapid falls in blood 
pressure could result in cerebral iI1Lfarction and blindness, deterioration in renal function and myocardial 
ischaemia.  

As you can see, very little of the original treatment suggested in the textbook has remained the same. 
There are also additional problems with seeking evidence from a big medical or nursing textbook. Many 
textbooks are written up to two years before they are actually published. These texts may only reflect the 
views of the author or authors. Additionally, the authors themselves may not be up-to-date with the latest 
thinking or current evidence.  

 Now complete Activity 2.1.2.  

It is clear that clinical thinking moves on. You therefore need to widen your horizons and search for other 
sources of information. These sources should preferably be supported by sound research, explore the 
evidence for clinical interventions and be updated on a regular basis.  

TYPES OF EVIDENCE  
In an article in the Nursing Standard, Morgan (1997) describes four levels of evidence on which decisions 
about clinical effectiveness can be based:  

Highest level  
Reviews of evidence which have been assessed, packaged and disseminated as national clinical 
guidelines, giving precise recommendations, should be the first point of enquiry in your search for 
evidence. [They are referred to here] as the 'highest' level of evidence. [However, this] does not imply that 
the quality of evidence on which they are based is necessarily better, nor that the others are progressively 
worse. Rather, it indicates that because of the way they deliver the information to the clinician -saving 
time arid energy and being easier to implement -they should be sought out first...  

Level 2 
Currently, there are relatively few nursing areas that benefit from the recommendations made in national 
clinical guidelines. The next level of evidence that should be sought and used is that contained in a 
systematic review. These present overviews of appraised evidence in a topic area, and are increasingly 
becoming available covering issues of relevance to nursing.  



Level 3 
Where systematic reviews are not available it may be necessary to conduct your own review by searching 
databases and locating what individual research exists before drawing your own conclusion about what it 
means for your practice...  

Level 4 
If there is little or no formal research available, you should consider the use of expert consensus or other 
quality improvement projects. from Morgan E. (1997) 'Clinical effectiveness' Nursing Standard, 11 (34), 
pp.43-50  

In this chapter we will concentrate on evidence which is published in systematic reviews and in primary 
research studies.  

SYSTEMATIC REVIEWS  
This is the generally accepted method by which evidence can be gathered. A systematic review is a paper 
in which primary research evidence on a topic has been identified, appraised and summarised according 
to predetermined criteria. Most large libraries hold databases containing systematic reviews in a number 
of different formats.  

PRIMARY RESEARCH  
These are reports of actual studies involving patients or populations. Primary research is usually 
published in scientific journals. It is of variable quality, may have a narrow focus and is written primarily 
by researchers for other researchers. The primary research base is very large indeed, and is increasing 
rapidly. Non-specialists can experience difficulties in firstly identifying significant research reports and 
also in interpreting and evaluating their contents. For this reason, the primary literature should not 
normally be your first port of call when you are looking for evidence.  

The following table summarises the differences between research and review papers.  

 
RESEARCH PAPER  REVIEW PAPER 
The title will describe the subject of the paper and 
may mention the methodology e.g. psychological 
rehabilitation after myocardial infarction: 
multicentre randomised controlled trial 

The review may be descriptive e.g. Recent 
advances in cardiopulmonary resuscitation or more 
abstract e.g. Opinions in hypertension research 

The introduction defines the problem that has been 
studied and has a brief overview of the literature in 
the field described. This should end with the 
objective of the study clearly stated 

The introduction will indicate the significance of 
the topic and describe the paper's aims 

The methods should be described clearly and 
objectively. defining what tools were used. 
numbers of subjects, location of study etc. An 
explanation should be given of how ethical 
approval was granted, or permission obtained from 
participants 

The methods section may be restricted to a 
description of the sources of information used. e.g. 
which databases were used. and may define the 
time interval from which the research papers were 
derived 

Detailed results are given and tables and figures 
usually illustrate the main findings 

A review is usually divided into themes or topics 
and so may look like a book chapter. The paper 
may be arranged to show how the ideas were 
developed in chronological order or organised 
along other parameters e.g. age. sex. geographical 
location 

There may be a separate section on the limitations 
of the study so that you are clear about the 
meaning of the results 

In reviews there is no results section. any figures or 
tables are from the original papers or summaries of 
the works of several papers 



The conclusion or discussion explains the 
relevance of the study for practice and may 
indicate where further research is needed 

The conclusion will summarise the general 
implications of the work done in the area 

from 'Reviewing the Literature' by Paul Moorbath (1993), Nurse Researcher, 1 (1). 

 



SOURCES OF EVIDENCE  
The remainder of this study unit will examine the main sources that you can use when gathering 
evidence.  

THE COCHRANE LIBRARY  
This is a regularly updated electronic library produced by the Cochrane Collaboration, an international 
endeavour in which people from many different countries systematically find, appraise, and review 
available evidence from randomised controlled trials (RCTs) and other evidence, where appropriate. The 
Cochrane Collaboration's aims are to develop and maintain systematic, up-to-date reviews of all forms of 
health care and to make this information readily available to clinicians and other decision-makers at all 
levels of health care systems.  

The Cochrane Library is designed to give you the evidence you need for informed health care decision-
making. It was launched in April 1995, under the name the Cochrane Database of Systematic Reviews, 
and was updated and renamed to reflect the inclusion of further important related databases, making it the 
most comprehensive source of evidence for health professionals with an interest in evidence-based health 
care. The information is updated every quarter and is available on CD ROM for Windows and 31/2 inch 
disk for Windows.  

The databases are:  

.The Cochrane Database of Systematic Reviews (CDSR)  
This is a database of systematic reviews of the effects of health care. There are over 300 reviews in 
various clinical areas such as stroke, pregnancy and childbirth and so on.  

.The York Database of Abstracts of Reviews of Effectiveness (DARE)  
This database holds abstracts of reviews and of reports by the American College of Physicians Journal 
Club and health technology agencies world-wide  

The Cochrane Controlled Trials Register (CCTR) is available only on CD ROM. This is a bibliography of 
over 150,000 controlled trials identified by contributors to the Cochrane Collaboration.  

The Cochrane Library is an excellent source for a wide range of information you may wish to look up. In 
particular, DARE is a good introduction to how systematic reviews are assessed.  The Cochrane Library 
is also available on the Internet at http://www.cochrance.org

OTHER DATABASES  
You can find other information on CD ROM -and on-line searches such as MEDLINE and 
EMBASE.MEDLINE is an electronic database compiled by the National Library of Medicine which 
summarises thousands of pieces of biomedical research literature (including the allied health fields, the 
biological and physical sciences, the humanities and information science as they relate to medicine and 
health care) published in selected journals.  

EMBASE is Elsevier Science's bibliographic database covering biomedical literature from 110 countries 
and has particular strengths in the areas of drugs and toxicology. EMBASE is the short form of the 
Excerpta Medica database and has a strong coverage of European material. Information is indexed from 
approximately 3500 journals. EMBASE can be accessed via the Internet at http://www.embase.com 
There are other databases that are aimed specifically at nurses: The International Nursing Index is 
available on CD ROM in combination with the Index Medicus, from MEDLINE. The Cumulative Index 
to Nursing and Allied Health Literature (CINAHL) is also available on CD ROM. These databases are 
provided as free service of the National Library of Medicine by the National Institutes of Health in the 
United States. You may access both databases in the electronic library called PubMed at 
http://www.nih.org  

Although electronic databases make access to the literature easier, faster and available to a wider range of 
health professionals, they do require some information-retrieval skills.  

http://www.cochrance.org/
http://www.nih.org/


As far as clinical evidence is concerned, the National Institute for Clinical Excellence (NICE) in the UK 
is a useful organization to contact. It is part of the National Health Service (NHS), and its role is to 
provide patients, health professionals and the public with authoritative, robust and reliable guidance on 
current “best practice”. Their guidance covers both individual health technologies (including medicines, 
medical devices, diagnostic techniques, and procedures) and the clinical management of specific 
conditions. NICE also provides methods for a wide range of clinical audits and practice guidelines. NICE 
can be reached at http://www.nice.org.uk  

Several of the Member States may already have developed or are developing similar institutions to NICE. 
You should be able to locate these institutes in your own country and use their materials and publications 
in your current work and practice.  

Professional organizations are vital in shaping evidence-based practice through national guidelines and 
policies. The International Council of Nurses (ICN) is a leading organization that promotes scientifically 
sound good practice. It can be accessed via http://www.icn.ch The Royal College of Nursing in the UK is 
another influential representative of effective clinical practice. Their World Wide Web address is 
http://www.rcn.co.uk  

Another useful website is http://nmap.ac.uk/ This site provides an overview of numerous nursing sites all 
over Europe. Nursing Center at http://www.nursingcenter.com is a collection of various nursing journals, 
books, professional literature and other nursing interests. 

Now complete Activity 2.1.3.  

When you begin to use electronic databases, you may find that your choice of key words was not 
appropriate. Too vague a definition will take a long time to process and will produce a very long list of 
references. Too precise a definition may yield too few results. One study (McKibbon et al, 1990) which 
examined the success with which doctors, trainee doctors and expert searchers used MEDLINE found that 
inexperienced users were significantly less accurate than experienced library staff. Some searches only 
retrieved 20% of the relevant citations. It is therefore advisable for novice searchers to ask for expert help 
from a librarian or another experienced user of electronic databases.  

Another method you can use to find a way into the literature is to follow up the references that appear at 
the end of journal articles or in relevant chapters of books. This method will, of course, only tell you 
about the material that was available before the article or book was published and which the author or 
authors were aware of and felt to be relevant to their own work.  

PUBLICATIONS PRODUCED FOR THE NATIONAL HEALTH SERVICES 
These are publications often produced by academic institutions to help the local and national health 
services to develop good clinical practice and evidence-based care. National Health Services also produce 
their own clinical guidelines of current good practice, which are based on scientific evaluations of 
monitoring outcome measures. You should look for these documents in health sciences libraries. You 
may be able to find them as references in National Health Action Plans as well. 

CONFERENCE ABSTRACTS OR CONFERENCE PROCEEDINGS  
Conference abstracts or conference proceedings, such as the 2nd International Heart Health Conference, 
held in Barcelona in 1995, (Advisory Board of the Second International Heart Health Conference, 1995) 
can highlight current areas of debate or controversy and may include details of unpublished research.  

THE INTERNET 
There are a growing number of Internet sites containing useful nursing information. Two good sites from 
which to start exploring the Internet are: .http://medweb.bham.ac.uk/nursing/ and http://www.shef.ac.uk/-
nhcon/  

http://www.nice.org.uk/
http://www.icn.ch/
http://www.rcn.co.uk/
http://nmap.ac.uk/
http://www.nursingcenter.com/


These sites provide links to many other resources, including discussion groups for nurses. If you do not 
have access to the Internet from your own computer, access is often possible through local libraries.  

It is also well worth exploring the site of Health Information Research Unit (HIRU), based in McMaster 
University, in Ontario. The HIRU conducts research into the science of health information and is 
committed to the development of new information resources to support evidence-based health care.  

.http://hiru.mcmaster.ca/  

PUBLICATIONS PRODUCED FOR THE NHS  
These are publications that are produced by academic institutions to help the NHS to develop good 
clinical practice and evidence-based care. The NHS Centre for Reviews and Dissemination at York 
University publishes the following:  

Effectiveness Matters; 

Effective Health Care Bulletins; 

Systematic Reviews of Research Evidence: CRD reports.  

The National Primary Care Research and Development Centre is a collaboration between the Universities 
of Manchester, Salford and York. This centre has just been set up and will, as part of its function, deliver 
and disseminate research on primary health care service development based on evidence of effectiveness, 
efficiency and appropriateness.  

JOURNALS  
Many health professionals subscribe to specific journals. These publications include:  

Nursing Time Professional Nurse Primary 

Nursing Standard Health Care  
Nurse Researcher  British Medical Journal  
Health Visitor  Lancet  
Midwifery  Health 1rends  
MIDIRS  Health Education Research  
Journal of Advanced Nursing  Health Education Journal 
Journal of Cardiovascular Nursing 
Journal of Clinical Nursing  Healthlines 
Evidence-based Nursing  Health Promotion International  
Practice Nurse  Social Science and Medicine  

Now complete Activity 2.1.4 

You should note that the above journals are published in English. You should be able to find many 
nursing journals in your local language as well. 

It can be difficult for busy health professionals to keep abreast of the many journals that are published. If 
you are not able to read specialist publications on a regular basis, the most popular nursing magazines 
provide a digest of some of the more significant research findings. The Nursing Standard has a review 
section containing a 'journal scan' and the Nursing Times contains a 'Clinical Update' section which 
reports on relevant research papers published in a wide range of journals. For example, the Nursing 
Standard, which is published in the UK, has a review section containing a ‘journal scan’ and the Nursing 
Times, a journal printed in the UK as well, contains a ‘Clinical Update’ section which reports on relevant 
research papers published in a wide range of journals. National and often local nursing journals usually 
keep a section for review form leading sources of nursing. 



Another solution you could consider is to set up a 'journal club' with your colleagues, in which each 
member reads an agreed selection of titles and reports back to the group.  

OTHER SOURCES OF DATA 
Policy documents affecting the development of services that refer to clinical effectiveness and evidence-
based interventions are produced by a number of sources, including the WHO. For example, the World 
Health Report, a crucial policy document may be obtained at http://www.who.int/whr The WHO 
Evidence for Health Policy website (http://www.who.int/evidence) presents current activities relating to 
epidemiology and the burden of disease, cost-effectiveness of health care interventions, and health 
systems assessment and reform, including quality of care, ethical issues, financing, resource allocation, 
regulation and legislation. 

Considering the central purpose of this learning material, guidance on cardiovascular health can be 
obtained at http://www.who.int/ncd/cvd  

The Nursing and Midwifery Unit at WHO EURO has an extensive documentation center at 
http://www.who.dk/nursing Documents contain nursing and midwifery guidelines, policy papers, the 
Munich Declaration signed by the ministers of health to develop nursing and midwifery in 21st century. 
The Evidence Based Nursing Database as well as the Portfolio of Innovative Practice should be of utmost 
interest to nurses in the European Region. 
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Now complete Checkpoint activity 2.1.  

STUDY UNIT 2.2 An introduction to research 

Research approaches can be divided into two broad categories, known as quantitative and qualitative 
research. In this study unit, we will describe both these types and introduce some of the main concepts 
that you should be aware of when reading research studies. A detailed study of research methodology and 
statistical analysis is beyond the scope of this pack. However, if you would like to investigate this area in 
more detail, you are strongly encouraged to view and download Research Awareness in Nursing and 
Midwifery: a workbook, developed by the Nursing and Midwifery Unit at WHO EURO from 
http://www.who.dk/nursing This workbook on research awareness has been produced for nurses and 
midwives who have little or no knowledge of research methods. It has been written for an international 
readership. It is not intended to provide sufficient knowledge to make readers proficient in conducting 
research, although advice on how to achieve this is included. The workbook comprises sections on 
carrying out a literature search, reading and evaluating research documents, further research-related 
activities, a glossary of research terms, and a discussion of the exercises.  

http://www.who.int/whr
http://www.who.int/ncd/cvd
http://www.who.dk/nursing
http://www.who.dk/nursing


QUANTITATIVE RESEARCH 
Quantitative approaches to research are concerned with data which can be measured using a range of 
statistical tests to examine the relationship between different variables, such as rates of recovery and the 
use of a certain intervention. Objectivity is central to quantitative research. If a study is to be considered 
valid, the researchers must show that they did nothing to influence the results – and also that the results 
can be generalised to other situations. There i3Ie several types of quantitative research.  
 
A randomised controlled trial (RCT) is a trial in which subjects are randomly assigned to two groups. 
The experimental group receives the intervention that is being tested, while the comparison, or control 
group, receives an alternative treatment, or no treatment. The two groups are then followed up to see if 
any differences result between them. The random way in which subjects are assigned, either to the 
experimental or control group, helps to ensure that experimenters do not distort the results with any 
intentional or unintentional bias. A further safeguard, which is possible in some types of RCT, is to make 
both the patient and the doctor 'blind', ie unaware of whether the patient is in the treatment or control 
group. This is known as the 'double blind' trial.  

RCTs are generally considered to provide the most reliable research evidence. However, they do have 
certain drawbacks. The first practical disadvantage of an RCT is that it is necessary to collect data on a 
large number of subjects for the results to be statistically significant. This is both expensive and time-
consuming. There are other disadvantages, too. For example, RCTs are usually conducted under 
'laboratory' conditions. These conditions are difficult to replicate in real life situations and effects seen in 
the trial may not necessarily occur in real life.  

Now complete Activity 2.2.1.  

You cannot deliberately feed a group of children an 'unhealthy' diet in order to establish that they are 
more likely to develop heart problems than are their peers. Apart from in some specialised situations, 
RCTs are not used to examine harmful effects. What is more, if you were looking for a link between diet 
in childhood and heart problems in adult life, you would need to study your subjects over several  
decades. RCTs are organised over a much shorter period of time than this. You would also find it 
extremely difficult to demonstrate that the children in your study followed their prescribed diets exactly. 
For ethical and practical reasons, a RCT would be completely inappropriate in this situation.  

If an RCT is not appropriate, a cohort study may provide researchers with the data they need. Here, a 
group of people is investigated over a particular period of time and any changes that occur are recorded. 
A cohort study can be either retrospective (for example reviewing all the cases of a particular condition or 
disease over a set period of time in the past) or prospective (identifying a group of patients and following 
them from one point in time to another). A cohort study is used to study the outcome of a treatment when, 
for ethical or practical reasons, it is not possible to perform an RCT.  

Now complete Activity 2.2.2.  

If you were using a prospective study, you would begin by defining a 'healthy' and 'unhealthy' diet and 
then identify groups of children whose diets met these criteria. The medical records of these individuals 
could be examined in later years to look for indications of heart problems. A prospective study could be 
organised, but it would take several decades before the results were known. Also, a practitioner involved 
in a study of this kind would still be faced with an ethical dilemma. When presented with a child who was 
eating an 'unhealthy' diet, a doctor or nurse would have a professional obligation to provide dietary 
advice. Any changes that were made in the child's diet would make the results of the research study less 
useful.  

A retrospective study would probably be preferable in this situation. This could be achieved by 
identifying groups of people with (and without) heart problems and then investigating their childhood 



diets. Because it would be impossible to examine their dietary history in detail, another indicator of 
'unhealthy' and 'healthy' eating might be chosen, such as records of childhood obesity.  

The main difficulty that arises with a cohort study is that the researcher does not know about all the 
differences between the groups that are being studied. For example, it is possible that people who go to 
their doctors complaining of heart problems may have other characteristics in common. They may be 
individuals who have been exposed to a health promotion campaign, or be particularly health conscious, 
or perhaps be people with a family history of heart disease who are alert to changes in their own health. 
Researchers have to try to take into account any factors like these that could affect the results of the study.  

In some situations, a case control study is more appropriate than a cohort study. Case control studies are 
used to investigate the causation of a disease and to identify the adverse effects of treatment. Patients who 
are suffering from the condition which is being studied, such as a particular form of cancer, are matched 
with others who have the same characteristics, such as age, sex, and smoking status, but who do not have 
the cancer. Researchers investigate the histories of all the subjects, looking for important differences. If it 
can be shown that a greater proportion of the people who have the condition than those who do not have 
the condition, were prescribed a certain drug, or perhaps were exposed to a particular industrial chemical, 
this can provide evidence of a causal link. Case control studies are normally performed where the  
condition, or the suspected cause, is relatively rare. Fewer subjects are needed for a case control study 
than for a cohort study or RCT. As with cohort studies, there is the danger that other factors, known as 
'unmeasured confounders', may be affecting the results.  

A survey is an investigation of what is happening at a point in time, or within a period of time. A survey 
is a useful method of studying complicated situations and the best way to increase its validity is to repeat 
it after a period of time, or after an intervention has taken place.  

Quantitative research makes use of the concept of the null hypothesis. This is the idea that the differences 
that have been observed between the treated and control groups are the effect of chance variation. 
Statistical tests are used to discover whether it is likely that this is the case. If it can be shown that the 
differences are too large to be caused by chance, then this suggests that there must be some reason for the 
differences between the two groups. If, for example, you looked at the mortality rate of a group of 
patients who had received a certain drug, and compared this with the mortality rate of the control group, 
who had received no treatment, you might discover a difference which a statistician regarded as 
'significant', or too large to be a chance variation. Assuming that the treated group fared better than the 
other group, this would be evidence that the treatment had a positive effect.  

All research studies are carried out on a sample of the population of interest and can only produce 
evidence on what happens when that sample of patients are given a treatment. The degree to which the 
results of a study can be applied to the general population can only be exprei5sed as a probability. 
However, it is possible to estimate the range of values within which the true result lies. This is known as 
the confidence interval. The usual practice is to calculate the 95% confidence interval. This indicates that 
there is a 95% probability that the effect of treatment in the whole population lies within that range.  

In a research study, it is important to distinguish between a clinician's active medical intervention, such as 
drug therapy, and the effects of the interpersonal relationship between a clinician and the patient. The 
very fact that a patient is receiving attention can reinforce his or her belief that he or she will get better. 
For this reason, the control group may be given a placebo, a biologically inert treatment. The word is 
derived from the Latin verb meaning 'to please'.  

The number needed to treat (NNT) is one measure of a treatment's clinical effectiveness. It is defined as 
the number of people you would need 1;o treat with a specific intervention (eg giving aspirin to people 
having a suspected heart attack) to see one occurrence of a specific outcome (e.g. prevention of death).  

The concept of clinical effectiveness will be explored more fully in Chapter 5. For the purposes of the 
current discussion it is defined as: The Department of Health of the United Kingdom defines it as:  



'The extent to which specific clinical interventions. when deployed in the field for a particular patient or 
population. do what they are intended to do -ie maintain and improve health and secure the greatest 
possible health gain from available resources.'  

The Royal College of Nursing strategy document on the clinical effectiveness initiative (1996) interprets 
the definition in this manner:  

'The application of the best available knowledge, derived from research, clinical expertise and patient 

preferences. to achieve optimum processes and outcomes of care for patients'.  

QUALITATIVE RESEARCH  
There are some aspects of care that cannot be reduced to measurable quantities. They include issues such 
as patients' perceptions, attitudes and understanding. Qualitative research approaches are used to examine 
topics like these. They do not produce statistical results, but can increase health professionals' awareness 
of what they are doing, or what their clients are experiencing. While quantitative research gives the view 
from the 'outside', qualitative research looks at experience from the 'inside'. Objectivity is the goal of 
quantitative research. Qualitative research explores and documents subjective experience.  

As Field and Morse (1985) describe it,  

'The purpose of qualitative research is not to determine objectively what actually happened (as in a court 

of law) but rather to objectively report the perceptions of each of the actors in the setting.'  

(Field, F'.A. and Morse, J.M., Nursing Research: The application of qualitative approaches, Chapman & 

Hall, 1985)  

There are many different types of qualitative research. Ethnography is concerned with the role that 
individuals play in a social setting, such as a hospital ward, in a workplace or even in their own home. 
Ethnography developed from anthropology and uses similar methods. The researcher spends time 
observing the behaviour of subjects and asking them questions, to endeavour to discover the meaning 
they attach to aspects of their everyday life. A great deal of nursing research follows the ethnographic 
model. Phenomenology aims to describe the world from the perspective of people who are involved in a 
particular situation. It is concerned with capturing the essence of their experience. In action research, 
researchers become personally involved with the process of change in the situation that they are studying. 
They may, for example, help develop professional practice or contribute towards organisational changes 
within an institution.  

There are several other models of qualitative research, each with its own methodology. Within each 
model, many variations exist. This multiplicity of approaches, and the lack of importance given to 
objectivity, has led some people to regard qualitative research as not being as 'serious' as quantitative 
research. However, when it is properly conducted, a qualitative study is every bit as rigorous as a piece of 
quantitative research. Although qualitative researchers are not concerned with producing results that are 
externally valid, in that they can be generalised to other situations, they are very concerned with internal 
validity and make efforts to ensure that the perceptions of the researcher and his or her methods of 
gathering data do not distort the results that are reported.  

 Now complete Activity 2.2.3.  

Compare your answers with the tables below, in which Gray (1997) summarised the relevant research 
methodologies to be used for evaluating different types of intervention and for evaluating different 
outcomes:  



 Now complete Checkpoint activity 2.2.  
 



 
TYPE OF RESEARCH 

Intervention Qualitative 
research 

Case control Cohort RCT Systematic 
review 

Diagnosis      
Treatment      
Screening      
Managerial 
innovation 

     

 
 

TYPE OF RESEARCH 
Outcome Qualitative 

research 
Surveys Case control Cohort Systematic 

reviews 
Effectiveness of 
an intervention 

     

Effectiveness of 
health service 
delivery 

     

Safety      
Acceptability      
Cost 
effectiveness 

     

Appropriateness      
Quality      
 
 
 



STUDY UNIT 2.3 Looking at the evidence (1) 
 
Earlier in this chapter, we quoted a description (Morgan, 1997) of four levels of evidence which can be 
used to establish clinical effectiveness. The suggestion made here was that, if guidelines have been 
produced, they are the best source of evidence to use. Unfortunately, there are some health professionals 
who appear to be unwilling to adjust, or even reconsider, their practice until evidence appears in this 
form. If guidelines have not been produced for the area of care that concerns you, you should look for 
alternative sources of evidence. This involves examining systematic reviews and primary research 
studies. In this study unit and the next, we will examine how to select and evaluate this evidence.  
 
FINDING YOUR WAY AROUND  
When you look at an article, the first thing you see is the title. The function of a title is to give readers an 
indication of what the article is about and to encourage them to read on. Some journals such as Health 
1rends add key words (such as myocardial infarction, randomised clinical trials, secondary prevention, 
etc.) at the head of an article. These words help readers decide the potential usefulness of the article. They 
will also be picked up in a search. Other journals such as the British Medical Journal (BMJ) put a brief 
summary called Key Messages to draw attention to the important points of the article.  

 Now complete Activity 2.3.1.  

 
Almost every word in this title is significant. It tells readers the condition that was being studied 
(myocardial infarction), the type of care involved (psychological rehabilitation) and the research 
methodology used (multicentre RCT).  
 
The central finding of this report is that psychological rehabilitation after myocardial infarction, on its 
own, appears to have no effect that can be measured objectively, although the subjective response of 
patients and their spouses is positive.  
 
This is a surprising finding. Most people would hope that the full report would provide some explanation 
for this lack of effect. You will be aware, from watching the video programme, that psychological support 
forms an important part of rehabilitation practice. Indeed, McGee and Thompson (1995) found that the 
reduction of psychological difficulties was a major contributing factor in reducing morbidity and 
increasing quality of life. Readers of the BMJ article would look, in particular, at what the researchers had 
to say about the way the trial was conducted, which might shed some light on their findings. They would 
also look for any recommendations that the researchers had to make as a result of this study.  
 
In fact, this study is very controversial. The article was followed in the BMJ by a letter (Pither and 
Williams, 1997) giving a response from other people working in the field. This letter points out some 
weaknesses that were identified in the study. These include:  
 
.The intervention was given by psychologists regardless of individual need.  
 
.The psychologists were not specially trained in the field of cardiac rehabilitation.  
 
.The intervention did not start until six weeks after the event, by which time many problems would have 
been resolved.  
 
Research papers follow a set pattern:  
 
.Introduction  
 
.Subjects and Methods  
 
.Results  
 
.Discussion  



 
.Conclusion.  
 
Not all papers contain a conclusion, although many do. An abstract or summary usually precedes the 
paper. This provides a description of the article containing all the key points which enables you to decide 
whether to continue.  

 Now complete Activity 2.3.2.  

 
Before you search the literature on a particular topic, it is helpful to give some careful consideration to 
your objectives and to the scope of your interest. For example, are you only interested in reading RCTs, 
or are you prepared to examine other types of study? Are you interested in qualitative research? Are you 
only interested in studies related to nursing, or do you want to read about medical studies too? Are you 
interested in research that lies outside conventional medicine and involves complementary therapies?  

 Now complete Activity 2.3.3.  

 
Reading research papers demands flexible reading skills. Some of the papers which you gather in a search 
may not turn out to be quite as relevant as you first thought they were. It is important to be able to select 
the ones that it is useful for you to read -and not to waste time on the others. When you do read an entire 
paper, it is also extremely important to maintain a critical, questioning focus. The chart in the next 
activity suggests some ways of interacting intelligently with the text.  
 

Now complete Activity 2.3.4 

This is a good technique to use when you need to select the papers you are going to read in detail. It 
provides 'cut-out' points after the abstract, introduction and discussion, when you can decide that you are 
unlikely to find the paper relevant to your needs and put it aside. However, you may have found it 
difficult to decide whether the discussion, methods and results were convincing. To do this, a more 
detailed framework of questions is necessary. Skelton (1997) suggests that you ask these questions:  

Introduction  
.Does the topic matter?  
.Is the discussion of the literature appropriate?  
.Is the article explicit and does it have a well-defined purpose?  

Methods  
.Is there an appropriate choice of quantitative and qualitative methodology?  
.Is the population sample large enough?  
.Is the population well chosen?  
.Is the participants' knowledge of the study appropriate?  
.Is the study design validated?  
.Has statistical advice been given?  
.Could the study be replicated just by reading the methods section?  

Results  
.Is everyone accounted for?  
.Are the findings significant in a quantitative study?  
.Does it matter?  

Discussion  
.How does the study compare with others?  



.Has there been an honest recognition of the difficulties the authors faced?  

.Is the strength of the claim appropriate?  

.What are the recommendations?  

.Are the recommendations practical? Could you apply them to your clinical practice?  

An alternative set of questions was suggested by Roe (1993):  

Critical review of research publications  
1 Is there an introduction?  
.Does it inform you of what the research problem is and why it is important?  
.Is the research problem clearly and concisely stated? Can it be answered with empirical evidence? Is it 
relevant to nursing?  

2 The literature review.  
.Is it comprehensive, up-to-date?  
.Is it logical and does it critically evaluates the literature?  

3 Are there hypotheses, objectives or aims?  
.Are they clear and relevant?  

4 Research design  
.Is the research design adequately described?  
.Is it the best design for the research question?  
.Does it have validity?  
.Are ethical considerations presented?  

5 Sample  
.How was it chosen?  
.Any bias?  
.What was the size?  
.Characteristics?  
.Are inclusion and exclusion criteria included?  
.Are ethical considerations and consent included?  

6 Research methods  
.Are the methods clear?  
.Are the methods used appropriate for the research question?  
.How were they developed?  
.Were the methods and feasibility of the study tested in a pilot study?  
.Was the reliability of the method and data collection addressed?  
.How were the data managed?  
.Was a statistical analysis (if relevant to the design) carried out?  

7 Results  
.Are they clear and complete?  
.Are they comprehensively reported in relation to the methods described?  

8 Discussion  
.Does the discussion interpret the findings in relation to published research [on] the methods used?  
.Does the discussion relate the findings to the research questions and objectives or hypotheses?  
.Are the limitations of the research methods discussed in relation to the findings or the research carried 
out?  
.Can the findings be generalised to other populations?  
.Is further research identified? Are the implications for practice discussed?  



9 Conclusions  
.Are the recommendations clear, concise and related to the findings and research aims or objectives?  
.What are the recommendations for clinical practice?  
.Are recommendations for further research made?  

10 References  
.Are references accurate, comprehensive and correctly written?  

11 Other aspects of the paper  
.Is the title clear and indicative of what was studied?  
.Is the summary or abstract of adequate length? -clearly restates the research problem? – restates the 
important findings?  
.Is the overall paper/report – clear? -detailed? -well written without jargon? – pleasant to read?  

Roe B. (1993) 'Undertaking a critical review of the literature', Nurse Researcher, 1 (1), pp.31-42  
 

Now complete Checkpoint activity 2.3.5.  
 
Roe's set of questions is more detailed than Skelton's, but some of the issues she raises, such as the quality 
of the writing, are not strictly relevant to the usefulness of the research study which is described. Use 
whichever framework you found most helpful, or draw up an amalgam of the two, and use it when you 
are reviewing papers in the future.  

The frameworks above can be used for quantitative or qualitative research. If you are assessing a 
qualitative research paper, you could use this checklist suggested by Mays and Pope (1996):  

.Was the research question clearly identified?  

.Was the setting in which the research took place clearly described?  

.If sampling was undertaken. were the sampling methods described?  

.Did the research workers address the issue of subjectivity and data collection?  

.Were methods to test the validity of the results of the research used?  

.Were any steps taken to increase the reliability of the information collected, for example, by repeating 
the information collection with another research worker?  
.Were the results of the research kept separate from the conclusions drawn by the research workers?  
.If quantitative methods were appropriate as a supplement to the qualitative methods, were they used?  

 Now complete Activity 2.3.6.  

It is extremely valuable to have a systematic approach that you can use whenever you are presented with 
a research paper. Although it may seem time-consuming to work through a series of questions like those 
given in this study unit, you will find that you become much faster and more confident as you practise 
these skills.  

 Now complete Checkpoint activity 2.3.  

STUDY UNIT 2.4 Looking at the evidence (2) 

In the previous study unit we focused on primary research studies. Here, we will concentrate on 
systematic reviews. There are two main issues to bear in mind when you are reading a systematic review.  

1 You should examine how the selection of research papers to be included in the review was made.  



2 You should look at the conclusions which the author draws from the results. This will involve a critical 
examination of the method of comparison or evaluation that is used in the review.  

WHAT STUDIES WERE INCLUDIED?  
In a systematic review the selection of the papers will have been made by the authors. For example, 
Michael Moher (1995) used the following criteria for selecting papers he reviewed on the evidence of 
effectiveness of interventions for secondary prevention and treatment of coronary heart disease in primary 
care:  

CRITERIA FOR STUDY SELECTION:  
.Studies show as their end point evidence of effectiveness of interventions for secondary prevention of 
coronary heart disease in primary care  

.Randomised controlled trials (RCT) or review articles/meta-analysis based on randomised studies  

.Studies/trials in which follow-up was for more than one month  

.English language studies only were included.  

 Now complete Activity 2.4.1.  

When you look at the published literature on a topic, it is important to be aware that you may not be 
looking at an unbiased reflection of the work that has been done in the area. There is a tendency for only 
positive results to be published as these are the ones that give a 'good feel' to the researchers and the 
institution in which they are based. It is important to remember that negative results are just as valid and 
informative. This 'publication bias' is discussed. by Easterbrook et al (1991) and Schulz et al (1995). 
Some authors of systematic reviews make an effort to search out unpublished evidence, as well as that 
that has been published in journals. There is also a tendency for studies that are written in the English 
language to be more likely to be accepted for publication by editors of journals.  

You should be slightly wary if you see that a review is limited to a single electronic database. MEDLINE, 
for example, covers only about one quarter of the world's journals.  

HOW WERE THE STUDIES COMPARED AND EVALUATED?  

Many systematic reviews make use of a technique known as meta-analysis. This is a statistical technique 
that summarises the results of several studies into a single estimate, giving more weight to results from 
larger studies. It was described by Professor Richard Peto from the Clinical Trials Unit in the University 
of Oxford (1977, 1978, 1987).  

Here is a simplified version of a table of a meta-analysis. The black squares represent the statistical 
information from a trial. Sometimes the amount of information from each trial is shown as a different size 
square, a small amount of information being shown as a small square and a large amount of information 
by a larger square. The horizontal lines represent the confidence intervals for each trial. The diamond 
shows the overall view of the trials.  

The position of the squares and the diamond relative to the scale at the bottom indicates the odds ratio. 
Odds is defined as the ratio of the probability of an event happening, to that of its not happening. You can 
think of it as meaning 'risk'. The Odds ratio (OR) is one measure of a treatment's clinical effectiveness. If 
it is equal to 1, then the effects of the treatment are no different from those of the control treatment (or no 
treatment). If the OR is greater than 1, then the effects of the treatment are greater than those of the 
control treatment. If the OR is less than 1, then the effects are less than those of the control treatment. The 
unit of measurement of the OR is as a decimal between 0 and 2.0, or as a percentage reduction or 



increase. Note that the effects being measured may be adverse (such as death or disability) or they could 
be desirable, (such as stopping smoking).  
 
 
Now complete Activity 2.4.2.  

The effect studied in this meta-analysis must be an adverse one, because an OR greater than one, and 
therefore stronger than the control treatment, is described as 'worse'. The position of the diamond shows 
that, when their results are pooled, the studies show an effect that is worse than the control. This suggests 
that the treatment is unlikely to be useful. However, this meta-analysis is presented completely out of 
context. We do not know what type of treatment it refers to. It is conceivable that the negative effects of 
the treatment are outweighed by its positive benefits, so you could also have answered that you were 
unable to decide whether to use the treatment.  

The next activity asks you to look at another meta-analysis table. This summarises the results of the effect 
of prolonged antiplatelet therapy on vascular events (myocardial infarction, stroke or vascular death) from 
11 randomised trials. Note that the information comes from other countries including Britain.  

Platelets are small cell fragments in the blood which are responsible for repairing injuries to blood 
vessels. They do this by becoming 'sticky' when an injury (such as a blockage of a coronary artery by a 
thrombo-embolism) occurs, which helps them clump together. In a myocardial infarction this clumping 
together will further diminish an already compromised arterial blood flow, reducing the oxygen levels  
to the heart. Antiplatelet therapy, such as aspirin and streptokinase, stops the clumping reaction of 
platelets.  
 
Figure opposite from Antiplatelet Trialists' Collaboration (1994) 'Collaborative overview of randomised 
controlled trials of antiplatelet therapy -I: Prevention of death, myocardial infarction and stroke by 
prolonged anti platelet therapy in various categories of patients' BMJ 308: 81'06  

Now complete Activity 2.4.3.  

By studying the table you will see that most of the black boxes are lying in the antiplatelet (as opposed to 
control) portion of the column, indicating that the therapy has had an effect in most of the trials. Their 
confidence intervals are also mostly lying to the left of the odds ratio line of 1.0. We can conclude that 
treating patients with antiplatelet therapy is of benefit to those patients with coronary heart disease and 
stroke. This meta-analysis was an important piece of evidence indicating the value of giving aspirin to 
these patients.  

Meta-analysis is a powerful tool and, if performed correctly, produces helpful evidence consistent with, 
but having narrower confidence intervals than, single trials. However, you need to be careful when 
looking at meta-analyses. In 1991, Teo, Yusuf, Collins and colleagues conducted a review including 
meta-analysis and reached the conclusion that magnesium treatment for myocardial infarction was 
'effective, safe and simple'. In contrast, in a large RCT (ISIS Collaborative Group, 1995) known as ISIS-4 
(the fourth International Study of Infarct Survival), it was found that magnesium was ineffective. The 
difficulty with this review was that it looked at results from small trials. If you see a meta-analysis that is 
based on the results of small trials, be cautious. You should also check whether all, or most, of the results 
of the trials are pointing in the same direction. A meta-analysis should not be used to produce a positive 
result by averaging the results of 5 trials with negative and 10 trials with positive findings.  

RATING SCALES  
In Michael Moher's review (1995) of the evidence of effectiveness of interventions for secondary 
prevention and treatment of coronary heart disease in primary care, the evidence is categorised using a 
twin scale for classifying interventions. A rating is used to assess the strength of the recommendation of 



the evidence and the quality of papers published. This scale is based on the United States Preventative 
Services Task Force and is set out briefly below:  

Strength of recommendation  

A Good evidence for acceptance  

B Fair evidence for acceptance  

C Poor evidence for acceptance  

D Fair evidence for rejection  

F Good evidence for rejection  

 
Nature of evidence  

I Sound randomised controlled trials  

II Other studies  

III Opinions of respected authorities. based on indirect evidence.  

 Now complete Activity 2.4.4.  

In drawing conclusions using this method you should be aware that the scale is an oversimplification and 
that the whole area of using a scoring system is rapidly changing. It is also important to remember that the 
scale only relates to the scientific evidence and does not take account of the many other inputs and issues 
to policy making.  

EVALUATING A SYSTEMATIC REVIEW  
The Critical Appraisal Skills programme is an organisation based in Oxford that helps health service 
professionals and decision-makers develop skills in appraising the evidence about clinical effectiveness. It 
identified (1997) three broad issues to be considered when appraising a review article:  

.Are the results of the review valid?  

.What are the results?  

.Will the results help locally?  

Oxman and his group (1994) used a set often questions that were designed to help the health professional 
looking at a review to think about the three issues in a systematic manner. The first two questions are 
screening questions and can be answered quickly. If the answer to both questions is 'yes', then it is worth 
proceeding with the remaining questions. Do not be too concerned that there is an overlap between 
several of the questions, the system is designed that way. To respond to the questions posed you need to 
answer 'yes', 'no' or 'can't tell'. Some hints are given in italics after some of the questions.  

Questions to be asked when evaluating a review  

ARE THE RESULTS OF THE REVIEW VALID?  

Screening questions  
Did the review address a clearly focused issue?  
An issue can be 'focused' in terms of:  
.the population served .the intervention given  



.the outcomes considered.  
 
Did the authors look for the appropriate sort of papers?  
The 'best sort of studies' would:  
.address the reviewer's question  
.have an appropriate study design.  
 

Is it worth continuing? If the answer is yes, then go to the rest of the questions  

Detailed questions  

Do you think the important. relevant studies were included?  
Look for:  
.which bibliographic databases were used  
.follow-up from reference lists  
.personal contact with experts  
.search for unpublished as well as published studies  
.search for non-English language studies.  

Did the review's authors do enough to assess the quality of included studies?  
The authors need to consider the rigour of the studies they have identified. Lack of rigour may affect the 
studies' results.  

If the results of a review have been combined. was it reasonable to do so?  
Consider whether:  
.the results were similar from study to study  
.the results of all the included studies are clearly displayed  
.the results of the different studies are similar  
.the reasons for any variations in results are discussed.  

WHAT ARE THE RESULTS?  
What is the overall result of the review? Consider:  
.if you are clear about the reviews' 'bottom line' results; .what these are (numerically if appropriate)  
.how were the results expressed (odds ratio etc.).  

How precise are the results?  
Look for confidence limits.  

WILL THE RESULTS HELP LOCALLY?  
Can the results be applied to the local population?  
Consider whether:  
.the patients covered by the review could be sufficiently different from your population to cause concern  
.your local setting is likely to differ much from that of the review.  

Were all the important outcomes considered?  

Are the benefits worth the harms and the costs?  
Even if this is not addressed by the review; what do you think?  

When you consider the question of validity, you will find that a wellwritten summary should cover the 
key issues raised in the screening questions succinctly and clearly. In answering the detailed questions, 
you may find that the methods section will help. Here, the approach to the review should be described, 
including the ways the papers were identified and from which sources they came, the criteria used by the 
authors, and a commentary on the quality of the studies they have selected and some further information 
on the outcomes and outcome measures they used.  



 
In addressing the question, 'what are the results', you need to be clear that you understand the review's 
main results. These will probably be presented in tables or graphs. Do not forget that the usual method of 
expressing the results would be in terms of odds ratios and NNTs. You need to be careful when 
examining metaanalysis tables and consider the size of the trials that were used. The authors will also 
have applied tests of heterogeneity and homogeneity using a statistical method called a Chi-square test. 
Homogeneity means 'similarity' .Studies are said to be homogeneous if their results vary no more than 
might be expected by the play of chance. The opposite of homogeneity is heterogeneity.  

The main point of looking at reviews is to see whether the results can be applied to the local population in 
which you practise. It is, therefore, important to see if the patients involved in the trials are similar in their 
characteristics (age, sex, predisposing factors etc.) to your local population. If there is a significant 
difference, then the review may not be applicable to your clinical practice.  

The usual outcome measures are morbidity and mortality. Morbidity (the expression of illness in a 
population) can be difficult to measure. National statistics are not collected and so proxies are used, such 
as admissions to hospital, or prevalence of disease from studies. Mortality is the number of people who 
die of a particular condition or disease. It is the end expression of morbidity and it is expressed as a rate, 
for example five per 1000 population/year. Mortality rates can cover longer periods, such as five or 10 
years. Improvements in clinical practice should try to address the effect of an intervention on the quality 
of a patient's life, 'adding life to years as well as years to life' (DoH 1992).  

 Now complete Checkpoint activity 2.4.  

CONCLUSION  
In this chapter we have discussed how to approach the process of looking for sources of evidence, which 
sources to consider and where to find them. We have also examined how to analyse original papers and 
systematic reviews.  
 
Understanding and applying techniques for critically appraising research is a challenging process. 
However, with practice, these are skills that will be invaluable in helping you question the reasons for 
your clinical practice and which will, if applied appropriately, improve your care of patients and clients.  
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Summary  
Management of stroke patients in specialist stroke units hastens recovery but is not believed to influence 
mortality. We did a statistical overview of randomised control trials reported between 1962 and 1993 in 
which the management of stroke patients in a specialist unit was compared with that in general wards.  

We identified 10 trials, 8 of which used a strict randomisation procedure. 1586 stroke patients were 
included; 766 were allocated to a stroke unit and 820 to general wards. The odds ratio (stroke unit vs 
general wards) for mortality within the first 4 months (median follow-up 3 months) after the stroke was 
0.72 (95% Cl 0.56-0.92), consistent with a reduction in mortality of 28% (2p <0.01). This reduction 
persisted (odds ratio 0.79, 95% Cl 0.63-0.99, 2p <0.05) when calculated for mortality during the first 12 
months. The findings were not significantly altered if the analysis was limited to studies that used a 
formal randomisation procedure.  

We conclude that management of stroke patients in a stroke unit is associated with a sustained 
reduction in mortality.  
 
Lancet 1993: 342: 395-98  
 
 
Introduction  
Because no routine effective treatment for acute ischaemic stroke is available,' good organisation of 
stroke services is especially important. Stroke intensive care units have not been found beneficial in 
reducing mortality or morbidity,. although the value of less intensive specialist stroke units remains in 
dispute. Stroke units may help to hasten recovery and reduce time in hospitals,3-. but are not thought to 
influence survival or long term functional outcome.6.7 However, a well-designed evaluation of a small 
stroke unit. showed sustained improvements in survival and functional outcomes that were attributed to 
the combination of acute medical management and dedicated rehabilitation interventions. To evaluate 
whether more stroke patients survive if managed in specialist stroke units, we report results of a statistical 
overview of randomised trials of stroke management.  
 
 
Methods  
We tried to identify all randomised trials that compared patient management within specialist stroke units 
with standard, non-specialist services available at the time of the study. The inclusion criteria, based on an 
earlier definition of a stroke unit,6 were: randomised controlled trial of acute stroke patients; control group 
in general medical/neurology wards; and stroke unit that included a multidisciplinary team of specialists 
in the care of stroke patients. These criteria apply to geographically defined stroke unit or a mobile stroke 
team.  

We identified research reports of stroke management for the period up to January, 1993, in Index 
Medicus, MEDLINE (English and foreign language), conference abstracts, bibliographies from major 
articles, textbooks, and reviews. We also tried to find unpublished trials by discussions with colleagues 
and past investigators in stroke management, and by publicising our preliminary findings at national and 



international stroke conferences. Two investigators independently assessed reports to confirm eligibility 
criteria and results. Our analysis did not include 1 small randomised trial of a stroke intensive care unite 
because of the limited details available. We also excluded several studies that compared physiotherapy 
techniques,9 and studies that evaluated late rehabilitation interventions.10-15

The primary outcome was mortality within 17 weeks of a stroke (median follow-up 13 weeks, range 
5-17 weeks). Mortality at final review (median follow-up 12 months, range 6-12 months) was also 
recorded. Details of the cause of death were not usually available. Functional outcomes could not be 
analysed because of the variety of outcome measures used.  
Studies were analysed on an intention-to-treat basis. Patients who were lost to follow-up were assumed to 
be alive, but a minor bias in favour of patients in general wards may have been introduced because more 
of these were lost to follow-up. Standard methods of overview analysis16 were used for the calculation of 
odds ratios (with 95% confidence intervals), and odds reduction (with standard deviation) of mortality for 
individual trials and combined data. Conventional two-sided p-value (2p) are used throughout. 16

 
 
Results  
10 published trials were identified that used some form of randomisation and compared the intervention 
group with routine non-specialist care in general medical or neurology wards (table). We were also told of 
a further 4 trials (based in Kent and Nottingham in the UK, Helsinki in Finland, and in Perth, Australia) 
for which final details were not yet available. 8 of the available trials3-5,17-22 used a formal procedure 
with sealed envelopes or random numbers. In 2 trials, allocation was by an informal randomisation 
procedure: strict admission rota,23,.. or "first-come, first-served" policy for the stroke unit with excess 
patients going to general medical wards.2. These 2 trials were evaluated separately to exclude any 
significant bias in the conclusions.  

5 of the trials selected evaluated the impact of a geographically discrete stroke ward3-5,19,25 or 
mobile stroke team.2o The remainder looked at different methods of providing a more intensive'8,21 or 
more comprehensive'7,22-.. package of stroke rehabilitation. These trials were included in the analysis 
because the intervention group comprised a specialist team with an interest in stroke rehabilitation based 
at a separate location from the controls.  

Study populations were all reported to be mixed with respect to sex and social background, and 
usually had a mean age of over 70 years. The same definition of stroke was used by all investigators -
focal neurological deficit due to cerebrovascular disease excluding subarachnoid haemorrhage and 
subdural haematoma. The studies varied considerably in their selection criteria and in the proportion of 
eligible patients enrolled for randomisation.  

The majority of reports3-6.19-21.26 indicated that remedial therapy (physiotherapy, occupational 
therapy, speech therapy) was provided to a greater proportion of stroke unit patients than controls. Stroke 
unit patients started remedial therapy earlier than controls in 3 studies.3-6.26 The maximum duration of 
rehabilitation in the stroke unit varied from 5 weeks2° to several months."7-19.21.22.26  

The assessment of 2 studies was complicated by novel medical practices within the stroke units. 
Strand et al25 included 21 of 110 patients in a haemodilution trial, but this is unlikely to have introduced 
important bias because haemodilution has not been shown to have any significant treatment efIect.26 
Indredavik et al" used low-dose heparin in stroke unit patients with extensive paresis.  

Mortality details were published for all except 2 reports;21.22 unpublished results were provided by 
these authors. Minor omissions of data occurred in 4 studies3,.,18,18,2o because of withdrawal of patients 
or loss to follow-up (0 for stroke unit patients and 11 for controls at initial review; 6 for stroke unit and 14 
for controls at final review). The remaining studies either reported no withdrawals'7,20-.. or provided 
sufficient details to allow an "intention-to-treat" analysis.'  

Management of stroke patients within a stroke unit was associated with lower mortality rates than 
controls at both initial (figure 1) and final (figure 2) reviews. There was a 28% (SD 12, 2p<0.01) 
reduction in the odds of death occurring in the first 17 weeks poststroke (median follow-up 13 weeks, 
range 5-17) for patients in stroke units. This effect was sustained when mortality in the first year was 
recorded (median follow-up 12 months, range 6-12), with an odds reduction of death of 21% (SD 10, p 
<0.05). Exclusion of trials with an informal randomisation procedure23-2o resulted in calculated 
reductions in mortality for patients in stroke units of 37% (SD 12, 2p<0.01) at initial review and 25% (SD 
12, 2p<0.05) at final review. Similar trends in mortality reduction were observed in each subgroup of 
trials (stroke ward, stroke team, intensive rehabilitation, comprehensive rehabilitation). Chisquare tests 



for heterogeneity between trials were non-significant for results at both initial (X2 5.5, 8 degrees of 
freedom) and final review (X21.93, 7 df).  

Statistical overviews are liable to distortion because of publication bias. The reliability of the 
overview conclusions was estimated by calculating how many unpublished neutral studies would be 
required to alter our conclusions.27 If we assume a mortality rate of 25%, then all our conclusions on 
survival benefit of a stroke unit would be refuted by several trials (1600 patients in total) that showed 
neutral results (odds ratio 1.0). If all the identified unpublished trials in progress were to produce neutral 
results, our conclusions would not be substantially altered.  

Discussion  
The main consideration of our overview was the way in which patient care is organised in the initial 
period after a stroke. We used a broad definition of a stroke unit and selected a heterogenous group of 
trials, all of which examined stroke management in a unit with a specialist interest or expertise, 
irrespective of details of the management provided. A case could be made for the inclusion of only trials 
that aimed to evaluate a discrete stroke ward or team.3-O,18,20,20 However, we felt that this would 
exclude several trials'7,'8,2'-.. in which the definition of a stroke unitO was fulfilled, although the aim of 
the study was to evaluate an aspect of rehabilitation. As shown by the homogeneity of mortality results 
from different trials, no individual component of the services given had any overwhelming influence on 
the conclusions. All trials involved a specialist multidisciplinary team that provided continuity of care 
during the first few weeks of illness.  

The quality of publications included in an overview clearly influences the reliability of its 
conclusions. Although 2 of the studies23-2o were randomised informally, our conclusions were 
confirmed by data from studies with formal randomisation procedures.3-o,,7-22  

The small number of patients lost to follow-up was insufficient to bias our conclusions. In one trial, 
the randomisation procedure,'9 resulted in a greater proportion of patients with poor prognosis (initially 
reduced consciousness) in the control group. However, reanalysis of these results, such that only fully 
conscious patients are included, provides very similar conclusions.  

We chose to express outcomes in terms of mortality because mortality is not subject to observer bias. 
Early mortality (within 6 months) has been the most common outcome in trials of acute stroke 
therapies.2.,28-30 We also include results at final review to ensure that any improvements were sustained. 
Although the reductions in mortality that we ascribe to stroke unit care are relatively imprecise, it should 
be noted that only two other interventions (calcium antagonists and haemodilution) have been subject to a 
greater number of trials.1 None of the acute stroke therapies subjected to formal overview (calcium 
antagonists,2. haemodilution,2' heparin,29 and glycero13°) have had any significant effect on mortality.  

A stroke treatment should reduce morbidity as well as mortality. There was no evidence in the trials 
we reviewed that morbidity was increased by improved survival. All 10 studies recorded some aspect of 
functional outcome. 9 reported functional gains3..,17-22,2. in patients in stroke units; 4 achieved 
statistical significance.3-.,21,2. Hamrin23,2. described very similar outcomes in both groups. No 
investigator reported poorer functional outcomes among patients in stroke units. A more detailed analysis 
of functional outcomes was limited by the lack of consistent recording of outcome between trials.  

Stroke units provide complex and varied interventions including medical, nursing, and remedial 
therapy. Our overview does not indicate which interventions improve survival. Indredavik et al,. whose 
study provides the most compelling evidence if favour of stroke units, hypothesised that the benefits were 
due to an integrated approach linking acute treatment with early mobilisation and rehabilitation. They 
emphasised the importance of early rehabilitation (usually within 24 hours) and of active participation of 
both patient and family. Although the medical interventions used by investigators in our overview may 
have influenced outcomes, the homogeneity of effect indicates a basic common factor in stroke unit 
practice.  

In conclusion, our statistical overview of published stroke unit trials indicates that management in 
these units is associated with sustained improvements in survival. Although the important aspects of 
stroke unit management could not be identified, we believe that there is sufficient evidence to recommend 
better organised specialist stroke services that would, in turn, facilitate studies of specific components of 
stroke unit practice.  

We thank Dr M S Dennis, Dr P A G Sandercock, Prof C P Warlow, and Mr J Slattery for their 
assistance in the preparation of this report. Dr J Sivenius, Dr H Rogers, and Prof W M Garraway kindly 
supplied unpublished data. Dr K Asplund, Dr J McDonald, and Dr S Sanders gave helpful comments.  
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Further reading  
Before starting the portfolio activity, consolidate your work on this chapter by reading a selection of the 
following titles.  

UNDERSTANDING AND EVALUATING RESEARC:H PAPERS  

Altman, D.G., (1991) Practical Statistics for Medical Research, London, Chapman and Hall (especially 
chapters 2, 4, 7 and 8).  

Duffy, M.E., (1985) 'Designing nursing research: the qualitative-quantitative debate' Journal of Advanced 
Nursing, 10, pp.225-232.  

Field, P.A. and Morse, J .M., (1985) Nursing Research: The application of qualitative approaches, 
London, Chapman & Hall.  

Mays, N. and Pope, C. (1996) Qualitative Research in Health Care, London, 8MJ Publications.  

Oxman, A.D. et al (1994) 'Users' guides to the medical literature VI How to use an overview' JAMA, 272 
(17), pp.1367-1371.  

Peto, R. (1987) 'Why do we need systematic overviews of randomised clinical trials?' Stat Med, 6, 
pp.233-240.  

Polit, D.F. and Hungler, 8.P. (1989) Essentials of Nursing Research: Methods, appraisal, and utilization, 
2nd edition, Philadelphia, JB Lippincott Company.  

Skelton, J. (1997) 'Critical study' Practice Nurse, pp.92-95.  

Sleep, J. (1990) 'An introduction to the experimental method', NIJrsing Standard, 4 (41).  

You might also find it useful to consult the 'User's Guides to the ll11edical Literature' on the Health  

Information Research Unit (HIRU) website.  

http:llhiru. mcmaster. calebmlusergu idl default. htm  

 

CLINICAL EFFECTIVENESS  

British Heart Foundation Factfiles (various topics relating to heart health)  

Department of Health (1996) Promoting Clinical Effectiveness: A Framework for action in and through 
the NHS, London, Department of Health.  

Health Education Authority (1996) Health promotion in older people for the prevention of coronary heart 
disease and stroke, Health promotion effectivene~,s reviews.  

Muir Gray, J.A. (1997) Evidence-based Healthcare. How to make health policy and management 
decisions, Edinburgh, Churchill Livingstone.  

NHS Executive (1997) Clinical Effectiveness Resource Pack.  

Thompson, D.R. and Bowman, G.S. (1997) 'Evidence for the effec:tiveness of cardiac rehabiJitation' 
Clinical Effectiveness in Nursing, 1, pp.64-75.  
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Chapter three  
How evidence has changed the picture  

This chapter examines current evidence on the various risk factors relating to the prevention of CHD and 
rehabilitation following a myocardial infarction. In some areas the evidence is very convincing, and 
provides a direction as to where, and how, clinical practice should change. However, in other areas the 
picture is not so straightforward and further research needs to be conducted to clarify the situation.  

The chapter also has a second function. It asks you to consider the relationship between your own practice 
and the evidence that has been published on heart health. You will be asked to reflect on why your 
practice is as it is, to find out about further evidence to improve your clinical knowledge and to begin to 
think about some of the challenges involved in changing the way that health professionals work. These 
issues are discussed in the context of heart health but they are relevant, of course, to any area of work.  

As we have already seen, CHD is a major cause of mortality, morbidity and disability in the world. There 
is also considerable regional variation in the incidence of ischaemic heart disease and cerebrovascular 
incidents in Europe. For example, one can witness an obvious trend among the different regions of 
Europe in terms of the incidence of both ischaemic heart disease and cerebrovascular incidents when age 
is considered.  
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It looks apparent that while countries of the European Union and Northern Europe have witnessed a 
decline in both disease groups, countries of the former Soviet Union have all increased mortality due to 
cardio- and cerebrovascular illnesses.  

The incidence of myocardial infarction also varies with both sex and social class. It is three to four times 
more frequent among men than women and also more common in social groups 4 and 5 (manual and 
unskilled workers). The incidence of myocardial infarction varies with both gender and social class. It is 
three to four times more frequent among men than women and also more common in manual and 
unskilled workers. Ethnicity is another factor. For example, men from the Indian subcontinent (India, 
Pakistan and Bangladesh) have a higher incidence. The reasons for this is not fully understood, although 
it is known that the incidence of diabetes in men from the Indian subcontinent is twice that of the rest of 
the population and that diabetes is a risk factor for coronary heart disease.  

By the end of chapter three you should be able to:  

• describe the current issues for debate around coronary heart disease  
• recognise how clinical nursing practice has been influenced by the relative strengths of various 

risk factors in coronary heart disease 
• identify the areas where nursing practice could be improved in the light of evidence. 

STUDY UNIT 3.1       Diet  

Begin this study unit by assessing your own level of knowledge on diet. The questions in the first activity, 
and the answers, are from a 'Dietary Issues In Coronary Heart Disease Prevention Quiz' and are ../ 
reproduced with the permission of the author, Paula Hunt, Nutritionist/Dietitian, Nantwich, Cheshire.  

Now complete Activity 3.1.1.  

Now check your answers to the quiz.  



1 False. The 1991 COMA Report on 'Dietary Reference Values for Food Energy and Nutrients for the 
UK' stated that dietary fat is the most important factor in reducing blood cholesterol levels. It does not 
mention a need to reduce dietary cholesterol, except for those who have very high raised blood 
cholesterol levels of over 7.8mmols/1. There seems to be confusion around the word cholesterol. Perhaps 
health workers use it rather glibly, with the patient never really understanding whether the word 
'cholesterol' means blood cholesterol or dietary cholesterol. The assumption that dietary cholesterol 
somehow 'whooshes' into the blood to become blood cholesterol is over-simplistic. We need to 
concentrate on advising patients to reduce dietary fat, especially saturated fat.  

Three particular foods -eggs, offal and shellfish -can seem difficult to categorise. They are relatively low 
in fat and they contain some dietary cholesterol, a fatty-like substance that is sometimes assumed ~to be 
fat. The amount of dietary cholesterol is quite high compared with other foods. As shellfish and offal tend 
to be eaten infrequently they can be safely consumed within a low fat diet. For people with moderately 
raised blood cholesterol levels, a rough guide of up to six eggs a week is fine. However, this will vary 
according to the J combination of other foods in the individual's diet. ,  

2 False. Evidence now shows that monounsaturated oils may be beneficial. However, the Dietary 
Reference Values Report (COMA, 1991) concluded that there was insufficient evidence to show that an 
increase of monounsaturated fat, beyond current levels, would help prevent CHD. Saturated fats have 
always been known to be the 'baddies', so it may be pragmatic to talk to patients about the value of 
'unsaturated fats' ( which includes poly- and mono- unsaturated oil). Olive oil and rapeseed oil are both 
high in monounsaturated fat. However, the basic advice to reduce all fat to a minimum means that even 
unsaturated oils should be used frugally. Polyunsaturated fats, in large quantities were previously thought 
to be beneficial; the overall picture now suggests that this is not the case. The advice should be to reduce 
total fat first, then consider the type of fat used second.  

3 Don't know. The evidence is still quite scanty. Despite being quite high in total fat (as their name 
suggests) oily fish contain a specific type of fatty acid, Omega-3 fatty acids, which are thought to have 
protective influence in terms of CHD risk. This is thought to act via the clotting mechanism rather than 
directly on blood cholesterol levels per se. Mackerel, pilchards, sardines, trout, salmon and herring are all 
high in Omega-3 Fatty Acids. Tuna is not high in Omega-3 fatty acids and therefore would not have this 
same effect. However it could still be encouraged as a tasty lower fat alternative to meat/cheese, or pastry 
products. The use offish oil supplements is not recommended.  

4 False. Soluble fibre, in beans/peas/lentils, oats and some fruit is thought to have a specific effect on 
blood cholesterol lowering. Practical ways of using pulse vegetables in the diet are always helpful. Cereal 
fibre has its main effect on bowel health by increasing stool bulk and reducing transit time. Although it 
does not have the same specific effect on blood cholesterol lowering as soluble fibre, it should be 
encouraged as it has many other nutritional qualities, as well as being low in fat. Fruit and salad 
vegetables are nourishing foods and particularly useful for people on weight reducing diets as they are 
low in calories. However, without other sources of dietary fibre from other foods, fruit and salad 
vegetables, it would not provide sufficient fibre for good health. Tinned peas/beans and lentils are just as 
good as fresh or dried. Many people prefer to use these for convenience and some people are worried 
about potential toxicity from undercooked dried beans.  

5 True. Vitamins A (Betacarotene), C and E are 'antioxidant vitamins' found predominantly in fruit and 
vegetables. They are thought to prevent or retard the destructive chain reaction effects of oxidation caused 
by free radical damage of tissues within cells. The benefits of antioxidants are thought to be in reducing 
the risk of both coronary heart disease and some cancers. The whole population should actively be 
encouraged to eat more fruit and vegetables.  

6 False. Although the concept of a vegetarian diet is very healthy and well balanced it must be followed 
carefully. Vegetarians who snack on cheese, pastry dishes, deep fried samosas, chips, crisps and peanuts 
are likely to have a much higher fat intake than a meat eater who does not snack on these foods. Red meat 
is not essential in the diet -however it is an important and enjoyable source of nourishment for many 
people. It is a good source of iron and B vitamins. Meat can usefully be included in the diet in the 
following ways:  



1) Buy lean meat and don't add fat in cooking  
2) Trim visible fat from meat and don't add fat in cooking  
3) Use smaller quantities in dishes, which include a good mixture of vegetables too, such as casseroles, 
stews and stir-fries.  

Now complete Activity 3.1.2.  
Many health care professionals are confused about the dietary advice they should provide. Not 
surprisingly, this confusion is transmitted to the general public. A number of reports on nutrition and 
health have emphasized the need for the public to change its diet in order to reduce the incident of diet-
related diseases. According to the 1999 World Health Organization-International Society of Hypertension 
Guidelines for the Management of Hypertension, vegetarians have lower blood pressure than meat eaters 
and vegetarian dietary patterns can lower blood pressure in hypertensive patients. A series of controlled 
dietary trials indicated that these effects depend on a combination of effects of fruit, vegetables, fiber and 
low saturated fat intake rather than the presence or absence of meat protein. This conclusion has been 
confirmed in a recent study in which older subjects with mild or borderline hypertension were 
randomized for eight-week periods to continue their normal diet, to increase fruit and vegetable 
consumption alone, or to also reduce their consumption of total and saturated fat. Increasing fruit and 
vegetable consumption alone caused blood pressures to fall by 3/1 mmHg while the added measure of 
reducing fat intake led to a fall of 6/3 mmHg. In the patients with higher initial blood pressures, there was 
a fall of 11/6 mmHg with the combined dietary regime. The presence of higher intakes of calcium, 
magnesium or potassium may have contributed to the beneficial effects of some of these diets. Regular 
fish consumption as part of a weight reducing diet may enhance blood pressure reduction in obese 
hypertensive patients and yield additional benefits on lipid profiles. Hypertensive patients should be 
advised to eat more fruit and vegetables, to eat more fish and to reduce their fat intake. 
 
Active participation of all health professionals in identifying those in need of nutritional counseling and in 
recognizing that compliance depends upon the quality of this counseling is recommended. This is not a 
task that can be undertaken by dieticians alone and the involvement of nurses can be crucial.  

Now complete Activity 3.1.3.  
Dieticians recommend that we should aim for a daily fat intake of 80g or less. The sample diets in the last 
activity demonstrated that it is possible to reduce one's intake to below this level by making relatively 
small changes to one's diet.  

LIPIDS  
There has been much evidence gathered on the benefits of reducing fat content in the diet and the 
importance of lowering lipid levels in the blood. Several randomised controlled trials have been 
undertaken to examine the effects of diet and lipid-lowering drugs on mortality in patients who have 
sustained a myocardial infarction. Two of the most notable trials were reported in late 1994. The first, 
called the Multicenter Anti-Atheroma Study (MAAS, 1994), looked at 381 patients with coronary heart 
disease and a serum cholesterol of between 5.5-8.0 mmo1/1 who ended up having angiography. The 
researchers found that simvastatin, a lipid-lowering drug, reduced hyperlipidaemia and slowed down the 
progression of coronary atherosclerosis.  

The second trial, called the Scandinavian Simvastatin Survival Study (4S, 1994), clearly showed that 
during 5.4 years of follow-up, simvastatin achieved a significant reduction in mortality and morbidity in 
patients with established coronary heart disease (defined as angina and post-myocardial infarction) and 
high levels of serum cholesterol:  

'This trial confirms that the addition of simvastatin to the treatment regimens of 100 coronary heart 
disease patients would yield the following approximate benefits over the first six years: preservation of 
the lives of four of the nine patients who would otherwise die from coronary heart disease; prevention of 
non-fatal myocardial infarction in seven of an expected twenty-one patients; and avoidance of myocardial 
revascularisation procedures in six of the nineteen patients'.  



Both these studies confirm that long term treatment with the drug simvastatin is safe and most definitely 
improves patients' survival chances in established coronary heart disease.  

For post-myocardial infarction patients with 'normal' cholesterol levels, the Cholesterol and Recurrent 
Events or CARE study (1996) in the United States and Canada examined whether these types of patients 
would benefit from lipid-lowering drugs. In this trial over 4,000 men aged between 21- 75 and post-
menopausal women with 'normal' concentrations of low density lipoprotein cholesterol who had had a 
myocardial infarction 3-20 months previously were followed up for five years. The results suggest that 
treatment of patients with a low-density lipoprotein cholesterol level of 3.2 mmol/l or above would 
benefit from lipid-lowering drugs. In other words, the study suggested that secondary prevention is 
effective.  

The message is that patients at risk should be advised to adopt a cholesterol lowering diet as soon as 
possible after a myocardial infarction. This should be accompanied by follow-up, education and 
counselling to aid compliance with the advice. In some instances, lipid-lowering drugs may also be 
indicated to supplement the dietary advice.  

Ram say et al (1996) adapted a table first produced by Haq et al in Sheffield (1995) to help health care 
professionals assess patients who are at risk of coronary heart disease, as a tool for primary prevention. 
The table helps you decide which high-risk patients require a cholesterol test. Only after advice on 
smoking, diet and control of systolic blood pressure to less than 160 mm Hg, is a lipid- lowering drug, 
usually a statin, then considered.  

Instructions for using the Sheffield Table 

For each patient:  

.Choose the table for men or women  

.Identify the correct column for smoking, hypertension, diabetes. and Left Ventricular Hypertrophy 
(LVH) as shown by ECG  

.Identify the row showing the age of the patient  

.Read off the cholesterol concentration at the intersection of the appropriate column and row.  

.It there is no entry -cholesterol need not be measured. .If there is an entry -measure the serum 
cholesterol.  

.If the average cholesterol on repeated measurement is at or above the level shown, then the CHD event 
risk is < 3.0% per year -consider treatment.  

The table can be used to predict possible need for measurement or treatment at an older age.  

Now complete Activity 3.1.4.  
Using the Sheffield Table, patients (a) and (c) should have their serum cholesterol measured. The patient 
described in the third question has a cholesterol level higher than that on the table. Repeated 
measurements should be taken. If these measurements average 8.9 mmol/l or higher, the man is a 
candidate for cholesterol-lowering therapy. In the first instance, this will involve advice on diet and 
control of systolic blood pressure to less than 160 mm Hg. Later, a lipid-lowering drug may be 
considered.  
The 1999 World Health Organization-International Society of Hypertension Guidelines for the 
Management of Hypertension states that a large body of evidence has demonstrated that cholesterol 
lowering reduces the risks of CHD events in patients with high cholesterol levels or a history of CHD. 
Dietary restriction of saturated fats can produce modest reductions in cholesterol and the newer drug 
therapies reliably produce large reductions. The size of the reduction in CHD risk appears to be 
proportional to the size of the cholesterol reduction achieved, such that reductions of about 1-1.5 mmol/l 
(40-60 mg/dl) produced by HMG CoA reductase inhibitors reduce the risk of major CHD events by 



between a fifth and a third. The effects of these agents on fatal and non-fatal CHD events appear to be of 
similar magnitude. Reductions in stroke risk have also been observed in the trials of HMG CoA reductase 
inhibitors, but not in the trials of other cholesterol lowering agents. In the few trials that provided data on 
cerebral infarction, there was some evidence of reduction in the risk of this stroke subtype. 

However, cholesterol reduction with a variety of agents has been shown to reduce the risks of initial and 
recurrent CHD events among patients with a wide range of initial cholesterol levels. Trials of HMG CoA 
reductase inhibitors, conducted primarily among patients with CHD, have also reported reductions in 
stroke risk. The relative effects of cholesterol lowering therapy appear to be similar in those with or 
without hypertension. In these circumstances, the use of cholesterol lowering therapy can be 
recommended for hypertensive patients who have elevated cholesterol or who are for other reasons at 
high risk of CHD. 
 
 
OILY FISH, FIBRE AND ANTIOXIDANTS  
In the DART study, Burr and colleagues (1989) studied approximately 2,000 men who had suffered a 
myocardial infarction and allocated them to three groups in which they received (or did not receive) 
advice on each of three dietary factors:  

• a reduction in fat intake and an increase in the ratio of polyunsaturated to saturated fat  
• an increase in fatty fish intake  
• an increase in cereal fibre intake  

The advice on fat was not associated with any difference in mortality but those advised to eat fatty fish 
had a 29% reduction in 2 year all- cause mortality, even though plasma concentrations were not affected. 
Those patients who were given advice to increase their dietary fibre content had a slightly higher 
mortality.  

Michel de Lorgeril and colleagues (1994) published a study which compared the effectiveness of a 
Mediterranean type diet (containing a lot of olive oil and rapeseed oil-based margarine and particularly 
rich in alpha-linolenic acid) with the diet that is recommended for patients after a myocardial infarction 
(ie a lipid-lowering diet). They were looking at the effect of this type of diet on patients who had had one 
myocardial infarction to see if their five year mortality and morbidity had changed. They found that 
patients following this type of diet had fewer deaths from cardiovascular causes and fewer non- fatal 
myocardial infarctions than the post-infarction diet group. They also found that there was no significant 
difference in blood cholesterol levels between the trial and control groups.  

In another study Key et al (1996) followed up the effects of the lifestyle of vegetarians and health 
conscious people. The subjects were recruited through health food shops, vegetarian societies and 
magazines with a questionnaire about their current smoking, weight (but not height) and dietary habits. 
They were then divided into two groups:  

• daily consumption of wholemeal bread, bran cereals, nuts or dried fruit, fresh fruit and raw 
vegetable salads  

• less than daily consumption of wholemeal bread, bran cereals, nuts or dried fruit, fresh fruit and 
raw vegetable salads.  

Key et al found that vegetarians and health conscious people had about half the mortality (before 80 
years) compared with the general population. Nineteen per cent of the subjects smoked, 43% were 
vegetarian, 62% ate wholemeal bread daily, 77% ate fresh fruit daily and 38% ate raw salad daily. The 
results suggested that daily consumption of fresh fruit was associated with significantly reduced mortality 
for ischaemic heart disease, cerebrovascular disease and for all causes combined (including all malignant 
neoplasms, lung cancer, colorectal cancer and breast cancer).  

 
ANTIOXIDANT RESEARCH  



Oxidation is the removal of electrons from molecules. This reaction occurs commonly in cells, as well as 
in other non-biological settings. Oxidation results in molecules with a negative electrical charge that 
attract electrons from neighbouring molecules. This type of molecule, which is known as a 'free radical', 
is unstable and can cause damage, particularly to fats, proteins and DNA. Free radicals can be 'mopped 
up' by a number of substances, including betacarotene, a component of vitamin E and vitamin C.  

Oliver (1995) and Greenburg and Spom (1996) showed that oxidised low density lipoprotein (LDL) 
cholesterol, i.e. a fat that has been 'damaged' by free radicals plays a key part in the production of 
atherosclerosis. This is a pathological process that leads to coronary heart disease.  

The role of antioxidants in the diet is unclear when it comes to coronary heart disease prevention. A 
critical review by Jha et al (1995) found that antioxidant vitamin uptake (vitamin E) demonstrated a 
reduction in the risk of cardiovascular disease, but the findings from the randomised controlled trials 
examined were not entirely conclusive. At the present time, there seems to be little compelling evidence 
to suggest the beneficial effect of antioxidants in the diet with respect to coronary heart disease 
prevention.  

DIABETES  
The prevalence of hypertension is 1.5 to 2 times greater in patients with diabetes mellitus compared with 
matched non-diabetic individuals. It has been shown that diabetes mellitus is also a risk factor for 
coronary heart disease and a strong predictor of mortality after a myocardial infarction. For patients who 
have had one myocardial infarction, the diabetic person's risk of another infarction is 50% greater and the 
risk of long-term coronary heart disease mortality is double that of the normal population. The risk of 
death is 40% higher over 6 years in diabetic people, post-myocardial infarction. The dietary advice and 
the management of the other risk factors for coronary heart disease is even more important to the diabetic 
patient than it is to the non- diabetic person. You should also look at the extensive section of the 1999 
World Health Organization-International Society of Hypertension Guidelines for the Management of 
Hypertension dealing with the non-pharmacological and pharmacological interventions in diabetes to 
reduce the increased risks of cardiac death, CHD, congestive heart failure, cerebrovascular disease and 
peripheral vascular disease. (http://www.who.int/ncd/cvd/ht_guide.html#c66) 

Now complete Checkpoint activity 3.1.  

 
Hypertension  
Reducing high blood pressure has been shown to reduce the risk of coronary heart disease. It was Kannel 
in 1974 who first demonstrated the role of high blood pressure as a risk factor for coronary heart disease. 
Surveys by the Joint National Committee on Detection, Evaluation, and Treatment of high blood pressure 
(1993) have shown that most elderly people have hypertension. By pooling the meta-analyses of 13 
clinical trials of elderly people who were treated for high blood pressure, Simon (1996), in his editorial 
article in the BMJ, found that over 16,000 elderly patients from Europe, Australia, the United States and 
Japan had significantly decreased morbidity and mortality from coronary heart disease. However, for 
patients over 80 years old, the benefits of lowering blood pressure were less clear.  

Now complete Activity 3.2.1.  

 
Hypertension  
Reducing high blood pressure has been shown to reduce the risk of coronary heart disease. It was Kannel 
in 1974 who first demonstrated the role of high blood pressure as a risk factor for coronary heart disease. 
Surveys by the Joint National Committee on Detection, Evaluation, and Treatment of high blood pressure 
(1993) have shown that most elderly people have hypertension. By pooling the meta-analyses of 13 
clinical trials of elderly people who were treated for high blood pressure, Simon (1996), in his editorial 
article in the BMJ, found that over 16,000 elderly patients from Europe, Australia, the United States and 



Japan had significantly decreased morbidity and mortality from coronary heart disease. However, for 
patients over 80 years old, the benefits of lowering blood pressure were less clear.  

 Now complete Activity 3.2.1.  

 
This meta-analysis involved 14 trials. It shows that a prolonged reduction of 5-6 mmHg in diastolic 
pressure would lead to 35-40% fewer strokes and 20-25% fewer coronary events. All the trials indicated 
that the treated group fared better than the control group, so this evidence appears very strong.  
 
 
MEASURING BLOOD PRESSURE  
You were probably taught the technique for measuring blood pressure when you were a student and it is 
likely that you undertake this procedure so regularly that it has become second nature to you. Begin this 
section by considering exactly how you go about this process.  

Now complete Activity 3.2.2.  

You may have found that you had to think quite carefully before describing how you take a blood 
pressure reading. Compare your answer with the following recommendations from the 1999 World 
Health Organization-International Society of Hypertension Guidelines for the Management of 
Hypertension. Because blood pressure is characterized by large spontaneous variations, the diagnosis of 
hypertension should be based on multiple blood pressure measurements, taken on several separate 
occasions.  Office or clinic blood pressure measurement (new internal headline) 
Blood pressure should be measured as described in standard textbooks, with the patient in a sitting 
position using a mercury sphygmomanometer or other non-invasive device. The accuracy of non-mercury 
devices should be ensured by comparison with values simultaneously obtained from a mercury 
sphygmomanometer. Since the medical use of mercury is likely to be progressively restricted around the 
world, the calibration and accuracy of non-mercury devices will become increasingly important.  

When measuring blood pressure, particular care should be taken to: 
• Allow the patient to sit for several minutes in a quiet room before beginning blood pressure 

measurement.  
• Use a standard cuff with a bladder that is 12-13 cm x 35 cm, with a larger bladder for fat arms 

and a smaller bladder for children.  
• Use phase 5 Korotkoff sounds (disappearance) to measure the diastolic pressure.  
• Measure the blood pressure in both arms first visit if there is evidence of peripheral vascular 

disease.  
• Measure the blood pressure in standing position in elderly subjects, diabetic patients and in other 

conditions in which orthostatic hypotension is common.  
• Place the sphygmomanometer cuff at heart level, whatever the position of the patient.  
• Record the blood pressure to the nearest 2mm Hg. 
• For people with severe hypertension, take the blood pressure measurements more frequently. 

 
Home and ambulatory blood pressure measurement (new internal headline) Non-invasive semi-automatic 
and automatic devices are now available for blood pressure measurement at home and for ambulatory 
blood pressure monitoring over periods of 24 hours or more. Both of these approaches provide useful 
additional clinical information and have a place in the management of the hypertensive patient, but in 
both cases there are three important limitations:  
 

• First, there is limited data available about the prognostic value of both home and ambulatory 
blood pressure measurements. Further prospective studies are required to determine whether such 
measurements offer material advantages over conventional blood pressure measurements for the 
prediction of morbidity and mortality. Therefore information obtained from these methods must 
be regarded as supplementary to conventional measurements, not as a substitute;  



• Second, studies conducted in general populations and in hypertensive individuals have 
demonstrated that blood pressure values obtained by home measurements or by ambulatory 
monitoring are several mmHg lower than those obtained by office measurements with 24 hour 
average or home blood pressure values of around 125/80 mmHg corresponding to clinic pressures 
of 140/90 mmHg;  

• Third, the devices used should be checked for accuracy and performance over time against other 
well-validated blood pressure measurement devices using standardized protocols. Currently 
available home devices that measure the pressure in the fingers or the arm below the elbow 
should be avoided.  

The advantages of home blood pressure measurement are that it may provide numerous values on 
different days in a setting closer to daily life conditions than the doctor's office. It may also favorably 
affect patients’ perceptions of their "hypertension" problems and improve adherence to treatment. It may 
therefore be a valuable adjunct for checking the effectiveness of treatment. Situations In Which 
Ambulatory Blood Pressure Monitoring Should Be Considered:  

• Unusual variability of blood pressure over the same or different visits  
• Office hypertension in subjects with low cardiovascular risk  
• Symptoms suggesting hypotensive episodes 
• Hypertension resistant to drug treatment 
• Isolated Office ("White Coat") Hypertension (new internal headline) 

In some patients, office blood pressure is persistently elevated whereas daytime blood pressure outside 
the clinic environment is not. This condition is widely known as "white coat hypertension” although the 
term "isolated office hypertension" is preferable because the office daytime blood pressure difference 
presumably depends on multiple factors and does not correlate with the presser response to blood pressure 
measurements by the doctor, i.e., the so-called "white coat" effect.  

It is likely that only a small fraction of the hypertensive population exhibits isolated office hypertension, 
if the diagnosis is restricted to subjects whose ambulatory blood pressure measurements are truly normal, 
i.e. below 125/80 mmHg. Furthermore, there is continuing debate as to whether isolated office 
hypertension is an innocent phenomenon or whether it carries an increased burden of cardiovascular risk. 
Health professionals should aim at its identification (by use of home, ambulatory and repeated blood 
pressure measurements) whenever clinical suspicion is raised.  

Now look at the following information, which shows a standardised technique for taking blood pressure.  

Now complete Activity 3.2.3.  

In terms of which threshold of readings of blood pressure to use as a trigger for treatment, the the 1999 
World Health Organization-International Society of Hypertension Guidelines for the Management of 
Hypertension provides clear indications.  

According to the new definition, the lower limits of hypertension as 140 mmHg systolic and 90 mmHg 
diastolic, the same as the lower limits for the "borderline sub group" of mild hypertension in the previous 
1993 WHO-ISH Guidelines. The new 1999 Guidelines emphasize that the decision to lower the elevated 
pressure in a particular patient is not based on the level of blood pressure alone but on assessment of the 
total cardiovascular risk in that individual. 

Hypertension is therefore defined as a systolic blood pressure of 140 mmHg or greater and/or a diastolic 
blood pressure of 90 mmHg or greater in subjects who are not taking antihypertensive medication.  

The terms "mild", "moderate" and "severe" used in previous versions of the WHO-ISH Guidelines, would 
correspond to Grades 1, 2 and 3, respectively. The widely used term "borderline hypertension", becomes 
a subgroup within Grade 1 hypertension. It must be emphasized that the term "mild hypertension" does 
not imply a uniformly benign prognosis, but is used simply to contrast with more severe elevations of 
blood pressure. 

In contrast to the 1993 Guidelines, the present report does not deal separately with hypertension in the 
elderly nor with isolated systolic hypertension. Rather, discussion of these two conditions is now part of 



the main text, since it is widely agreed that the treatment of these conditions is at least as effective in 
reducing cardiovascular risk as the treatment of classical essential hypertension in middle aged subjects. 

 

 CATEGORY SYSTOLIC 
(mmHg) 

DIASTOLIC 
(mmHg) 

Optimal 
Normal 
High – Normal  

Grade 1 Hypertension ("mild") 
Subgroup: Borderline 
Grade 2 Hypertension ("moderate") 
Grade 3 Hypertension ("severe") 

Isolated Systolic Hypertension 
Subgroup: Borderline 

<120 
<130 

130-139 

140-159 
140-149 
160-179 
� 180 

� 140 
140-149 

<80 
<85 

85-89 

90-99 
90-94 

100-109 
� 110 

<90 
<90 

 

When a patient's systolic and diastolic blood pressures fall into different categories, the higher category 
should apply. 
 
Now complete Activity 3.2.4.  
 
Your findings in this activity may have illustrated two issues that you will need to address if you attempt 
to change any aspect of practice:  

• the gap between currently available evidence and the reality of day-to-day practice 
• the reactions of your colleagues when they are made aware of this gap.  

SALT AND HYPERTENSION  
It has also been known for some time that salt in the diet is an important risk factor for hypertension and 
hence coronary heart disease. Expert committees in the United States, the United Kingdom and in 
Norway have examined the evidence and have concluded that salt increases blood pressure. The 
cardiovascular review group (1994) of the government's advisory committee on medical aspects of food 
policy has recommended that people should reduce their salt intake from a daily average of 9g (150 
mmol) to 6g (100 mmol).  

In 1988 the Intersalt Co-operative Group published results showing a highly significant positive 
correlation between 24 hour urinary sodium excretion (as a measure of salt intake) and systolic blood 
pressure in a study of 52 population samples (a total of 10,079 men and women aged between 20-59 
years) in 32 countries. In an update, Elliott et al (1996) analysed the findings further and demonstrated 
that, on average, in individuals who had an excretion of urinary sodium higher than 100mmol, this was 
associated with an increase in systolic/diastolic pressure of between 5-7/2-4 mm Hg. The effect of this 
phenomenon in older people (aged 55) was to increase the blood pressure by 10-11/6mm Hg. The 
message here is to recommend a reduction for salt intake in the population to prevent and control  high 
blood pressure. 
However, the evidence on salt is not entirely unequivocable. Midgley et al (1996), in their meta-analysis 
of randomised controlled trials looking at the effect of a low sodium diet on blood pressure, found that 
such a diet was most helpful in reducing blood pressure in older hypertensive patients. They concluded 



that the evidence did not warrant an overall reduction of sodium in the diet for people who did not have 
high blood pressure.  

There have also been criticisms that 24 hour urinary sodium measurement does not give an accurate 
picture of salt intake and that the Intersalt results are open to query. However, studies on chimpanzees by 
Denton et al (1995) have shown that adding 100mmol of sodium a day to their food increased their 
systolic blood pressure by 12 mm Hg. Blood pressure rose further with additional salt intake and fell 
when sodium supplementation stopped.  

According to the 1999 World Health Organization-International Society of Hypertension Guidelines for 
the Management of Hypertension, epidemiologic studies suggested that dietary salt intake was a 
contributor to blood pressure elevation and to the prevalence of hypertension. The effect appears to be 
enhanced by a low dietary intake of potassium containing foods. Randomized controlled trials in 
hypertensive patients indicated that reducing sodium intake by 80-100 mmol (4.7-5.8 gm) per day from 
an initial intake of around 180 mmol (10.5 gm) per day would reduce blood pressure by an average of 
around 4-6 mmHg systolic. However, individuals vary considerably in their responses to changes in 
dietary salt, with black, obese and elderly subjects the most sensitive. A recent study in older hypertensive 
patients showed no adverse effects of a reduction in sodium of 40 mmol (2.3 gm) per day and after 18 
months there was a significant reduction in the need for antihypertensive drug therapy. The aim of dietary 
sodium reduction should be to achieve an intake of less than 100 mmol (5.8 gm) per day of sodium or less 
than 6 gm per day of sodium chloride. Patients should be advised to avoid added salt, to avoid obviously 
salted foods, particularly processed foods, and to eat more meals cooked directly from natural ingredients. 
Counseling by trained dieticians and monitoring of urinary sodium are necessary in most cases. The high 
sodium – low potassium content of many preserved foods is drawn to the attention of the food industry. 

Now complete Checkpoint activity 3.2.  

 
STUDY UNIT 3.3 Smoking, aspirin and HRT  

In this study unit we will look at the evidence on three separate issues relevant to the prevention, or 
treatment, of CHD. The evidence relating to smoking, the use of aspirin and the effects of HRT is 
convincing. However, some of this evidence is not, as yet, generally reflected in practice.  

SMOKING  
There is no doubt that smoking is a strong risk for a first myocardial infarction, as demonstrated by 
Shaper et al (1985) in the British Regional Heart study. It is also an important risk factor for fatal and 
non-fatal recurrences, as highlighted in the Framingham study (1988) in the United States.  

The smoke from tobacco contains over 4,000 chemicals, of which nicotine, an alkaloid, is one. Nicotine is 
thought to work by stimulating the release of adrenaline and noradrenaline, causing a rise in pulse rate, an 
increase in blood pressure and constriction of the arteries including the coronary arteries (Winniford et al, 
1986). The nicotine (together with the effects of carbon monoxide, which is also present in the tobacco 
smoke, and which binds to haemoglobin much more readily than oxygen) starves the heart of oxygen. 
The blood of heavy smokers may have 15% less oxygen-carrying power.  

Now complete Activity 3.3.1.  

Many people find direct evidence of this kind more convincing, and more persuasive, than statistics that 
they read about the effects of smoking. There is, however, much extremely strong evidence published in 
this area. Wilhelmsson and colleagues (1975) showed that mortality in patients who stop smoking after a 
myocardial infarction is 50% lower over a two year follow-up period compared to those who continue to 
smoke. A US review produced by the Surgeon General (USDHHS, 1990) looked at the effect of stopping 
smoking on the risk of CHD. A year after they had stopped smoking, ex-smokers' excess risk of CHD had 



halved. After the first year, the risk declined more slowly. After 15 years, an ex-smoker had about the 
same risk of contracting CHD as someone who had never smoked. Mortality among smokers who already 
had CHD could be reduced by 50% if they stopped smoking.  

Smoking cessation is an aspect of health promotion where nurses have an important part to play, in both 
primary and secondary care. Two studies, the Oxcheck trial (1995) and the British Family Heart Study 
(Family Heart Study Group, 1994) demonstrated this well. Both were randomised trials of nurse-
conducted health checks in general practice which involved the screening of men and women aged 
between 35-64 years. These programmes have been assessed for their cost-effectiveness and this will be 
discussed in greater detail in chapter five.  

To learn more about successful nursing interventions aiming to stop smoking in clients, have a look at 
both the Evidence Based Nursing Database and the Portfolio of Good Practice developed by the WHO 
Euro Nursing and Midwifery Unit or Programme at http://www.who.dk/nursing

Nurses can have great influence in helping patients and clients to stop smoking. Yudkin et al (1996) 
looked at the role of nicotine transdermal patches, chewing gum and nasal spray in helping smokers to 
give up the habit. Their results confirmed other findings that people who are able to stop smoking for the 
first week of the programme are most likely to maintain smoking cessation for at least one year. These 
patients had a 25 per cent likelihood of achieving long-term smoking cessation. However, the rate 
dropped to less than four per cent for people who smoked during the first week of the programme. The 
key message, therefore, is for nurses or members of the family to provide intensive support in the first 
week.  

The next activity asks you to explore the importance of support to people who are using nicotine patches 
to help them give up smoking. This is not a formal piece of research, but an opportunity for you to learn 
from your friends and family about the kind of support that they find most useful. If you undertake this 
activity, make sure that you have talked it through with the people who are participating. Also make sure 
that everyone involved is aware of the safety instructions provided by the manufacturers of the patches. 
For example, nicotine patches should not be used by people with CHD or by women who are pregnant or 
breast-feeding. People who are under the care of a doctor or who are taking any kind of medication 
should take medical advice before using these patches.  

 Now complete Activity 3.3.2.  

Of course, the people who participated in this activity may not have been typical. You cannot draw any 
serious conclusions from an informal investigation of this size. However, published research does seem to 
indicate the value of supporting people while they use nicotine patches to give up smoking. One study 
(Basler et al, 1992) showed that a series of regular group therapy sessions, combined with the use of 
nicotine patches, was effective in helping people to give up smoking. After 12 months, 52.3% of the 
smokers in the experimental group were still abstainers.  

The evidence for the effect of passive smoking has taken longer to gather and has been more prone to 
controversy. It was in 1982 in the USA that the Surgeon General first produced a report on passive 
smoking and lung cancer (Rockville, 1982) based on three epidemiological studies of non-smoking 
women whose husbands smoked. However, as the evidence was from a small number of studies the 
conclusions were cautious. Evidence linking the risk of CHD with environmental exposure to tobacco 
smoke only started to emerge in the early 1990s, when a number of studies (Glanz et al 1991, Wells, 
1994, Steenland, 1992) showed, to a greater or lesser degree, increased risk of CHD in non-smokers who 
lived with smokers, compared to those who did not. By far the most compelling evidence has been from a 
meta-analysis of 19 epidemiological studies of the risk of CHD in life-long non-smokers who live with 
smokers (Law et al, 1997). In this review, Law and colleagues showed that people who have never 
smoked have an estimated 30% greater risk of CHD if they live with a smoker. When they studied the 
effect of diet in this situation, Law et al found that non-smokers who live with smokers eat a diet that 
places them at a 6% higher risk of CHD, so that even accounting for this confounding factor, the direct 
effect of environmental tobacco smoke is to increase risk by 23%. These findings are surprisingly high, as 

http://www.who.dk/nursing


the risk for such non-smokers is equivalent to almost half the risk of smoking 20 cigarettes a day, even 
though the exposure is only 1% of that of a smoker.  

Having reviewed a plethora of evidence on the effect of smoking cessation, the 1999 World Health 
Organization-International Society of Hypertension Guidelines for the Management of Hypertension 
states: Smoking cessation is perhaps the single most powerful lifestyle measure for the prevention of both 
cardiovascular and non-cardiovascular diseases in hypertensive patients. All hypertensive patients who 
smoke should receive appropriate counseling for smoking cessation. Nicotine replacement therapy should 
also be considered, since it appears to augment other interventions for smoking cessation. 

Now complete Activity 3.3.3.  

ASPIRIN 
The Antiplatelet Trialists' Collaboration (1994) has demonstrated the effectiveness of aspirin in cutting 
heart disease death rates by up to 25 per cent. ISIS-2 (1988) recommends that in emergencies (i.e. acute 
myocardial infarction) a dose of at least 160mg of aspirin, given within the first four hours of the onset of 
chest pain, was needed to ensure rapid initiation of action. For longer-term treatment the Antiplatelet 
Trialists' Collaboration (1994) however, did not indicate the optimum duration of treatment with aspirin 
as a life-long medication for coronary heart disease risk reduction, as the trial lasted for only two years.  

 
Surprisingly, these findings with respect to aspirin have yet to be widely implemented. A survey of 
General Practitioners carried out by Moher and Johnson (1994) showed that less than one fifth of 137 
patients admitted to hospital with suspected myocardial infarction were given aspirin by their GP. When 
this was investigated further, 40% of GPs (n= 578) did not carry aspirin in their doctor's bag. The great 
advantage of aspirin over the other antiplatelet drugs, such as streptokinase, is that the risk of adverse 
side-effects, such as gastro-intestinal or intracerebral haemorrhage, is much reduced.  
The official standpoint of WHO on the use of antiplatelet therapy was summarized by the 1999 World 
Health Organization-International Society of Hypertension Guidelines.  

The use of aspirin, and of some other antiplatelet agents, has been well documented to reduce the risk of 
fatal and non-fatal coronary events, of stroke and of cardiovascular death in patients with established 
coronary or cerebrovascular disease. In the light of the results of the HOT Study, it is reasonable to 
recommend the use of low dose aspirin in hypertensive patients whose blood pressure has been rigorously 
controlled, who are at high risk of CHD, and who are not particularly at risk of bleeding from the gastro-
intestinal tract or from other sites. 
 
Now complete Activity 3.3.4.  

HORMONE REPLACEMENT THERAPY  
Before the menopause, women are protected from CHD by oestrogen, having only half the incidence of 
CHD of men of the same age. There is evidence to suggest that the use of Hormone Replacement Therapy 
(HRT) can offer similar protection to older women. HRT is prescribed to women for the relief of 
menopausal symptoms and, when taken longer term, to delay the onset of osteoporosis. HRT is thought to 
work through the effect of oestrogen, one of the female sex hormones, which elevates the high density 
lipoprotein cholesterol level and reduces the low density lipoprotein cholesterol level. It also has a direct 
effect on arteries, by relaxing the muscle of the vessel thereby improving arterial function through a 
'calcium antagonist effect' and by reducing atheromatous plaque formation. This has a protective effect on 
the coronary vasculature.  
 
After the menopause, the risk of CHD in women rises sharply, equalling that of men over the next 10-15 
years. Heart disease is the single most common cause of death among women, even those under 65 years, 
claiming 76,000 lives each year. This compares with 15,221 deaths from breast cancer and 1,863 from 
cervical cancer. HRT can reduce the incidence of CHD in post-menopausal women by 50%. The presence 
of oestrogen may explain the big sex difference in coronary heart disease mortality, particularly under the 



age of 55, when men have four times the rate compared to women. The age gradient is steep: 1:200 men 
die of coronary heart disease before the age of 45 years, increasing t<:> 1:12 by the age of 65.  
Although evidence may suggest that HRT has a protective effect on women concerning CHD, this effect 
has not yet been confirmed. According to the 1999 World Health Organization-International Society of 
Hypertension Guidelines, in studies of Western populations, the use of hormone replacement therapy 
(HRT) has been shown to be associated with 30-50% lower risks of CHD among post-menopausal 
women. Whether this association reflects a true protective effect of HRT or of the selection of low risk 
women for HRT is uncertain. The results of a recent trial of HRT in women with CHD failed to 
demonstrate any protective effect of HRT for recurrent CHD events. 

 Now complete Checkpoint activity 3.3.5 

 
STUDY UNIT 3.4 Stress, exercise, rehabilitation and alcohol 
In the final study unit we will examine the evidence on more factors .a relevant to the prevention of CHD 
and recover from myocardial infarction.  

STRESS  
The way in which we react to stress may make us more likely to suffer from CHD. Friedman and 
Rosenman et al (1987)described coronary prone behaviour, known as Type A behaviour, which consists 
of a complex mixture of competitiveness, restlessness, --impatience and aggression. People who exhibit 
Type A behaviour are more susceptible to CHD than individuals who demonstrate Type B behaviour, 
who are able to take a more relaxed approach to life.  
 
Now complete Activity 3.4.1.  

This was not a serious psychometric test, but all the characteristics illustrated by the statements in the 
activity are associated with Type A behaviour. If you ticked several of them, you may be someone who 
comes into this category.  

The modification of Type A behaviour after a myocardial infarction, by relaxation training, role-playing 
Type B behaviour and various forms of cognitive therapy, has been examined by Johnson (1993) in a 
randomised controlled trial. Over a four-year period the reinfarction rate was reduced by almost 50% and 
there was significant reduction in Type A behaviour and hostility in the behaviour modification group 
when compared to controls.  

The teaching of stress management and relaxation techniques form part of the 'Heart Manual', a six week 
programme for people recovering from heart attack. An evaluation of the Heart Manual (Lewin et al, 
1992) showed improved psychological functioning and reduced use of health services.  

Frequently, people's behaviour is related to the situation in which they find themselves in the workplace. 
Marmot, Bosma et al (1997) followed up a large group of civil servants for over five years. They found 
that men and women who had little control over their jobs had a higher risk of newly-reported coronary 
disease compared to their senior counterparts, who, although they felt more stressed, had greater control 
over their job content and lower reported incidence of coronary disease. The authors recommended that 
giving employees more variety in tasks and a stronger say in decisions about work could decrease the risk 
of coronary heart disease. 

Psychological factors, personality factors and stress are associated with the adoption of many less healthy 
lifestyle patterns associated with hypertension and increased risk of cardiovascular disease (1999 World 
Health Organization-International Society of Hypertension Guidelines). In this sense, helping individuals 
to cope with stress may have an important impact on their blood pressure and on compliance with 
antihypertensive medications in which nurses play a significant role. Whether there are more direct 



effects of sustained stress on long-term blood pressure levels is a subject requiring ongoing research. To 
date, trials of various stress management procedures for blood pressure control have been unconvincing. 

Now complete Activity 3.4.2.  

 
EXERCISE  
The Allied Dunbar National Fitness Survey (1992) revealed some interesting information about the 
general level of fitness of the population. For example, about two thirds of\ women and one third of men 
would find it difficult to walk briskly (at about 3 mph) up a slight incline for several minutes. Among 
people in the 65- 74 age group, about a third of men and half of women do not have enough muscle 
strength to get up from a chair without using their arms.  

A number of studies have demonstrated the benefit of moderate amounts of physical activity on coronary 
heart disease prevention. In a study of British civil servants, Morris et al (1990) followed up 9,376 men 
between the ages of 45-64 who were free of diagnosed heart disease and whose occupations involved 
them in sedentary or physically light office work. They found that the quantity of walking did not have a 
protective effect on coronary attack rate but that fast walking (>4mph) did reduce the coronary attack rate 
when compared with a slower walking pace.  

In the British regional heart study (1991), questionnaires were sent out by research nurses to 7,735 men 
between 40-59 years of age assessing their physical activity (walking, cycling, recreational and vigorous 
sporting activity) into various activity indices. They found that the groups reporting moderate and 
moderately vigorous activity experienced less than half the rate of heart attacks compared with the 
sedentary men.  

Shaper and Wannamethee (1991) generated a physical activity index to define the levels of activity. They 
used arbitrary units (0-36) and assigned each subject an index based on the frequency and type (intensity) 
of physical activity reported on their questionnaire. Six broad groups were identified representing inactive 
(0-2), occasional (3-5), light (6-8), moderate (9-12), moderately vigorous (13-20) and vigorous (>21) 
activity levels.  

The recommendations of the 1999 World Health Organization-International Society of Hypertension 
Guidelines point out that sedentary patients should be advised to take up modest levels of aerobic exercise 
on a regular basis, such as a brisk walk or a swim for 30-45 minutes, 3-4 times a week. Such mild 
exercise may be more effective in lowering the blood pressure than more strenuous forms of exercise 
such as running or jogging, and may lower the systolic pressure by about 4-8 mmHg. Isometric exercise 
e.g. heavy weight lifting can have a presser effect and should be avoided. 

Now complete Activity 3.4.3.  

REHABILITATION  
Cardiac rehabilitation may be defined as the process through which patients are helped to achieve 
physical, mental and social recovery. In the past, cardiac rehabilitation has been offered mainly to patients 
who have experienced myocardial infarction or coronary artery bypass surgery. There is an increasing 
drive for patients with angina, heart failure, hypertension and valvular heart disease to be offered a similar 
service.  

There have been many randomised trials of rehabilitation with exercise following infarction. A meta-
analysis of trials by O'Connor and colleagues (1989), involving 4,554 patients, confirmed that after an 
average of three years' follow-up, the risk of cardiovascular mortality was reduced by 22%, fatal 
reinfarction by 25% and total mortality by 20%.  
 
In addition to exercise and risk factor modification, the psychosocial aspects of cardiac rehabilitation are 
beginning to be recognised, although tangible results are yet to appear. Linden et al (1996) conducted a 



review and concluded that: 'the addition of psychosocial treatments to standard cardiac rehabilitation 
regimens reduces mortality and morbidity, psychological distress and some biological risk factors'.  

Mayou (1996) has suggested that there should be good psychologically-based care (counselling) in the 
early stages of rehabilitation of patients who have had a myocardial infarction, with further care provided 
subsequently for those patients who are identified as experiencing more complicated psychological 
difficulties. Thompson and Meddis (1990) and Johnson et al (1996) reported that brief counselling 
delivered by nurses to patients and their carers during hospital admission and after discharge for 
myocardial infarction can been shown to be beneficial. In another study by Lewin and colleagues (1992), 
it was found that the use of a self-help heart manual by patients was effective in reducing early stress in 
patients who had had a myocardial infarction and facilitated their psychological adjustment.  

The trials discussed so far indicate a need to examine this topic further. They have mostly been conducted 
in the hospital setting and the effects of rehabilitation programmes provided in different settings have yet 
to be evaluated properly. Although the picture is very clear about the effect of exercise on reducing the 
risk of coronary heart disease, it is not so clear about the psychological support of patients who have had 
a heart attack.  

For more update and recent trials on the clinical effectiveness of rehabilitation interventions designed by 
nurses visit the Evidence Based Nursing Database at http://www.who.dk/nursing

Now complete Activity 3.4.4.  

The third video accompanying this pack, Helping Patients to Help Themselves: Cardiac Rehabilitation 
presents examples of good practice. Although there is increasing interest in the effectiveness of cardiac 
rehabilitation, adequate mechanisms for evaluating and auditing current practice are not yet in place. 
Thompson et al (1996) suggest that clinical standards need to be established in the following areas:  

• Patients and carers should receive accurate and understandable information about medical findings 
and proposed management  

• Patients should be routinely assessed for risk factors, as part of inpatient or outpatient management, 
and clear advice should be given on risk factor correction.  

• Evidence-based, secondary prevention measures should be instituted and recorded .Patients admitted 
to hospital with an acute cardiac event should have a simple formal assessment for anxiety and 
depression before discharge  

• Patients and partners should have access to specialist expertise. treatment, counselling and follow-up 
where appropriate  

• Differing patient requirements should be catered for in terms of education, with verbal, written and 
audio-visual information, individual counselling and group sessions  

• Patients with myocardial infarction, unstable angina or heart failure should have a recorded 
assessment of exercise capacity before discharge from hospital  

• Patients should be medically assessed before beginning an exercise-based rehabilitation programme  

• Patients should have: access to a personal exercise plan which can be monitored in a group setting or 
at home.  

(adapted from Thompson et al, 1996)  

ALCOHOL  
McElduffand Dobson (1997) have shown that the risk for a major coronary event is lowest amongst men 
who report the consumption of one to four drinks daily on five or six days a week, and among ~ i women 
who report one or two drinks daily on five or six days a week. Hendriks and colleagues (1994) found that 
moderate alcohol consumption causes changes in the fibrinolytic factors (which cause breakdown of 
fibrin) for up to 24 hours, .which may explain McElduff and Dobson's findings that people who 
consumed alcohol on five or six days a week had a lower risk of a major coronary event than those who 

http://www.who.dk/nursing


consumed alcohol once a week. Suh and colleagues (1992) found that alcohol seems to increase the levels 
of high density lipoprotein (which is cardioprotective).  

Now complete Activity 3.4.5.  

It is important to add a word of caution here.  Notwithstanding the evidence that an alcohol intake of up to 
3 "standard" drinks a day may lower the risk of CHD, the 1999 World Health Organization-International 
Society of Hypertension Guidelines clearly suggest that there is a linear relationship between alcohol 
consumption, blood pressure levels, and the prevalence of hypertension in populations. Alcohol attenuates 
the effects of antihypertensive drug therapy but its presser effect is, at least partially, reversible within 1-2 
weeks by moderation of drinking by around 80%. Heavier drinkers (5 or more standard drinks a day) may 
experience a rise in blood pressure after acute alcohol withdrawal and be more likely to be diagnosed as 
hypertensive at the beginning of the week if they have a weekend drinking pattern. Accordingly, 
hypertensive patients who drink alcohol should be advised to limit their consumption to no more than 20-
30 gm of ethanol per day for men, and no more than 10-20 gm of ethanol per day for women. They 
should be warned against the heightened risks of stroke associated with binge drinking. 

Excessive alcohol consumption can damage the heart muscle. The optimum levels are 1-2 units a day. 
The key message is that small amounts of alcohol each day are effective, but it is counterproductive to 
drink large amounts intermittently, that is, to drink in binges. Wine, beer and spirits have an equal effect.  

1 unit of alcohol is contained in:  
• half a pint of ordinary strength lager/ beer/ cider  
• a 25ml pub measure of spirit 

• a small glass of wine.  

Now complete Activity 3.4.6.  
Patient education and compliance with therapy (new internal headline) 
Good communication between nurses, other health professionals and the patient lies at the core of the 
successful management of hypertension. Since the treatment of hypertension is for life, it is essential that 
the medical and nursing staff establish a good relationship with the patient, provide the patient with 
information, both verbal and written, and answer any questions the patient may have. Good information 
about blood pressure and high blood pressure, about risks and prognosis, about the expected benefits of 
treatment and about the risks and side effects of treatment will be essential for satisfactory life long 
control of hypertension. 
Failure to establish effective communications and relations will generally lead to poor adherence to 
antihypertensive therapy and unsatisfactory control of the raised blood pressure. The magnitude of this 
problem is reflected in population surveys that have demonstrated that hypertension is either untreated or 
inadequately controlled in around 70-75% of patients worldwide. 
One of the best ways to improve adherence to therapy is to involve the patient in making decisions about 
treatment strategies. Another approach may be to encourage nurses and clinical pharmacists to inform the 
patient on the use of medications, and on side effects. Well trained clinic nurses will also contribute a 
great deal to improve compliance with therapy, as will other health professionals such as dieticians and 
trained counselors who are experienced in the implementation of lifestyle measures. 
Other measures that may help include the use of home blood pressure measurement, and the involvement 
of the patient's family in the therapeutic plan. 
 
CONCLUSION  
In this chapter we have discussed various key papers which have shaped the thinking in current clinical 
practice on the risk factors for coronary heart disease prevention and post-myocardial infarction. You will 
have seen that in some areas, such as psychological rehabilitation of patients after a heart attack and the 
effectiveness of antioxidants in the diet, the evidence is not clear-cut and is sometimes conflicting. In 



other areas, however, the evidence is crystal clear. We hope that presenting the evidence in this way will 
help you start to think about why you undertake particular activities and how new evidence could change 
your clinical practice. Some of the activities in this chapter may have alerted you to the difficulties that 
you may encounter when encouraging people to change their practice. This topic will be developed 
further in the next chapter.  
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Chapter four Difficulties in applying the 
evidence  
 
This chapter tackles the issue of the difficulties you may encounter when you begin to consider how the 
evidence you have so carefully researched and gathered in relation to heart health is applied in your own 
day-to-day practice and in that of your colleagues. You may have come across many instances when a 
good idea or way of working has been quickly snuffed out because of the reactions of those around  
you, particularly if your colleagues have not been prepared or were not involved in the process. Here, we 
aim to help you identify the reasons why specific courses of action are not taken, what actually motivates 
people to react the way they do and how you can use simple techniques to overcome these. Many of the 
approaches that are described are those used by managers in their daily work. However these processes 
are equally applicable in helping you to achieve a change in clinical practice amongst clinical colleagues.  

By the end of chapter four you should be able to:  
• identify the barriers to gathering and applying the evidence  
• formulate strategies for overcoming these barriers  
• apply these strategies for overcoming these barriers  
• identify what motivates people  
• recognise the reasons for the difficulties in applying the evidence  
• manage change in behaviour to obtain a change in clinical practice.  

STUDY UNIT 4.1 Identifying people's motivation and the pressures for 
change  

In any situation where people are required to change the way they work or behave, personal motivation 
plays a key role. If you are trying to encourage your colleagues to look at their practice in a different way, 
personal motivation is the single most important issue for all the individuals concerned. Motivation is also 
a very difficult thing to measure in practice. Examples of what motivates us range from the basic 
physiological drives, such as hunger and thirst, to more sophisticated needs such as self- esteem, 
understanding of the world, justice and fair treatment and achievement. There have been a number of 
attempts to classify motivation. Almost all of these models make some assumptions about individual 
needs and drives.  
 
Abraham Maslow (1970), an American psychologist, developed a system for looking at this concept. He 
suggested that motivation was dependent on the desire to satisfy various levels of needs and that people 
conduct themselves in a way that fulfils their needs. Once a need has been satisfied it ceases to motivate 
the individual. So, for example, if your job does not satisfy your cognitive needs (the desire to know, 
understand and explore) then you may not be motivated to look at ways of improving the quality of your 
clinical practice. Maslow's hierarchy of needs is shown diagrammatically below.  

Now complete Activity 4.1.1.  
 
 
Although most people can identify with the types of need identified by Maslow, they may not always give 
them the same relative importance. Also, in practice, we often find ourselves moving up and down the 
hierarchy of needs, instead of progressing steadily from the top to the bottom. Maslow's model is 
frequently used to explain people's motivation. While it is a useful way of reminding ourselves of some of 
the complexities of human behaviour, some people find other concepts of motivation of more practical 
use.  



Herzberg (1966) proposed a two-factor theory on the basis of his research studies. He maintained that, in 
any work situation, you could distinguish between the factors that satisfy and those that dissatisfy. 
However, these two categories are not opposites of each other. Dealing with the dissatisfying factors does 
not turn them into satisfying or motivating factors. In general, the dissatisfying factors are to do with 
conditions of work, such as policy, administration, supervision, salary, interpersonal relations and 
physical working conditions. Herzberg called them hygiene or maintenance factors. They are the 
necessary conditions of successful motivation. In other words, these factors cause you to ask the question:  

Why work here?'  
 
The satisfying factors are slightly less tangible. They include:  
 
• achievement  
• recognition  
• work itself  
• responsibility  
• advancement.  
 
Herzberg called these factors 'motivators'. By examining the motivators you can ask the question: Why 
work harder?'  

Interestingly enough, he found that pay itself was not a prime satisfier. The key argument Herzberg 
presents is that motivation is essentially a subjective phenomenon. It is defined by the perspective of the 
individual concerned.  

Now complete Activity 4.1.2.  

McClelland and his co-workers (1961) looked at the way people think, in many cultures and in many 
sections of society. They grouped the responses into three categories representing an identifiable human 
motive or need. These are:  
• need for affiliation  
• need for power  
• need for achievement.  

Most people have some of each of these motives, but seldom in the same strength.  

THE NEED FOR AFFILIATION  
The individual with a high need for affiliation alone will tend to be more concerned with developing and 
maintaining relationships than with decision making. These sort of people are often seen as ineffective 
helpers, probably because they are not task-oriented enough. In other words, they are more worried about 
how they will be seen by others and try too hard to please, rather than concentrating on a task which 
requires a single-minded approach.  
 
This characteristic is probably present in most people but is rarely dominant in successful individuals.  

THE NEED FOR POWER  
A high need for power will by itself lead to unconstructive authoritarianism, or dictatorship. In this 
situation, the leadership makes many demands, with little or no participation by other members of the 
team in the decision-making and implementation process. However, if this need is combined with the 
need for achievement, it can lead to productive and satisfying results.  

THE NEED FOR ACHIEVEMENT  
The kind of person who demonstrates this characteristic tends to like personal responsibility, moderate 
and calculated risks and feedback on how they are doing. McClelland found in his large survey he 



conducted in the United States that there was a strong correlation between a high need for achievement 
and high levels of performance. However, if this is not moderated by the other needs, the high need 
achiever may become too individualistic to be very successful in any organisation where other points of 
view need to be aired and harnessed.  

These categories of needs are not exhaustive and others can be added. The important point to remember 
about needs is that each individual has his or her own set. The relative importance of each need may 
change over time or be affected by external circumstances.  

 Now complete Activity 4.1.3.  

Clearly what motivates human beings is not satisfied by anyone theory. It will be apparent that motivation 
derives from a complex interaction of many factors and what is a motivating factor for one individual 
may not be so for another.  

THE PRESSURES FOR CHANGE AND THE CONCEPT OF STAKEHOLDERS  
We will now examine some ideas about change which are applicable to any scale of change, from major 
policy initiatives covering a whole hospital, to new clinical guidelines for a medical team or even to 
changing the format of referral letters. Meadows et at (1993) identified three main elements are necessary 
to bring about change in an organisation:  
 
A DISSATISFACTION WITH THE PRESENT SITUATION  
This needs to be shared by a reasonable proportion of the organisation or team. It is only when people 
realise for themselves the probable consequences of letting the current situation drift that they will they be 
stimulated into thinking about more desirable alternatives.  

A COMMON VISION OF A MORE DESIRABLE FUTURE  
If everyone in the team or organisation has a different view of the future, then change will not come 
about. A number of opinion leaders need to share a common vision. Creating this common vision is a 
challenging task arid requires an understanding of the political processes within the team/organisation.  
 

KNOWING THE FIRST STEPS TO TAKE  
To turn the vision into reality, practical steps need to be taken. A well thought out action plan, which has 
been communicated effectively to the team (or throughout an organisation) is vital.  

When these three ingredients are present, the costs of change need to be considered.. These should clearly 
include financial and time costs, for example, people learning new clinical skills are not actually seeing 
and treating patients, as well as the less tangible element, such as irritation and the possibility of failure. 
Change is most likely to go ahead if the potential benefits outweigh the costs.  

STAKEHOLDERS  
Since any change will affect both individuals and groups within the team/ organisation, and the way they 
function, you need to know whether they will resist or support the proposed change. The next study unit 
identifies some techniques to help you identify the power- base in your team. But first the concept of 
'stakeholders' needs to be clarified.  

Stakeholders are individuals and groups affected by change and are capable of influencing it. Meadows et 
al (1993) identify three levels of stakeholders:  

.key individuals within an organisation / team  

.key groups or 'tribes' within an organisation / team  



.key external individuals and influences.  

 Now complete Activity 4.1.4.  

Meadows et al give the following examples.  
 
In your immediate situation, stakeholders could include:  

.your nursing colleagues  

.your medical colleagues  

.colleagues from professions allied to medicine  

.non-clinical staff .managers  

.patients and their carers.  

For larger scale changes other stakeholders need to be considered. They include:  

.trade unions  

.staff organisations  

.professional groups  

.local and national statutory bodies/politicians  

.competitors  

.local 'experts'  

.unrepresented staff.  

Each group may see any proposed change in very different ways. This can be due to a variety of reasons, 
including:  

.vested interests  

.affiliations  

.personality .priorities  

.work pressure  

.previous experience.  

 Now complete Activity 4.1.5.  

You will have seen that stakeholders will vary in their ability to influence change, depending on their 
source of power. This idea will be explored in the next study unit.  

 Now complete Checkpoint activity 4.1  

STUDY UNIT 4.2     

Identifying and reducing resistance to change  

People react in different ways to proposed changes. Some may welcome a different way of working, 
whilst others may find it very threatening. Some people may not see the need for change, as the way they 
are currently working is the best method they know.  



 Now complete Activity 4.2.1.  
 
 
You may have had difficulty in identifying all the possible factors involved in achieving the change you 
desired. This is a situation that many people face when trying to introduce new ways of working. 
Managers have found a system of looking at the problem in a logical manner that is equally applicable to 
clinical settings. The activity you were attempting was based on a simple 'force field analysis'. This is a 
process by which you can identify the influences or forces that can help you understand how you can 
achieve the change you desire.  

Kurt Lewin (1947), a social scientist, first came up with the idea that no situation is entirely immovable. 
The forces that define a situation are fluid, rather than fixed, and can therefore be influenced. This idea is 
based on a concept in physics which states that a body is at rest when the sum of all the forces acting 
upon it are zero. Lewin applied this theory to human behaviour. He suggested that any stable social 
situation was, in reality, a state of 'dynamic tension', created by conflicts. In other words, the forces 
supporting and pushing for change (the driving forces) are equally matched by the forces pushing against 
the change (the restraining forces).  

Change can be achieved by strengthening or adding to the driving forces, and/or by weakening or 
eliminating restraining forces. You need to consider carefully the tactics you adopt to achieve the change. 
If the driving forces are strengthened and the restraining forces are left as they are, tension will result. If, 
however, you weaken or eliminate the restraining forces that are within your control, stable long-term 
change can be achieved.  

Force field analysis involves four stages:  

STAGE ONE  
Identify the change you want to bring about.  

 Now complete Activity 4.2.2.  

 
STAGE TWO  
Think about the existing forces that are helping this change to happen, and those that are preventing it or 
inhibiting it. These forces may derive from societal factors, specific groups, or individual people.  
 
 

 Now complete Activity 4.2.3.  

Let us take the example of persuading your nursing colleagues to carry aspirin in their medical/hand-bags 
as an emergency measure for the treatment of possible acute myocardial infarction. The diagram below 
shows a partially completed force field analysis for this situation.  

 
Helping forces 

Curiosity about the evidence 
Willingness to improve clinical care 



You can demonstrate the evidence for change 
Willingness to improve clinical skills 

Understanding of Code of Professional Conduct. 

carrying aspirin 

Hindering forces  
Ignorance of the evidence  

Threat to professional competence  
Change in practice not perceived to be important/beneficial  

Apathy  
Fear of litigation.  

Once the forces have been identified, their relative strengths should be examined. You can represent this 
diagrammatically by drawing arrows that indicate their strength by their length. So, for example, if you 
have gauged the strength of one force to be twice the size of another, that should be reflected in the longer 
arrow representing that force. Showing the forces diagrammatically can help you decide on the critical 
ones that require extra attention.  

 Now complete Activity 4.2.4.  

 
STAGE THREE  
Now you must consider what you can do to change the situation you are faced with. What you are aiming 
to do is to change the intensity of the critical or major forces you have identified in stage two, and so 
reduce the problem. You have three options available to help you achieve change:  

.Reduce the restraining or hindering forces  

.Increase the driving or helping forces  

.Achieve a combination of both.  

Start with the forces that are preventing or inhibiting change. Take each one and decide whether there is 
anything you can do to reduce the strength of this force, and if so, what. Try to be as specific as possible 
when you are describing the actions you have thought of. Write this on the diagram. Then look at the 
driving forces, and decide what, if anything, you can do to enhance them.  

 Now complete Activity 4.2.5.  

STAGE FOUR  
In the final stage of the process you can assess the whole diagram and work out which actions you think 
are the most feasible and most useful. From these, you should be able to write an action plan, with a 
timescale attached.  

 Now complete Activity 4.2.6.  

You may feel that this is a laborious process but this has been shown to work. As an aid, here are some of 
the tried and tested ways of reducing resistance to change. You may find some of these helpful in your 
quest to persuade your colleagues to change their clinical practice:  

.Allow everyone involved to participate in the planning of the change if they so wish-  



.Provide a clear picture of the change.  

.Communicate the information about the change in practice that you wish to achieve to the fullest possible 
extent. It is particularly important that you are able to provide the evidence to support the change in the 
clinical practice you are trying to negotiate with your colleagues-  

.Break down any big changes into small manageable steps, if appropriate.  

.Minimise any surprises.  

.Be clear about the new roles you are expecting your colleagues to assume. 

.Offer positive reinforcement for competence.  

.Help people feel compensated for the extra time and energy the change requires.  

POWER NET ANALYSIS  
Anyone who works in an organisation is ? aware that, in order to get things done, it o is necessary to have 
some understanding of organisational politics and power. By working out who will help and who will 
hinder you and why, and what will influence people to support you and your aims, you can go a long way 
towards achieving your objective.  

The exercise of power involves person A influencing person B to do what A wants. If you ask: Why will 
B do what A wants? , the answer will give a measure of the power of A. In any situation, it is likely that 
both A and B have some power, although this power may take different forms. For example, a senior 
manager may have the power to discipline a nurse who does not follow a certain procedure, but the nurse 
may have the expertise, and therefore the power, to ensure that the procedure is carried out properly. 
Politics is seldom a one- way system, and power can shift radically over time.  

TYPES AND SOURCES OF POWER  
The types and sources of power are complex. They are also subject to issues of prior inequality between 
people, especially in relation to groups who are usually excluded from decision making. People at work 
may, therefore, have power according to their attributes of gender, ethnicity, physical ability/ disability, 
class, education, age and sexuality. Marsh and Macalpine (1995) state that their power will also be 
determined by the following factors:  

Formal authority – the right to make decisions conferred on you by higher management and / or on your 
allocated role in the organisation. This depends on other people's acceptance of your right to decide, and it 
is seldom sufficient on its own, but it is usually found in conjunction with one or more of the other types 
or sources of power.  

Expertise – specialist knowledge and skills, usually acquired through professional training outside the 
organisation. The more exclusive your expertise and the more useful it is seen to be in the organisation, 
the more power it confers.  

Resources – control of physical, financial or information resources. People in relatively low positions in 
the hierarchy can have considerable resource power. Most power goes to those who control the most 
valued resources, particularly money and information. Information is one of the most important political 
resources and requires attention to informal as well as formal channels in order to manage its power.  

Personal attributes – the ability to persuade and to build on good relationships. This ability depends on 
personal flair as well as on the skills gained through experience, training and conscious practice.  



Gatekeeping – -control of access to people, information, resources and decision-makers. This is a barrier 
or stopping power and can be especially negative or destructive.  

You can illustrate your own power situation by drawing a power net, with you in the middle and other 
key people (those who have an important effect on you and your work) around you. They may be higher 
or lower than you in the hierarchy and both inside and outside the organisation.  

 

You can see from this illustration how the relationships can be depicted simply between yourself and 
others. In the diagram a number of relationships are shown:  

The relationship between 'you' and person A could be that of between a doctor and a nurse. Person A (the 
doctor) will tend to assume authority because of specialist skills or knowledge in the area of the 
management of patients with coronary heart disease. In return, your influence could be through obtaining 
evidence by reading the research on coronary heart disease to support best clinical practice. The doctor 
may not have had time to do this.  

The relationship between 'you' and person B could be that of a senior nurse and junior nurse. Here, you 
will assume authority due to your longer experience in clinical practice, whereas person B, who is fresh 
out of a College of Nursing, will be up-to-date on the latest thinking on nursing techniques.  

The relationship between 'you' and person C could be that of two nursing colleagues of roughly equal 
ability and experience. However, although you may be perceived as having specific expertise in coronary 
heart disease due to specialist courses you have done, this may be out- of-date. Your colleague may also 
perhaps have the advantage in his or her knowledge of a particular aspect of care, such as dietary advice 
to patients post- myocardial infarction, through his or her own research.  

STUDY UNIT 4.3     

Building commitment to change clinical practice  
 
In your quest to achieve a change in clinical practice you may sometimes need to take a step back to 
assess the situation further. This is what you have been doing in the previous study units of this chapter. 
Examining people's motives, the forces for and against change and the power relationships between 
yourself and others will help you to identify what you are up against. However, you also need to identify 
any arguments that will convince your colleagues to take up your suggestions.  

In these circumstances, you may find that a SWOT analysis is helpful. SWOT stands for Strengths, 
Weaknesses, Opportunities, Threats. This is a technique which was developed at Harvard Business 
School and which is often used in a marketing context. It is also employed by health care managers and 
clinicians to achieve change in, for example, the development of new services. It is equally applicable in a 
situation where you need to formulate constructive arguments to present to your colleagues to support the 
new clinical practice you would like to introduce.  

Strengths and weaknesses are related to the internal environment of the organisation or team. They can 
also refer to your own, or your colleague's personal strengths or weaknesses. You may, for example, have 
a strong knowledge-base in a particular area, or feel that your communication skills are weak. 
Opportunities and threats are related to the external environment. Similarly, these factors could be applied 
to the reaction of the team when you try to introduce the change.  

When you begin to construct a SWOT analysis the best thing to do is to let your thoughts off the leash 
and write down anything that comes to mind when thinking about the situation, no matter how 'off the 
wall' it seems. You can order the ideas later, when the flow of thoughts has com~ to an end and you have 
a good list to work from. This 'brainstorming' often comes up with ideas and actions that alternative 
approaches could otherwise stifle.  



 Now complete Activity 4.3.1.  

When you draw up a SWOT analysis you need to consider each heading separately and list the issues 
under those headings. It is important to keep the lists apart so that the issues are not muddled up together. 
Some items may appear in two lists. For example, a plan to amalgamate with another unit could be seen 
as both an opportunity and a threat.  
 
 
It is important to specify in what way you perceive each item to be a strength, threat, opportunity or 
threat. For example putting the phrase 'my doctor colleagues' under the threat heading is not specific 
enough to be useful. What is it that makes them a threat? Is it their strong views on how coronary heart 
disease should be managed or their ignorance of the evidence for the change in practice?  

Now complete Activity 4.3.2.  

Sometimes it is difficult to come up with all the possible strengths, weaknesses, opportunities and threats 
by yourself. You may find it helpful to involve your colleague in the process of doing a SWOT analysis. 
This will help you get a broader view, particularly if you remember to be open about all the information 
others provide. Identifying the people or stakeholders to involve in this process is addressed in later in 
this unit. Be sure to look through that section first before you try out the technique on colleagues who 
may not be co-operative.  

Once you have produced the SWOT analysis, you can then identify the main issues that need to be 
addressed in your action plan. You may also identify those elements in the SWOT analysis that you feel 
you cannot influence.  

To focus on your analysis, Marsh and Macalpine (1995) suggest asking the following questions:  

.What are the main issues I/we must address?  

.What must I/we do to achieve the change in practice I/we want?  

.What strengths should I/we build on or exploit?  

.What weaknesses must I/we tackle?  

.What opportunities should I/we develop?  

.What threats must I/we counteract or minimise?  
Then you can decide on the main aims that you should set out to tackle in order to achieve the change in 
clinical practice.  

LOOKING AT CURRENT PRACTICE  
One of the ways you may be able to influence your colleagues is to look at their current practice, as 
shown in the records they make in the patients' notes on what they have done, the advice they have given 
and the referrals they have made.  

Any examination of notes must be done with care. You must ask permission to look through notes and 
should obviously respect the confidentiality of the information you see. When recording the results of 
your investigation, it is best to keep to the minimum any information which may enable others to identify 
its source. For example, it is advisable to use a code or a set of initials to identify a particular patient or 
client, rather than his or her full name.  

By checking what actually happens in practice you may be able to provide evidence that could support the 
change you are trying to achieve. So, for example, if your colleagues are adamant that they already 
provide advice on exercise for every post-myocardial infarction patient as part of the rehabilitation 
process, checking a sample of patients' notes will support, or challenge, this claim.  



 Now complete Activity 4.3.3.  

Often impartial studies, such as the one described above, are enough to stimulate discussion about current 
clinical practices and how, if possible, they could be improved upon. However there may be occasions 
when you will need to approach your colleagues in a different way.  

COMMITMENT CHARTS  
In a previous study unit you identified the stakeholders who may help or hinder you and drew up an 
action plan designed to enable you to achieve your aim. However, your action plan will only work if you 
are able to encourage commitment from the individuals concerned. You may often find, in practice, that 
many people voice support for the change you propose, but precious few are willing to do something 
about it. Some people, whom you thought of as supporters, may even provide covert resistance to your 
plan. It may be necessary to enter into 'contracts' or agreements with certain people, so that they pledge 
their support for the change in one way or another.  

The steps in adopting this approach are:  

.List those individuals/ groups who ideally need to support the change (the key stakeholders)-  

.Select from this list those whose support is essential for the change to stand a chance of success. These 
are the 'critical mass' of support.  

.Judge the present level of commitment from each person within this 'critical mass'.  

.In each case judge what the desired future level of commitment should be for the proposed change to be 
successful.  

The final step should show you who you should concentrate on. Again, it can help to show this process in 
a diagram.  

 
The scale of commitment is as follows:  
 
No Commitment Likely to oppose the change 
Let it happen Will not oppose the initiative but will not actively 

support it 
Help it happen Must provide resources (time or equipment) 
Make it happen Must be actively involved and willing to lead. 

On the chart below, the following symbols are used:  

●current level of commitment  
□ required level of commitment.  

The difference between the two positions is a crude measure of the work that may need to be done to 
obtain the necessary commitment from key players.  

 
Now complete Activity 4.3.4.  

Only E and H currently hold the required position. A and F have to D1ove the furthest. On this chart, J 
represents an individual with poor interpersonal skills whose support would actually be 
counterproductive. It would be better if this person is not actively involved in making the change happen.  
 



 
 Now complete Activity 4.3.5. 
 
 
 Now complete Checkpoint activity 4.3.  
CONCLUSION  
In this chapter we have explored some of the techniques used by managers which you can use to help you 
prepare your colleagues, and your organisation, for change. These approaches are designed to help you 
introduce new ideas and working methods to your colleagues in as constructive and non-threatening a 
way as possible.  
 
 

Further reading  
Before starting the portfolio activity, consolidate your work on this chapter by reading a selection of the following 
material.  

Black, R. (19B7) Getting things done, London, Michael Joseph.  

Bryson & Roering (1987) 'Applying Private Sector Planning in the Public Sector' APA Journal, Winter.  

Handy, C.B. (1985) Understanding Organisations (3rd Edition), Harmondsworth: Penguin Business.  
House, R.J., and Wigdor, L.A. (1967), 'Herzberg's dual factor theory' Personn. Psychol., Winter. Kolb, D.A., Rubin, 
I.M. and Mclntyre, J.M. (1971) Organizational Psychology, Prentice Hall.  
Meadows, S., Gill, P., Hearn, P., Jones, W. and Peach, D. (1993) The people pack: A step by step  
guide to getting the best from your workforce, St Leonards-on-Sea, East Sussex, Outset Publishing Limited.  

Simpson, J., Smith, R. (1995) Management for Doctors London, British Medical Journal, Publishing Group.  

Vroom, V.H. (1964) Work and Motivation, Chichester, Wiley.  
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Chapter five 
Achieving clinical effectiveness  
The concept of clinical effectiveness is multi-faceted and covers a range of activities. The Royal College 
of Nursing strategy document on the clinical effectiveness initiative (1996) defines it like this:  

'The application of the best available knowledge, derived from research, clinical expertise and patient 
preferences, to achieve optimum processes and outcomes of care for patients'.  

The process of improving clinical effectiveness involves a sequence of linked activities:  
• the production of evidence through research and scientific review  
• the dissemination of evidence, for example through clinical guidelines and systematic reviews  
• the implementation of evidence through education and change management  
• the evaluation of compliance to agreed standards of guidance and evaluation of patient outcomes 

through clinical audit.  

Nurses should be aware that, running parallel to the issue of clinical effectiveness, is the separate issue of 
cost-effectiveness. This depends on the ratio of the costs of health care to its health outcomes. Decisions 
about clinical effectiveness can therefore not be made in isolation, but need to be considered in the 
context of user populations, the benefits to individual patients and the ability of the health service to pay 
for such interventions.  

In the context of clinical effectiveness nurses need to address the following questions:  
• What evidence am I using to help make clinical decisions or formulate local standards and criteria for 

good practice?  
• How can I involve patients in making choices about their care?  
• How do I update my knowledge and practice?  
• What strategies do I use for implementing changes in practice?  
• How am I evaluating the care that I provide?  
 
Some of these questions have already been addressed. In Chapter 2 you examined the various levels of 
evidence that may be available to you. In Chapter 3 you reviewed some of the evidence that relates 
specifically to heart health. In Chapter 4 you considered some strategies for implementing change. In this 
final chapter, we will investigate what is' meant by clinical effectiveness and the associated concept of 
cost-effectiveness. We will also examine guidelines and protocols and conclude by considering how audit 
can be used to evaluate the care that is provided.  

By the end of Chapter 5 you should be able to:  
• recognise clinically effective and cost-effective care  
• recognise the different types of guidelines in existence  
• describe the need for clinical guidelines  
• identify the specific elements that make good guidelines  
• recognise some of the practical ways in which the multidisciplinary team can work together in 

implementing guidelines 
• describe the audit cycle 
• explain why audit is important in clinical practice 
• apply clinical audit to heart health 
• use audit to demonstrate good health outcomes to patients 
• demonstrate clinical effectiveness and evidence-based practice using clinical audit. 
 

STUDY UNIT 5.1 Guidelines and protocols  



 
In the previous chapters of this pack, guidelines have been mentioned several times. But what exactly are 
guidelines, and how relevant are they in the day-to-day clinical care of patients? Opinion is divided, both 
in the use of the best type of terminology and the usefulness of the process itself.  

Gosfield (1995), in a study carried out in the United States, found that hospitals identified more than 30 
different names for initiatives that could qualify for the concept of 'guideline'. According to him, 42 
percent said they were using 'critical paths"; 13 percent practice guidelines/ parameters; 12 percent 
clinical guidelines; 8 percent clinical protocols/ algorithms; and 38 percent other names incorporating 
words such as 'care', 'outcomes', 'paths', 'collaborative', 'tracks', 'processes', 'progressions', 'targets', and 
even amazingly 'standards of care'. It is no wonder that people get confused when these different words 
are used to signify essentially the same process.  

However, it has generally been agreed that the best term to use nowadays is guidelines. The Institute of 
Medicine in Washington, USA, has defined clinical guidelines as:  

'systematically developed statements to assist practitioner and patient decisions about appropriate 
healthcare for specific clinical circumstances, ,  

Guidelines are a good tool for bringing together sources of rigorous evidence and assimilating them into 
an easy to understand format. They make recommendations for effective practice, and can therefore be 
used as a tool for clinical effectiveness.  

The NHS Executive develops the definition further and categorises guidelines into two components. 
There are many ways to further develop the above definition and categorize guidelines, however, 
guidelines may be classified into three major groups regardless of their clinical content: 
 
INTERNATIONAL CLINICAL GIUDELINES 
Of the many tasks and duties some international organizations including the World Health Organization 
have is to develop assistance to health and other authorities, to professional organizations dealing with 
health, and to the public in general. The inherent strengths of guidelines developed by the WHO or for 
example by the International Council of Nurses is the broad knowledge and focus, and the immediate 
applicability in several countries of the world, which is a direct consequence of the many experts involved 
in the analysis and decision-making process. These guidelines reflect a consensus of outstanding 
representatives of a particular clinical area and build on the various evidences collected from numerous 
clinical trials conducted all over the world. Often international organizations collaborate with professional 
associations to achieve better suit for their recommendations. The 1999 World Health Organization-
International Society of Hypertension Guidelines, referred to many times already in this book, is a good 
example for such international guidance and collaboration. 
 
• Ministries of Health and Social Services 
• Other government departments, agencies involved in health 
• National Health Services 
• For many countries clinical effectiveness translates into financial efficacy, therefore National Health 

Insurance Funds may also be involved in issuing or supporting recommendations on effective clinical 
practice 

• Academic institutions 
• Professional bodies representing health: medical, nursing and allied health professions 
• Patient representative organizations 

LOCAL CLINICAL GUIDELINES  
This expression refers to guidelines that have been issued locally: These mayor may not have been 
derived from national guidelines. In addition, these are guidelines that may have been developed to reflect 
local needs where there may not be any national guidelines available.  



The term 'protocols' has a slightly different significance to 'guidelines', although the two words are 
frequently confused. Fennessy (1998) describes how guidelines, especially if they are prepared at a 
national level, are usually 'broad statements of good practice with little operational detail'. Protocols, on 
the other hand, 'offer an explicit framework for the process of care and members of the care team can 
follow precise steps of practice.' Although there is as yet no strict definition of what protocols should 
contain, they are usually developed for a specific group of patients and have defined outcomes for that 
group.  

The use of guidelines in clinical care is increasing. In the United States, Leone (1993) has found more 
than 20,000 health care standards, clinical practice guidelines, laws and regulations published by more 
than 500 medical organisations and state and federal agencies.  

Now complete Activity 5.1.1  

WHY ARE GUIDELINES IMPORTANT?  
Guidelines are an effective way of describing the current methods of j providing clinical care to patients 
supported by the best available evidence. They are important because they bring together different aspects 
of care and reduce unacceptable or undesirable variations in clinical practice. By using the latest research 
evidence, guidelines offer a way of implementing these findings and, in so doing, provide a focus for 
discussion among health professionals, managers and patients/carers.  

The whole process of bringing different disciplines together facilitates agreement about health treatment, 
which may be difficult, or even impossible, to achieve by other means. Guidelines provide a quality 
framework against which to measure current clinical practice and a recognised standard to which 
clinicians should work.  

Like any method of precisely defining what you are actually doing, guidelines help purchasers of 
healthcare make informed decisions. They also provide valuable information for those who are bidding 
for resources and are involved in assessing treatment costs.  
Now complete Activity 5.1.2 
Now complete Activity 5.1.3 
 
THE CHARACTERISTICS OF GOOD GUIDELINES 
Good guidelines have some complex demands to meet if they are to be useful to patients, clinicians and 
managers. You should give thoughtful consideration to the following key characteristics in order to 
develop good guidelines:  

SYSTEMATIC CRITICAL REVIEW OF LITERATURE  
Good guidelines are based on literature reviews. As we have seen, the robustness of the methods used to 
gather and synthesise the evidence to support guidelines strengthens their validity, replicability and 
application to the clinical setting.  

CONTENT  
The guidelines should cover a number of areas in their content:  
• The patient population should be well-defined  
• The recommendations affecting the target population should be clear  
• The recommendations supported by high quality research evidence should be clearly distinguished 

from those which have more limited supporting evidence  
• The guidelines should make clear both the costs and benefits of implementation  
• The guidelines should identify the areas where patient involvement in the decision-making is 

essential and state the implications for all the key disciplines involved, including managers and 
purchasers of the healthcare, such as Health Authorities/ Health Boards and GP Fundholders  

• The guidelines should be amenable to translation into explicit audit criteria.  
 
 



PRESENTATION  
The relevant professional bodies, at local or national level, where appropriate, should endorse the clinical 
guidelines, ideally before they are published and distributed through the professional channels. A clear 
description of the process with reference to the supporting evidence in simple language will help 
clinicians and patients understand the purpose and contents of the guidelines.  
Now complete Activity 5.1.4.  
 
Organizations across Europe as well as academic units and departments in health care evaluation carry 
out an important role in appraising guidelines. Most of them use standard appraisal instrumentation for 
clinical guidelines that is divided into three dimensions: 
• rigour of development  
• context and content  
• application  

In the Effective Health Care Bulletin entitled Implementing Clinical Practice Guidelines: Several criteria 
exist to evaluate effective guidelines. However, there is agreement that guidelines proven to have value 
for practice aim to be: 
• valid -following the guidelines should lead to the results expected of them  
• reproducible -if given the same clinical evidence and methods of developing guidelines another 

group should be able to come up with essentially similar recommendations  
• reliable -if given the same clinical circumstances different health professionals should be able to 

interpret and apply the guidelines in the same way  
• cost-effective -following the guidelines should lead to improvements in the health of patients at 

acceptable costs  
• representative -all key groups affected should be involved in the development of guidelines  
• clinical applicability – the guidelines should define the patient populations targeted in accordance 

with scientific evidence or best clinical judgement  
• flexible -there should be identification and provision for any exceptions to the recommendations in 

the guidelines and there should be an indication of how patient views and preferences are taken into 
account in the decision-making process  

• clear -as we have highlighted above the language used in the guidelines must be unambiguous, 
precise and understandable  

• meticulous and reviewable – there should be records of all the participants involved, the evidence and 
the methods used in the process of developing the guidelines. This should facilitate the later review 
of guidelines after a period of time. The date for review should be stated  

• amenable to clinical audit -the guidelines should be capable of being translated into explicit audit 
criteria for evaluation.  

Now complete Activity 5.1.5.  

If you are developing or adapting guidelines yourself, you should also be clear about the form in which 
you wish to present them. Will you produce a booklet, an A4 laminated sheet, a loose leaf folder, a poster, 
a computer programme or perhaps a quick reference pocket card? The best way to decide on the format is 
to determine your target audience and the situation in which they will be referring to your guidelines.  

IMPROVING CLINICAL EFFECTIVENESS THROUGH EDUCATION AND 
DISSEMINATION  
One of the main challenges in improving clinical effectiveness is to convey the information to the health 
professionals who deliver the health care. There is little point in gathering good evidence on various 
clinical interventions if the message does not reach the people who can implement it. There are a number 
of systems that could facilitate this process:  
• the development of Research and Development (R&D) information bases at national and local level 

by the R&D Information Systems Strategy (ISS )  
• undergraduate education  
• postgraduate education  



• continuing professional development  
• reflecting on practice and clinical supervision  
• Health Authority /Health Board Clinical Effectiveness strategies.  
 
The aim of the ISS is to disseminate R&D findings and to make them available to decision-makers for all 
policy levels and to others who need to use this information including practitioners. This will encourage 
the uptake of clinical care that has a sound research base at local level. The emphasis is both on national 
and local information facilities (libraries, centers for reviews and evaluations, academic sources, 
publications of professional groups and health authorities, etc.) that help research evidence to exert 
influence over current practice and clinical processes. Setting up a National Research Register (including 
nursing research) can improve the dissemination of information about ongoing and planned research. 
 
The professional education system has an important role in promoting evidence-based clinical care. This 
occurs at a number of levels, such as Colleges of Nursing, university departments and through distance 
learning packs, like the one you are working on yourself. Batstone and Edwards (1996) identified some 
ways in which educational resources can be used to implement change:  

'Before change is implemented, it is important that all relevant staff, both clinical and non-clinical, 
understand the context for change, the research information, and the need for change. This should be done 
using educational approaches focussed more on clinical teams than specific professional groups.’ 

They suggest that formal processes, such as lectures, are less likely to be effective in this environment 
than small groups, tutorials and visits to centres of excellence. They also suggest that educational 
programmes should be used to promote evidence-based practice. Acceptance can be increased by linking 
this work to continuing education and the gaining of, for example, Continuing Professional Development 
credit points.  

Now complete Activity 5.1.6.  

The drive to achieve clinically effective practice begins with the health professionals themselves. They 
should all continuously examine their practice, with the aim of achieving the best care for their patients. 
Therefore, access to information for clinicians to help them in carrying out evidence-based practice is 
critical. 

For many health professionals, the development of clinical effectiveness is a daunting prospect. Even if 
you have identified areas for action and improvement, you may be uncertain how to proceed. However, 
there are a number of other organizations, usually based in academic centers, which have built up their 
own body of expertise on evidence-linked practice. They are able to offer advice and information on 
specific areas of work. 
 
There are specific organizations (including WHO) involved in evaluating and promoting clinical 
effectiveness. These organizations can also be helpful pointing out further references about efficacious 
interventions. The National Institute for Clinical Excellence (NICE) in the UK has been established with 
the purpose to review and disseminate effective clinical interventions. NICE can be reached at 
http://www.nice.org.uk
 
Some nursing journals, such as the Clinical Effectiveness in Nursing, regularly review clinically effective 
interventions. Many nursing journals have been made available on the Internet; the Clinical Effectiveness 
in Nursing can be viewed at http://www.harcourt-international.co.uk/journal/cein
 
There are three important documents, Research Awareness in Nursing and Midwifery: a workbook, 
Portfolio of Good Practice and the Evidence Based Nursing Database, all developed by the WHO Euro 
Nursing and Midwifery Unit which promote the use of evidence and good practice. All these documents 
can be viewed and downloaded from http://www.who.dk/nursing
 

http://www.nice.org.uk/
http://www.harcourt-international.co.uk/journal/cein
http://www.who.dk/nursing


THE LEGAL IMPLICATIONS OF USING GUIDELINES  
Many clinicians are worried that the adoption and use of guidelines could increase their exposure to 
litigation and this has been a barrier to their implementation. However, guidelines are a tool to aid 
decision making. They exist to guide the practitioner and are not a replacement for clinical judgement. 
The move towards clinical governance will make the responsibilities of practitioners and other health 
service providers. 

You are probably aware of the Bolam Test or principle, in which the court decides, from medical or 
nursing experts in the relevant clinical specialty, what the ordinary skilled doctor or nurse in that specialty 
would have been expected to do when faced with the circumstances of the case. Here, the message is that 
the court would expect the care provided to a patient to be that that is supported by the responsible body 
of medical or nursing opinion. It is also saying that doctors and nurses have legally recognised discretion 
to follow their own clinical judgement. You may choose not to use the guideline because it does not apply 
to a specific patient or clinical situation. However, if you choose not to follow the guideline, it is 
important to document your decision and the reasons why you took it.  

Now complete Activity 5.1.7.  

To sum up the legal implications of using guidelines: it is beneficial to develop and use them provided 
that: they are based on firm scientific evidence, the development process is fully documented and they are 
reviewed regularly.  

Now complete Checkpoint activity 5.1.  

 

STUDY UNIT 5.2 The development and implementation of guidelines  
The first task is to select a topic for guideline development. Guidelines need to be seen as relevant to the 
day-to-day work of every healthcare professional, including doctors, nurses, professionals allied to 
medicine, and so on. The subject of the guidelines needs to be seen as an important area to address by all 
these professionals. If there is agreement on this, coupled with a desire to improve patient care, then the 
stage is set for the next step.  

The following criteria can be used to suggest areas where it is worthwhile investing the considerable time 
and effort necessary to develop guidelines:  
 
.high cost  
.high risk  
.high variation in practice.  

 Now complete Activity 5.2.1  

As we have seen in Chapter four, active involvement of all relevant professions is needed in the 
development of guidelines. When national guidelines are prepared, national bodies and institutions need 
to be involved. On a local level, you should be sure to involve managers and patient representatives in the 
analysis.  

 Now complete Activity 5.2.2  

When guidelines are developed, it is essential to consider how they will be disseminated to the healthcare 
professionals who will implement them.  Past efforts have shown that no single effort can effect change. 
Therefore, it is advisable to involve as many representatives of health professionals as possible, national 



and local health authorities and departments, professional associations, progressive academic and 
education centers can initiate and implement early change in practice. At a local level, spreading the word 
can be achieved through various means such as meetings, conferences, publications and so on. 

The most practical way of getting the key people together to do this task is to set up a representative 
group of stakeholders. The work of the group should address all aspects of the production of the 
guidelines. This multi-professional group should allow everyone to have their say and ensure that the 
local perspective is reflected. This is known as 'local ownership' of the process, when the people involved 
in drawing up the guidelines are the same as (or represent) those who will implement them. In this 
situation you are more likely to achieve willing compliance with the guidelines.  

 
If you are in a position to develop local guidelines, try to reduce possible duplication of effort by using 
every opportunity to draw on existing work of others and by considering whether there is an existing 
guideline which can be interpreted locally, or a systematic review of the evidence that can be used. Also 
remember to look at other quality initiatives that are happening concurrently in your area which could be 
incorporated into your local guidelines.  

PATIENT INVOLVEMENT  
Ideally, guidelines should involve patients both at the development stage and in their implementation. 
Representatives of patients should be given the opportunity to raise issues of concern to them and to 
provide insights into their perspective on care. The following list of guidance points is one example how 
patients may be involved in the process of developing national clinical guidelines reflective of consumer 
opinion and needs. 

• Patients and service users should initiate the development of national clinical guidelines.  

• Patients and service users should be involved at the start or very early on in the development process.  

• National clinical guidelines should be written for identified 'patient and service user needs' as well as 
clinical interventions.  

• Patients and service users may be involved in a variety of ways depending on the type of evidence 
required for the development of a clinical guideline -evidence is that which is known about the 
effectiveness of a treatment or care option, it can be graded as either research evidence from rigorous 
evaluation studies. expert opinion or experiential, taking account of the views of patients.  

• Patients and service users should be involved throughout the whole process of developing national 
clinical guidelines. involvement may be occasional, occurring in 'peaks and troughs'.  

• Patients and service users should be involved at different times in developing clinical guidelines. 
however. consultation is not sufficient -a truly collaborative approach must be taken.  

• Patients and service users should be selected for each stage of the development process and to 
represent different interest groups.  

• Patients and service users should be selected for each stage of the development process and to 
represent different user groups.  

• Patients and service users should be selected to be representative of the community they would 
represent.  

• Professionals should also be selected with care to fulfil the same criteria.  

• There should be more than one patient/service user representative on clinical guidelines development 
groups to spread the representation.  

• Careful preparation of all members of a clinical guidelines group, health care professionals, patients 
and service users, is required to ensure that everyone uses common language and understands the 
concepts used during discussions.  



• A wide range of qualitative and quantitative methods can be used to obtain patient and service user 
opinions including surveys, active participation and consultation on the draft guidelines.  

• Evidence about patient opinion and patient-centred outcomes (quality of life, patient satisfaction, 
health status measures) can be obtained from the literature review.  

• Patients and service users have a role in implementing national clinical guidelines locally, the 
relationship between national and local guidelines requires further examination because it may 
influence the way in which guidelines are developed  

• The receptiveness and willingness of organisations developing clinical guidelines to collaborate with 
patients and service users is key to the success of the collaboration  

• Willingness of health care providers to implement changes represented in clinical guidelines, and to 
take action in the light of evaluating clinical guidelines is crucial.  

Duff, L., Kitson, A. et al 'Clinical guidelines involving patients and service users: the report of a seminar 
held on May 10 1995, British Institute of Radiology', London, Royal College of Nursing.  

Now complete Activity 5.2.3  

THE IMPLEMENTATION OF GUIDELINES  
If guidelines are to be accepted, it is essential that the people who will implement them have a sense of 
ownership. Health professionals may oppose changes if they feel that they present a threat to their own 
autonomy or a criticism of their competence. Staff need to be reassured that changes will benefit patients. 
They also need to be given the opportunity to state their own views (Duff and Kitson et al, 1996).  

The essential steps of engaging people in the process of change should be familiar to you from your work 
in Chapter 4. You will recall that a SWOT analysis can help you to identify the external and internal 
factors that will influence change. It will also help you put together constructive arguments to present to 
your colleagues to support the new clinical practice you would like to introduce. You may, in addition, 
find it helpful to clarify the level of commitment amongst your colleagues to your proposed change by 
drawing up a commitment chart, as described in Chapter 4.  

Producing and implementing clinical guidelines is an expensive and time-consuming business. Not only 
are many clinicians and managers taken away from their regular work (which must be covered) to attend 
a number of meetings to do this, but ensuring the implementation of the guidelines requires training of 
other staff on the newly agreed methods of working. You must also take into account the audit process to 
monitor the use of the guidelines. It is important not to underestimate the time and effort needed to 
implement and evaluate the whole process.  

CARE PATHWAYS – A METHOD FOR IMPLEMENTING GUIDELINES  
As clinical care becomes more complex it is even more imperative to have a systematic way of 
controlling the processes by which that health care is delivered. This method of delivery must be flexible 
enough to be modified as new evidence comes to light. It must also be amenable to critical review and 
audit. One tool that is increasingly being used in a growing number of health services across Europe and 
in the independent health sector to tackle this problem is the use of Care Pathways. These are another way 
of moving evidence into clinical practice and can help audit by looking at variance from the pathway. 

The concept came originally from the United States of America as a result of a nursing and case 
management initiative at Boston's New England Medical Centre in 1983. Here the project team set out to 
answer four core questions:  
• What is required by each discipline to bring patients with similar diagnoses to realistic outcomes?  
• What is the best way to produce that work?  
• Who is accountable for those outcomes?  
• How can we restructure care so that this happens more consistently?  



From their work, the project team came up with a one page tool that contained clinical interventions and a 
timeline called a critical path or Caremap®. Caremaps® have been used to map out more precisely the 
care patients receive in hospital, and for assessing the clinical and cost-effectiveness of various identified 
treatments or procedures.  

The essential feature of Care Pathways is that the tool takes account of current clinical practice, including 
guidelines, and is produced by the team that is involved in the care of the identified patient group.  
 
Typically, a grid is drawn up on one sheet of paper summarising the interventions that should be done 
from admission to discharge. It reflects actual practice as agreed by the team and charts the interventions 
made by different health professionals for any period of time in the care of specific patients.  

The process of putting together a Pathway involves several steps:  
1 Define the team  
2 Define the case type / client group  
3 Agree the time frame  
4 Agree the goals / outcomes of care  
5 Drawing up the pathway  
6 Setting up a system for noting the variations from the pathway.  

A pathway and a variation sheet are filled in for each patient. In the hospital setting, this is put at the end 
of the patient's bed so that everyone, including the patient, knows what he or she is supposed to do and 
what should happen next. The member of staff responsible for a particular intervention demonstrates that 
he or she has done this by signing against the procedure on the pathway. For example, the nurse who 
takes the regular observations should sign his or her name against that part of the pathway. Anything that 
does not follow the pathway is noted on the variation sheet and the source of it is identified, using the 
code numbers given at the bottom of the chart. For example, the patient may have developed severe 
cardiac failure on day 2; this would be noted under patient condition or code 1 (in this case the patient 
would come off the pathway and be treated as appropriate).  

When first setting up and running through a pathway it may be helpful to undertake a pilot study where a 
small number of patients, say 10 or 20, are managed in this way. By collecting the variation sheets and 
looking at the frequency of the variations that occur, you can identify the main issues you need to 
concentrate on. The variations can be presented as bar charts or pie charts for feedback to the team. This 
provides an opportunity to check that the standards you have set are appropriate. Any conclusions arising 
from the discussion can then be incorporated into the pathway.  

For the care pathway to be of greatest impact, regular reviews, perhaps every six months, of the variations 
that occur should be discussed amongst the team members. In some hospitals, the Care Pathway has 
developed to such a level that it has replaced clinical notes made by nurses and professionals allied to 
medicine, incorporating them into one set of records.  

CARE PATHWAYS IN THE COMMUNITY SETTING  
Running Care Pathways in the community is more problematic as there is no 'end of the bed' to which to 
attach them! In this instance, patient-held records can be used. Examples already in existence include the 
cards held by pregnant mothers holding the information on their antenatal care and the parent-held 
records for under five year old children. The cards are useful, in that patients can take their records with 
them and present them to any health professional looking after them, wherever they are located in the 
community.  

An example of a record for coronary heart disease produced by Warwickshire Health Authority, from the 
United Kingdom, is shown on the previous page:  

Now complete Activity 5.2.4.  



If you want to get involved in setting up pathways you should find local experts who have developed and 
are using pathways as part of their clinical practice. In some countries there are National Pathway Groups 
you may consult with. 

Now complete Activity 5.2.5.  

Now complete Checkpoint activity 5.2  

 
STUDY UNIT 5.3   Clinical audit  

Clinical audit can help you evaluate the effectiveness of your work with patients and clients. It has been 
defined by the Department of Health as:  

'the systematic and critical analysis of the quality of clinical care, including the procedures for the 
diagnosis, treatment and care, the associated use of resources and the resulting outcome and quality of life 
for the patient'.  

Audit is also an educational tool. Kritchevsky and Simmons (1991) put it another way:  

 
'the aim of clinical audit is to narrow the gap between the best practice and the care actually provided'.  

You have actually already explored the use of audit as a means of education, when you completed an 
activity in which you noted the recording of CHD risk factors in a random sample of 20 patients' notes, to 
use as a means of influencing a change in clinical practice amongst your colleagues.  

Audit is a cyclical process, as shown by this diagram:  

 

 

The following case study shows how the audit cycle can be applied to a note on dietary advice given to 
patients post-myocardial infarction in the patients' records. The process would look as follows:  

A standard of 100% recording of advice on diet given to patients post-myocardial infarction in the 
patients' notes was set. To test this out, a random sample of 50 sets of notes of patients post-myocardial 
infarction was examined. A note was made on whether this advice was given to the patient and recorded. 
The amalgamated results were then reviewed to see if the standard has been reached. Only 74% of the 
notes recorded the fact that advice on diet had been given. A discussion was held with the team involved 
to identify reasons why the standard had not been reached and to draw up a plan for action to achieve it.  

 
This process can be shown diagrammatically like this:  

 



 

If your audit reveals that you have met your standard, you can then apply the process to a different area of 
practice, or, if appropriate, decide to set yourself a higher standard in the same area of practice.  

Many health professionals do not see the need to perform clinical audit. However, unless you have a 
means of measuring what you are actually doing in practice you will not have objective evidence of the 
improvement of clinical care you are trying to achieve.  

DESIGNING AN AUDIT AND PRESENTING THE RESULTS  
The first stage in designing an audit is to decide what it is you want to find out. The choice of topic may 
be influenced by:  
• a review of the patients' perspective on quality of care  
• an area of high cost, volume or risk  
• evidence of a serious quality problem, e.g. patient complaints, infection rates  
• the availability of systematic reviews of research or national clinical guidelines  
• requests for data from a national audit project  
• requirements of those purchasing or commissioning care  
• the possibility of sustainable improvement.  

APPLYING DYNAMIC QUALITY IMPROVEMENT  
Anyone within the organisation is eligible to do audit and your chances are greater if the area in which 
you wish to perform audit is within national and local priorities. There is also usually some funding for 
audit in areas that will have been identified within your organisation. This will all have been agreed 
between your organisation and the purchasers. Your organisation will have a clinical audit group 'that 
discusses and determines priorities for clinical audit. This group should have representation across the 
major professional groups and, if possible, have links with general practitioners.  

You can then select the method you will use to gather your information. A good place to start is to 
consider the best current clinical practice, based on the available evidence. This information could be 
drawn from the literature. On the other hand, you may also find that there are relevant guidelines or 
protocols that provide the basis for audit.  

Here is a protocol that was developed for use in a health promotion clinic:  

PROTOCOL FOR HEART DISEASE PREVENTION CLINIC  

The following protocol has been developed by the RCN Practice Nurse Association of South Glamorgan 
FHSA (June 1994) Protocols for health promotion clinics and is used here as an example. 

Aims  
To identify risk factors for coronary heart disease and give appropriate information in the adoption of a 
healthy lifestyle.  
To attempt to modify such risk factors identified in these patients.  
To monitor the progress of individual patients.  

Target Group  
Patients who may be referred opportunistically or self -referred.  
Patients who have been identified as having risk factors.  



CLINICAL RESPONSIBILITY  
Nurse's role  
History  
Personal and family history including heart disease, stroke or diabetes.  
Hypertension.  
Dietary and exercise habits.  
Smoking and drinking habits.  
Drugs currently taken.  

Examinations  
Height and weight (calculate Body Mass Index).  
Urinalysis.  
Blood pressure.  
 
Investigations  
Cholesterol and triglycerides if personal or family history of familiy history of heart disease. 
hyperlipidaemia, diabetes or other known risk factors.  

SUBSEQUENT ACTION  
Body Mass Index (BMI)  
Give appropriate dietary advice using a healthy eating plan if patient's BMI is greater than 25. Advise all 
patients of the importance of exercising and eating a healthy diet.  

Blood Pressure  
If BP> 150/90 mm/Hg follow practice protocol for assessment of possible hypertension as agreed by GPs 
(see guidelines)  

Urinalysis  
Follow practice protocol for management of glycosuria and proteinuria. ie. random blood sugar if glucose 
present and midstream specimen of urine if proteinuria. Review as necessary.  

Hyperlipidaemia  
Below 5.2 mmol/1 -retest in 5 years.  
5.2-6.4 mmol/1 -lifestyle advice depending on presenting risk factors. Follow up in three years.  

6.5 – 7.8 mmol/1 – lifestyle advice depending on presenting risk factors. Follow up in three to six months. 
Referral to a dietitian if diet is the most important presenting risk factor and further advice is necessary.  

Above 7.8 mmol/1 initial treatment as for 6.5 – 7.8 mmol/1. If levels are sustained. referral to a dietitian 
or hospital lipid clinic is recommended.  

Everyone with familial hypercholesterolaemia should be referred to a lipid clinic.  

Lifestyle Advice  
Identify areas of patient's lifestyle that could give rise to problems with health. give appropriate advice 
reinforced with leaflets and regular follow-up if patient is motivated to change.  

Weekly alcohol consumption (female)  
< 14 units. no further action  
> 14 units. give advice and review as necessary  

Weekly alcohol consumption (male)  
< 21 units. no further action  
> 21 units. give advice and review as necessary  



Doctor's Role  
The doctor will be in attendance at the clinic and patients will be referred as and when necessary. Any 
abnormal findings on investigation or examination will be discussed with the doctor.  

Abnormal Findings  
If the clinic attendance has revealed a risk factor then the patient will be offered a further appointment to 
monitor the progress of that risk factor or risk factors under surveillance. An appointment will be made 
with the doctor for a BP check if the resting BP is above 160/90 mm/Hg on three separate occasions.  
 
Patients will be referred to other Health Promotion Clinics if the problem is predominantly in one area, eg 
diabetes.  

The doctor will see the results of all laboratory investigations, including cholesterol measurement, and 
will advise on the appropriate course of action.  

Normal Findings  
No further action.  

Record Keeping  
Records will be kept following each consultation.  

Follow-up  
All patients who have had risk factors for heart disease identified will be offered follow-up appointments. 
There will be considerable variation in intervals depending on the severity of the findings.  

Now complete Activity 5.4.1  

The protocol concluded by suggesting the following areas for audit:  
• number of smokers  
• those whose alcohol consumption was high or who are hypertensive  
• patients with hyperlipidaemia .obese patients  
• those diagnosed with heart disease or diabetes  
• any change in patients' lifestyles should be monitored in those at risk of heart disease.  

It is important to set rules for the inclusion of data in an audit. Methods of data collection include 
observation arid interviews with staff and patients. You should also not neglect the many pre-existing 
data sources that are routinely available in the course of health care. As well as patient records, hospital 
and general practice information systems contain data on patient administration, case-mix management, 
personnel and finance. Other routinely collected data sources include cancer registries, infection control 
data, discharge data and contracts monitoring.  

The next stage is to agree a sample and a time-frame for data collection. The validity of an audit project 
depends to a large extent on the method that is used to select the sample. If the validity of your audit is 
important, you will need the advice of a statistician on the method of selection and the size of sample that 
is necessary to represent the target population you are interested in.  

If you want to use the results of an audit to stimulate discussion, it is important to present your findings in 
an accessible way. The usual method is to show simple results as straightforward figures or percentages, 
such as:  
• 15 out of 20 sets of notes recorded that lipid-lowering advice had been given, or  
• 50% of notes recorded that lipid-lowering advice had been given.  

More complicated information can be shown using a table, a graph or a pie chart. Here, for example, is a 
graph that shows the average waiting time for a particular procedure in three different departments:  



Now complete Activity 5.4.2  

If you use a computer, it is extremely easy to produce professional- looking graphs and tables. There is a 
danger, though, that the results of very small studies, such as the one you have just conducted, can be 
made to appear more significant than they really are. It is important to remember that an audit is not a 
research project.  

The most important issue when presenting results is to do it sensitively and constructively. It is often also 
important to present results in an anonymous manner, so that individual members of staff, or patients, are 
not singled out. The individual who has conducted the audit should not act on the results without 
consultation, but should allow those involved to discuss areas of high and low achievement.  

GETTING INVOLVED IN CLINICAL AUDIT  
In many areas of health care, clinical audit began life as medical  
I audit, dominated by doctors who wanted to assess their level of care to patients. Gradually, medical 
audit developed into clinical audit in recognition of the multidisciplinary nature of health care.  

Audit should not be seen as a luxury, but as an essential part of the process of providing good clinical 
care. It can be used to:  
 
• improve the quality of patient care  
• bring together professionals from all sectors of health care to consider clinical evidence  
• promote education and research  
• develop and implement guidelines  
• contribute to better management of resources  
• facilitate team-working.  

The value of clinical audit has been recognized within many health services in Europe. For hospital, 
community and mental health services preferrably there should be a separate budget specifically for 
clinical audit. Among other activities, funding could be used to support clinical audit departments whose 
function should be to facilitate clinical audit throughout the organization, by, for example providing 
clinical audit facilitators and information technology systems. 

In every Health Authority / Health Board there should be a primary care clinical audit group consisting of 
local General Practitioners and other professions, such as practice nurses and possibly other primary care 
practitioners (dentists, pharmacists and opticians), whose function is to agree priority areas for clinical 
audit, encourage, fund and monitor audits in General Practice.  

On a national level there are many organisations which provide advice on clinical audit. These and other 
organisations are increasingly becoming involved in national sentinal audits to look at the quality and 
variation in practice on a broader level across regions and districts.  

Now complete Activity 5.4.3.  

If you do not have access to a local clinical audit department, contact the individual at the Health 
Authority / Health Board who is responsible for primary care clinical audit and ask the same questions.  

Now complete Checkpoint activity 5.4  

CONCLUSION 
This chapter has bought together many approaches and concepts that have been discussed in the previous 
chapters to help you improve your practice by addressing the issue of clinical effectiveness. You should 
be able to improve the quality of the care you provide to your patients by recognising the need to identify 
who should be involved in the process, by using some basic management techniques to ensure 
commitment and helping to change the way people work, and by knowing where to go to find the 
research evidence to support the new way of practising good clinical care.  
 
 



Further reading  
Before attempting the portfolio activity, read a selection of the following material:  

Appleby. J.. Walshe. K. and Ham. C. (1995) Acting on the Evidence. Birmingham. NAHAT.  

Clinical Resources and Audit Group (1993) Clinical guidelines: a report bya working group set up by the Clinical Resource and 
Audit Group. Edinburgh. Scottish Office.  

Department of Health (1994) Assessing the options: CHD/Stroke, (Target-effectiveness and cost effectiveness of interventions to 
reduce CHD and stroke mortality), London. HMSO.  

Department of Health (1996) Promoting Clinical Effectiveness: A framework for action in and through the NHS. London, HMSO.  

Fennessy, G. (1991) 'Guidelines and protocols. Practice Nursing, 9 (5).  

Harman. D. and Martin. G. (1991) Medical Audit and the Manager. Health Services Management Centre, University of 
Birmingham.  

Humphrey. C. and Berrow, D. (1994) Medical audit in primary care. London. Department of Health.  

Johnson, S. (ed) (1997) Pathways of care. especially Chapters 2 and 3. Oxford. Blackwell Science.  

Kritchevsky. S.B. and Simmons. B.P. (1991) 'Continuous quality improvement: Concepts and applications for physician care. 
Journal of the American Medical Association. 266. pp.1817-1B22.  

Meara. J. and Hicks. N. (1995) 'Bringing it together: The GRiPP experience' in Deighan. M. and Hitch, S. (ed) Clinical 
Effectiveness: from Guidelines to cost-effective practice. Health Service Management Unit. Brentwood. Essex. Earlybrave 
Publications Limited.  

NHS Centre for Reviews and Dissemination (1992) Stroke rehabilitation, Effective Health Care Bulletin. University of York.  

NHS Centre for Reviews and Dissemination (1995) 'Aspirin and myocardial infarction' Effectiveness Matters. 1 (1), The 
University of York.  

NHS Centre for Reviews and Dissemination (1995) 'Cholesterol: screening and treatment. Effective Health Care, 1 (7), The 
University of York.  

NHS Centre for Reviews and Dissemination (1996) 'Implementing Clinical Practice Guidelines: Can guidelines be used to 
improve clinical practice?' Effective Health Care Bulletin, 1 (8), The University of York.  

NHS Executive (1996) Clinical Guidelines: Using guidelines to improve patient care within the NHS. NHS Executive.  

NHS Executive (1996) Patient partnership, Department of Health.  

RCN (1996) The Royal College of Nursing Clinical Effectiveness Initiative: a strategic framework. London, Royal College of 
Nursing.  

Scottish Office (1992) Local Research Ethics Committees, Home and Health Department, Scotland, HMSO.  

Stern, Mo and Brennan, So (1994) Medical audit in the hospital and community health service, London, Department of Health,  

Thomson, R" Lavender, Mo and Madhok, Ro (1995) 'How to ensure guidelines are effective' British Medical Journal, 311, 
ppo237-242o  

University of Newcastle Upon Tyne (1996) Primary care management of stable angina, VFM Unit (1997) Clinical pathways 
literature overview, Welsh Office,  

Walshe, Ko and Ham, Co (1997) 'Who's acting on the evidence?' The Health Service Journal,  
ppo22-25o  



Wilson, Jo (ed) (1997) Integrated Care Management: the path to success, especially Chapter 1, Butterworth Heinemanno  
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