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Key Points

Question: What are the plausible scenarios and influencing factors contributing to clinician non-
adherence to the guidelines for hypertension management?

Findings: In this qualitative study, we developed three domains of suboptimal adherence:
clinician-related scenarios, patient-related scenarios, and clinical complexity-related scenarios;
and identified several plausible influencing factors, including a lack of clear protocols and
processes to implement guidelines, infrastructure limitations, and clinicians lack of autonomy
and authority, excessive workload, time constraints, clinician belief or perception.

Meaning: This study introduces a taxonomy poised to inform targeted interventions, thereby

enhancing guideline adherence and elevating care quality for severe hypertension.
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ABSTRACT

IMPORTANCE: Hypertension poses a significant public health challenge. Despite clinical
practice guidelines for hypertension management, clinician adherence to these guidelines
remains suboptimal.

OBJECTIVE: Thisstudy aimsto develop ataxonomy of suboptimal adherence scenarios for
severe hypertension and identify barriers to guideline adherence.

DESIGN: We conducted a qualitative content analysis using electronic health records (EHRs) of
Y ale New Haven Health System who had at least two consecutive visits between January 1, 2013,
and October 31, 2018.

SETTING: Thiswas a thematic analysis of EHR data to generate a real-world taxonomy of
scenarios of suboptimal clinician guideline adherence in the management of severe hypertension.
PARTICIPANTS: Weidentified patients with markedly elevated blood pressure ([BF]; defined
as at least 2 consecutive readings of BP >160/100 mmHg) and no prescription for
antihypertensive medication within a90-day of the 2" BP elevation (n=4,828). We randomly
selected 100 records from the group of all eligible patients for qualitative analysis.

MAIN OUTCOMESAND MEASURES: The scenarios and influencing factors contributing to
clinician non-adherence to the guidelines for hypertension management.

RESULTS: Thematic saturation was reached after analyzing 100 patient records. Three content
domains emerged: clinician-related scenarios (neglect and diffusion of responsibility), patient-
related scenarios (patient non-adherence and patient preference), and clinical complexity-related
scenarios (diagnostic uncertainty, maintenance of current intervention and competing medical
priorities). Through a metareview of literature, we identified several plausible influencing factors,

including alack of protocols and processes that clearly define the roles within the institution to
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implement guidelines, infrastructure limitations, and clinicians’ lack of autonomy and authority,
excessive workload, time constraints, clinician belief that intervention was not part of their role,
or perception that guidelines restrict clinical judgment.

CONCLUSIONS AND RELEVANCE: This study illuminates reasons for suboptimal
adherence to guidelines for managing markedly elevated BP. The taxonomy of suboptimal
adherence scenarios, derived from real-world EHR data, is pragmatic and provides abasis for

developing targeted interventions to improve clinician guideline adherence and patient outcomes.
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BACKGROUND

Hypertension, a chronic condition characterized by elevated blood pressure (BP), isamajor
public health concern affecting almost half of the US adult population. Patients with severely
elevated blood pressure, defined as at least 2 consecutive readings of systolic BP>160 mmHg or
diastolic BP>100 mm Hg, make up about 12% of all hypertensive patients and face an increased
risk of complications,*? including severe and rapid systemic end-organ damage compared with
those who have modestly el evated BP, thus requiring prompt and appropriate pharmacol ogical
treatment. The 2017 American College of Cardiology/American Heart Association guidelines
recommend prompt evaluation and drug treatment followed by careful monitoring and upward
dose adjustment in patients with severe hypertension.® However, despite well-established clinical
practice guidelines for the management of hypertension, adherence to these guidelines by
clinicians remains suboptimal. A recent study based on electronic health record (EHR) datain
the ambulatory setting found that almost 30% of patients with severely elevated BP had no active
antihypertensive drug prescription before their second visit, and only 54% of those who were
prescribed at |east one antihypertensive drug class were prescribed the guideline-recommended
two-drug class combination therapy.* This finding highlights a missed opportunity to improve
guideline adherence in this population.

Clinicians adherence to medication guidelinesis a complex and multifaceted process that
significantly impacts the implementation of evidence-based practice.® The literature highlights
various scenarios resulting in non-adherence to medication guidelines. These scenarios include
situations where the recorded blood pressure does not accurately reflect the patient’ s typical
blood pressure, such as when home BPs are below the target range or when the patient is

experiencing pain.® In addition, scenarios such as the prioritization of other clinical concerns
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over hypertension, the need for ongoing monitoring and lifestyle counseling, and disagreements
with specific recommendations also result in non-adherence.® Moreover, how clinicians address
patient-level factors, such as medication non-adherence and individual patient preferences,
significantly influences guideline adherence. Clinician-level factors, including the belief that
hypertension management is another clinician’'s responsibility, further impact guideline
adherence. Medication-related issues, like adverse drug events, use of medications from external
sources, and contraindications, present additional adherence challenges.® By recognizing and
addressing these multifaceted factors, healthcare systems can implement strategies to improve
clinician adherence to medication guidelines and enhance patient outcomes.

However, the current body of research on clinician guideline adherence in managing
markedly elevated BP lacks a comprehensive identification of the reasons behind the inadequate
treatment, particularly those based on routinely collected information during clinical practice,
such as data from medical records. This information is particularly crucial as pharmacological
interventions are vital in reducing BP and associated complications for this patient population.
Furthermore, previous studies may have inadequately reported or underrepresented barriersto
clinician guideline adherence, potentially due to methodological limitations.® Consequently, we
aimed to address these gaps by conducting a content analysis of EHRsto develop a
comprehensive taxonomy of scenarios representing suboptimal guideline adherence in the
ambulatory management of severe hypertension. This approach allowed usto identify plausible
influencing factors contributing to clinician non-adherence. Thisinformation can potentially
guide the creation and implementation of focused interventions, enhancing adherence to

guiddines and quality of care for severe hypertension. Moreover, since theinformation is
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derived from real-world EHR data, it is pragmatic and enables the development of practical,

automated EHR-based clinical decision support tools.”

METHODS

Data Sources

The data set consisted of data from adult patients at Y ale New Haven Health System (YNHHS)
who had at least two consecutive outpatient visits between January 1, 2013, and October 31,
2018. YNHHS s alarge academic health system comprising five distinct hospitals and their
associated ambulatory clinics in Connecticut and Rhode Island. The system provides services for
approximately two million patients annually. All YNHHS hospitals used a secure, centralized
EHR system designed by Epic Corporation to collect and store clinical and administrative data.
The EHR data are maintained in a data repository at the YNHHS server. This study was
approved by the ingtitutional review board at Y ale University and the need for informed consent

was waived.

Study Population

Eligible patients were 18 to 85 years old and had markedly elevated BP, defined as having
measurements of systolic BP>160 mmHg or diastolic BP>100 mmHg in at least 2 consecutive
outpatient visits between January 1%, 2013 and October 31%, 2018, with no new antihypertensive
medi cation prescription within 90 days of theindex date. The index date was defined as the date
of the 2™ severely elevated BP reading. Patients with markedly elevated BP were selected as a
focus given that the need to urgently achieve BP control in this population is unequivocal. Any

two consecutive visits were required to be at least one day apart. We had access to all available
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datain the medical records, including patient demographics, past medical histories, vital signs,
outpatient medications, laboratory results, encounter notes and scanned documents. A total of
4,828 patients met the eligibility criteria. We randomly selected 100 records from the group of
al eligible patients for qualitative analysis, intending to select more if we did not achieve

saturation (where no new concepts emerged from analyses of subsequent data).®

Approach to Thematic Analysisand Taxonomy Development

h,%*2 we conducted a thematic

Using apreviously published inductive, systematic approac
analysis of EHR datato generate a real-world taxonomy of suboptimal clinician guideline
adherence scenarios in managing severe hypertension. Then, we postulated plausible
reasons/influencing factors/root causes for each taxonomized scenario based on contexts adopted
from a previously published metareview of 25 systematic reviews on the factors influencing the
implementation of clinical practice guidelines.® We looked to extant literature because the
provider encounter notes in the EHR often lacked comprehensive information regarding the

reasons/influencing factors/root causes for a clinician’s decision to not initiate or intensify

treatment in patients with markedly elevated BP.

Sep 1: Development of Rubric for Medical Chart Review

Through an iterative process, ateam of three clinicians and/or experienced cardiovascular
researchers (O.A., Y.L., H.K.) developed a rubric to systematically abstract data from the EHR.
We obtained demographic data (including age, sex, race, and ethnicity) and clinical datarelevant
to the diagnosis and treatment of hypertension (including BP measurements, medical history,

medi cation prescriptions, and medical context of the encounter) and established criteriafor
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consistency (to support explicit review). Additionally, the data extraction rubric was designed to
offer flexibility, allowing reviewers to go beyond strict numerical or binary criteriaand make
subjective assessments. This approach included evaluating the rationale behind aclinician's
decisions, considering the medical context of each encounter, and interpreting data points with a
nuanced understanding of patient history, comorbidities, or unique clinical scenarios.
Furthermore, while the rubric establishes consistency criteria, it also provides guidance for
implicit review, enabling reviewersto use their clinical judgment to uncover underlying reasons

for suboptimal adherence to guidelines not explicitly stated in the EHR (implicit review).***°

Sep 2: Data Abstraction

Two abstractors (O.A., X.Q.) participated in atraining session, during which they collectively
abstracted 15 medical records using the rubric described above and generated a narrative
summary for each case. Decision rules and operational definitions were refined to reduce
ambiguity and to facilitate standardized data abstraction. Discrepancies were resolved during
face-to-face meetings with discussion among all reviewers until consensus was reached. Once
the rubric was finalized, each abstractor reviewed a random sample of 50 medical records
respectively. In the end, 100 cases were reviewed when reviewers determined they reached

saturation; that is, no new constructs emerged from reviewing subsequent cases.®

Sep 3: Content Analysis and Taxonomy Devel opment
The 100 cases abstracted using the rubric above were analyzed using conventional content
analysis. Content analysis is a systematic, replicable technique for compressing many words of

text into fewer content categories based on explicit coding rules.**® Content analysis enables
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researchers to sift through large volumes of data with relative easein a systematic fashion and it
isuseful in examining the patterns in documentation.™®

We used emergent coding and established categories following a preliminary
examination of the abstracted data obtained in Step 2. First, one author (O.A.) independently
reviewed the abstracted data and identified a set of suboptimal clinician guideline adherence
scenarios to form theinitial code list, which was then developed into a consolidated code book.
Second, two authors (O.A., Y.L.) reviewed this code book for face validity and revised it based
on group discussion. Third, the consolidated code book was trialed on 10 cases by the coding
group (O.A., Y.L.) to ensure consistent coding application. The coding group checked that the
reliability of the coding was established (agreement >95%). Then all 100 cases were coded by
the coding group. Finally, alarger author group (O.A., Y.L., L.C., H.M.K.) used an iterative,
consensus-based discussion process to group the coding into major content themes with sub-

themes, maintaining a consensus and primary data referencing approach.

Sep 4: Linking taxonomized scenarios with influencing factors

Members of the author group (O.A., Y.L., L.C., H.M.K.), are experienced clinicians and
cardiovascular researchers engaged in adetailed and collaborative process to identify influencing
factors for each categorized scenario. This process began with drafting initial hypotheses based
on their expertise and insights. These drafts were then circulated among the group for review.
Each member provided their feedback and perspectives, leading to a series of discussions.
Through these iterative discussions, the group refined their ideas, ensuring a robust consensus

was reached on the plausible influencing factors. This consensus was grounded in the contexts
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adopted from the previously published metareview of 25 systematic reviews on factors

influencing the implementation of clinical practice guidelines.”

RESULTS

Study Sample Characteristics

We generated a randomized list of 200 patients and reached saturation with 100 patients. The
mean age at the index visit was 66.5 (standard deviation [SD], 12.8) years; 50% were female;
85%, 8%, and 5% were noted in the EHR to be White, Black, and Latino/Hispanic, respectively.
A total of 31% had private insurance, 58% had Medicare, 11% had Medicaid and 0% did not
have health insurance. The mean (SD) SBP and DBP of the sample at theindex date was 166.2
(11.5) mmHg and 87.7 (12.7) mmHg, respectively. The median (interquartile range) time
between visits was 42 (18 to 85) days. A large proportion of patients had comorbidities at the
index date, including 44% patients with obesity (BMI> 30kg/m?), 16% with diabetes, 5% with

chronic kidney disease, 36% with cancer.

Content Domains

Based on athematic analysis of dataavailable in the EHR for patients meeting our criteria, we
identified a variety of scenarios of suboptimal clinician guideline adherence in managing severe
hypertension pertaining to either non-initiation or non-intensification of pharmacological therapy
(Table 1). Non-initiation of pharmacological treatment was defined as an absence of the
initiation of antihypertensive therapy in response to severely elevated BP in a patient with at

least 2 consecutive readings of severely elevated BP. Non-intensification of pharmacological
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treatment was defined as failure to intensify/modify treatment or initiate an urgent referral on the
index visit for a patient with severely elevated BP who was previously on antihypertensives.
These identified scenarios (subcategories) of suboptimal clinician guideline adherence
were taxonomized and grouped into 3 main content domains: clinician-related scenarios, patient-
related scenarios, and clinical complexity-related scenarios (Tables 2). Tables 3a-c include

example quotations or clinical situations pertaining to each scenario.

Clinician-related Scenarios

Clinician-related scenarios were defined as instances where clinicians did not initiate or intensify
antihypertensive treatment due to factors related to their intentions, capabilities, or scope. Under
this main content domain, we identified 2 subcategories. neglect and diffusion of responsbility.
Neglect included instances in which the clinician encountered on the index date did not
acknowledge nor prioritize the BP at the visit. For example, Table 3a highlights a clinical
scenario in which a patient who presented to a provider for wound care had a second consecutive
markedly elevated BP reading at presentation, but this was not addressed in the encounter note,
nor was any action or intervention relating to the BP carried out. Diffusion of responsibility
included instances in which the specialist visited did not initiate/intensify treatment, explicitly
displacing responsibility to a hypertension-managing provider (i.e., PCP, cardiology, etc.),

excluding cases where an urgent referral to the provider was made.

Patient-related Scenarios
Patient-related scenarios were defined as instances where clinicians did not initiate or intensify

antihypertensive treatment due to considerations related to patient behavior. Under this main
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content domain, we identified 2 subcategories: patient non-adherence and preference. Patient
non-adherence included instances where the clinician did not intensify intervention due to the
patient’ s non-adherence to current therapy. For example, our analysis identified a case in which a
patient who had previously had adequate BP control on metoprolol had not taken his medication
in two days when he presented with markedly elevated BP and the clinician decided to counsel
the patient on adherence rather than modify or intensify treatment at the visit (Table 3b). Patient
preference included instances where the clinician did not initiate nor intensify intervention due to

patient preference.

Clinical complexity-related Scenarios

These scenarios involve instances where clinicians did not initiate or intensify antihypertensive
treatment due to the complexities of the clinical situation. Under this main content domain, we
identified 3 subcategories, namely diagnostic uncertainty with BP measurement, maintenance of
current BP intervention, and competing medical priorities. Diagnogtic uncertainty with BP
measurement included cases where the clinician did not initiate/intensify treatment due to
variation in BP measurements, either at home or in the office, including cases where high in-
office readings were thought to be due to white coat effect or pain. Maintenance of current BP
intervention included cases where the clinician chose to delay intensifying treatment to observe
if current antihypertensives and/or lifestyle modifications would result in BP control. Competing
medical prioritiesincluded cases in which the clinician chose to delay intensifying treatment due

to several competing medical conditions.
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Barriersto Optimal Clinician Guideline Adherence in the Management of Markedly Elevated
Blood Pressure

For each scenario of suboptimal clinician guideline adherence in the management of markedly
elevated BP, we hypothesized relevant plausible influencing factors or root causes, which are
barriers to optimal guideline adherence. These factors were identified based on barriers
frequently reported in the literature® within the following contexts: health organization, health
professional, patient, and guideline (Table 4).

Clinician-related scenarios, specifically neglect and diffusion of responsibility, may be
influenced by various factors within the health organization context. These factors could include
alack of protocols and processes that clearly define the roles within the institution to implement
guidelines, too little time in the medical consultations, excessive workload, or infrastructure
[imitations. Within the health professional context, factors such as lack of autonomy and
authority or the belief that intervention was not part of their role may contribute to these
scenarios. Additionally, guiddine factors, such as lack of clarity of guidelines, can play arole.

Patient-related scenarios, including patient non-adherence and preference, may arise due
to several factors within different contexts. Within the health professional context, clinician
reluctance to use guidelines due to patient factors, self-belief, or fear of complications may
influence these scenarios. Patient factors, such as unawareness of their conditions or alack of
motivation, compliance, and knowledge to follow recommendations can also contribute.
Furthermore, guideline factors, such as beliefs that guidelines are too rigid and may not always
be practical in certain patient contexts may play arole.

Clinical complexity-related scenarios, encompassing diagnostic uncertainty with BP

measurement, maintenance of current intervention, and competing medical priorities, can be
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influenced by factors within multiple contexts. Within the health organization context, factors
such as lack of access to information, and lack of mechanisms and systems to support
information storage may contribute. In the health professional context, greater confidencein
clinical experience compared to guiddines recommendations can be a factor. Patient factors,
such as comorbidities, mobility limitations, polypharmacy, and self-efficacy, can also play arole.
Finally, guideline factors, such as the perception that guidelines restrict clinical judgment,

challenge professional autonomy, and limit treatment options, can contribute to these scenarios.

DISCUSSION

This study provides novel insightsinto the factors contributing to suboptimal adherence
to guidelines among clinicians treating patients with markedly elevated blood pressurein
ambulatory settings. Our taxonomy, derived from real-world EHR data, not only categorizes
these instances but also describes the factors influencing each scenario of suboptimal adherence.
Such a pragmatic framework is poised to inform targeted interventions, thus enhancing
adherence and patient outcomes.

Our study advances the existing body of literature in several ways. We have previously
detailed various mechanisms through which patients experience persistent hypertension, such as
the lack of intensification in pharmacological treatment, failure to implement prescribed
therapies, and non-response to treatment. ™ Building on this, the current study specifically
illuminates the mechanisms behind clinicians failure to treat ambulatory patients with severely
elevated BP effectively and explores the reasons for these shortcomings. To our knowledge, this
isthefirst study to develop ataxonomy for categorizing instances of suboptimal clinician

adherence to guidelines in managing patients with markedly elevated BP using real-world data. It
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also pioneers in identifying contributing factors at the organizational, professional, patient, and
guideline levels. Compared with prior work on clinician guideline adherence, akey strength of
this study isits foundation in EHR data. EHRs capture a broad spectrum of real-world clinical
interactions across diverse patient demographics, enhancing our findings practicality and
external validity.” Research based on EHR data can inform more effective clinical decisions by
evaluating the quality and cost implications of guideline-conformant care for chronic conditions
such as hypertension. Furthermore, EHRs assist in pinpointing the issue of suboptimal clinician
guideline adherence in the management of significantly elevated BP and serve as a robust
framework for integrating potential solutions.

Our analysis has identified not only instances of non-intensification but also numerous
cases of non-initiation of antihypertensive treatment in patients with markedly elevated BP. This
finding is particularly troubling considering that a BP reading of >160/100 mmHg in a patient
not on antihypertensive medication would typically warrant immediate clinical action. The
clinician-related scenarios we have identified, including neglect and diffusion of responsibility,
areincreasingly concerning within today's healthcare environment.?* Neglect often occurs
when a patient's primary reason for visiting the healthcare provider is unrelated to hypertension.
Meanwhile, diffusion of responsibility arises when clinicians may defer action because they
believe someone else, possibly more specialized, should take the lead® —thisis evidenced in
cases where care providers defer the implementation of guidelines to hypertension specialists,
even when faced with significantly elevated BP readings. The willingness of clinicians to adhere
to guidelines may also be hindered by patient preferences or issues with patient adherence to

therapy, which are well-documented challenges.?*?° Additionally, our study confirms that
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adherence is affected by clinical complexities, such as ambiguity in BP measurements and
competing health conditions, echoing the findings of other research in the field.

Our analysis underscores the necessity of addressing the multi-dimensional nature of
guideline non-adherence. Under the proposed taxonomy, each category and subcategory of non-
adherence scenariosis linked to specific causes and targeted interventions. For example,
scenarios affected by organizational factors may improve with robust leadership, clear priorities,
sufficient staffing, knowledge-sharing forums, streamlined processes, and regular,
communicative audits with constructive feedback. >**?"? Health organizations can further
support clinician adherence by integrating evidence-based decision support tools within EHR
systems, such as automated alerts, reminders, and advanced patient portals, along with improved
collaborative tools for care teams.?® Addressing health professional-level causes involves
fostering awillingness to embrace new practices, educating about guidelines, and reinforcing
personal accountability.”* For patient-level factors, strategies include raising health awareness,
early education, clear communication about the impact of non-adherence, and peer support.
Concerning the guidelines themselves, simplifying their presentation, tailoring them to the local
context, and involving end-users in their devel opment can enhance their usability and
adherence.”®*

Reflecting on the broader implications, this study's findings can stimulate healthcare
policies aimed at systematizing adherence to guidelines and thusimprove the quality of care
delivered. Thisis particularly pertinent in light of our identification of implicit bias and structural
racism as underlying factors contributing to non-adherence, which are critical to addressin the

31,32

pursuit of equitable healthcare.
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While our study's EHR-based nature significantly enhances its applicability, there are
several limitations. First, this study employed qualitative analysis of EHR data, which does not
yield detailed descriptive statistics regarding instances of non-adherence to clinical guideline at
our institution. Secondly, encounter notes within the EHR may not always provide sufficient
detail to conclusively ascertain the intentions or rationale underpinning specific clinical decisions.
Additionally, the study's reliance on the reviewers judgment, coupled with the breadth and
quality of the referenced meta-review,® could potentially influence the determination of factors

contributing to the identified scenarios of non-adherence.

CONCLUSION

In conclusion, by highlighting the multifaceted reasons for suboptimal guideline adherence, our
study provides a foundation for devel oping nuanced interventions. As we look towards a future
of healthcare that is both evidence-based and patient-centered, it isimperative that we consider
the complex interplay of factors at the organizational, professional, patient, and guideline levels

that influence clinician behaviors.
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Table 1. Scenarios of suboptimal clinician guideline adherence in the management of severe
hypertension identified under non-initiation or non-intensification of anti-hypertensive treatment

(order of frequency from most to least)

Non-initiation of treatment

Non-intensfication of treatment

Neglect

Neglect

Patient preference

Diffusion of responsibility

Diffusion of responsibility

Patient non-adherence

Diagnostic uncertainty with BP measurement

Patient preference

Diagnostic uncertainty with BP measurement

Maintenance of current BP intervention

Competing medical priorities
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Table 2. Comprehensive codebook of scenarios of suboptimal clinician guideline adherence in
the management of severe hypertension

Main Content
Domain

Subcategory

Description

Clinician-related scenarios

Scenarios of non-initiation/non-intensification of
antihypertensive treatment by the clinician due to
issues relating to clinician intention, capability or
scope.

Clinician did not acknowledge nor prioritize the

Neglect BPat visit

Diffusion of Specialist visited did not initiate/intensify

responsibility treatment, opting instead to defer responsibility to
a hypertension-managing provider (i.e., PCP,
cardiologist, etc.), excluding cases where an urgent
referral to said provider was made.
Scenarios of non-initiation/non-intensification of

Patient-related scenarios antihypertensive treatment by the clinician due to

patient behavioral considerations.

Patient non- Clinician did not intensify intervention dueto

adherence patient’ s non-adherence to current therapy.

Patient preference

Clinician did not initiate/intensify intervention due
to patient preference not to.

Clinical complexity-related scenarios

Scenarios of non-initiation/non-intensification of
antihypertensive treatment by the clinician due to
clinical situational complexities.

The clinician did not initiate or intensify treatment
dueto variationsin BP measurements, whether at

Eéggrqgisrt:tc with home or in the office. Thisincludes cases where
BP measu?/ement high in-office readings were believed to be aresult
of the white coat effect, pain, or other causes of
reactive elevated BP.
M ai ntenance of Clinician chose to delay intensifying treatment in
current BP ord_er to obser_ve if current o
) . antihypertensives/lifestyle modifications would
intervention !
result in BP control.
Competing Clinician did not intensify treatment due to
medical priorities | competing clinical considerations

Abbreviation: BP: blood pressure; PCP: primary care provider.
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Table 3a. Example quotations and clinical situationsillustrating clinician-related scenarios

Scenario Example quotation or clinical situation

Neglect Patient came in for wound care. BP was not addressed in
encounter note.

Diffusion of responsibility "Blood pressure is elevated but patient is asymptomatic.

Advise to consult his PCP regarding this' — Urology MD
Abbreviation: BP: blood pressure; PCP: primary care provider; MD: medical doctor.

Table 3b. Example quotations and clinical situations illustrating patient-related scenarios

Scenario Example quotation or clinical situation
"Patient noted to take metoprolol, however he has not taken
Patient non-adherence his medications for two days...this would explain his

tachycardia and increase in NIBP measurement.”
"Patient states that he has some element of white coat
Patient preference hypertension and that his blood pressure tends to run lower.
Does not want medication at thistime.”
Abbreviation: BP: blood pressure; NIBP: non-invasive blood pressure.

Table 3c. Example quotations and clinical situationsillustrating clinical complexity-related
scenarios

Scenario Example quotation or clinical situation
Diagnostic uncertainty with BP ~ "BP on arrival 170/98 mmHg. Patient states she was
measurement advised to follow up with PCP after appointments at cancer

center in February. Patient stated she did, but that her blood
pressure is only elevated when sheisat cancer center.”

Maintenance of current BP "Continue meds. Continue BP check at home."

intervention

Competing medical priorities "We would recommend no treatment at this
time...especially since she has significant history of kidney
injury.”

Abbreviation: BP: blood pressure; PCP: primary care provider.
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Table 4. Plausible influencing factors for scenarios of suboptimal clinician guideline medication
adherence, based on analysis of metareview findings

Scenario Plausibleinfluencing factors

Neglect Health organization context

Absence of aleader that establishes priorities

Lack of protocols and processes that clearly define
the roles within the institution to implement
guidelines

Too little time in the medical consultations
Excessive workload

Deficiency in staff continuous education
Deficienciesin the referral of patients to services
Lack of skill and specialist knowledge within
services

High turnover of staff that prevents a continuous
training process

Lack of coordination and disagreement among staff
Financial constrains for the adoption of new
interventions

Lack of availability of interpretersin services
Lack of accessto information, lack of mechanisms
and systems to support storing of information

Health professonal context

Lack of effective communication, research, and self-
learning skills

Little familiarity with guideline recommendations
Lack of autonomy and authority

Belief that intervention was not part of their role

Guiddine context

Lack of clarity of guidelines

Diffusion of responsibility Health organization context

Lack of protocols and processes that clearly define
the roles within the institution to implement
guidelines

Too little timein the medical consultations
Excessive workload

Deficiency in staff continuous education
Deficienciesin thereferral of patientsto services
Lack of skill and specialist knowledge within
services

Insufficient support from ingtitutions

High turnover of staff that prevents a continuous
training process

Limitations of infrastructure
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e Lack of coordination and disagreement among staff
* Lack of availability of interpretersin services
» Lack of accessto information, lack of mechanisms
and systems to support storing of information
Health professional context
e Lack of effective communication, research, and self-
learning skills
» Little familiarity with guideline recommendations
» Lack of autonomy and authority
» Bédlief that intervention was not part of their role
Guideline context
e Lack of clarity of guidelines

Patient non-adherence
&
Patient Preference

Health professional context
» Physician’s reluctance to use guidelines because of
patient factors, self-belief, or fear of complications
Patient context
» Lack of motivation, compliance, and knowledge to
follow the recommendations
* Unawareness about the health organization
characteristics and their disease
» Patients financial situation and occupational status
* Depression, anxiety, and fear
Guideline context
» Bédiefsthat guidelines are too rigid, may not always
be practical and cannot be applied on a day-to-day

Diagnostic uncertainty with BP
measurement

Health organization context
» Lack of accessto information, lack of mechanisms
and systems to support storing of information
Guideline context
» Bédiefsthat guidelinesaretoo rigid, may not always
be practical and cannot be applied on a day-to-day
* Guideinesrestrict clinical judgment and challenge
professional autonomy and limits treatment options

Maintenance of current BP
intervention

Health professonal context
» Greater confidencein clinical experiencethanin
guidelines recommendations
* Physician’s reluctance to use guidelines because of
patient factors, self-belief, or fear of complications
Patient context
e Patient comorbidities, mobility problems,
polypharmacy, and self-efficacy
Guideline context
» Lack of awareness of the existence of guidelines and
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clarity of guidelines
* Guiddinesrestrict clinical judgment and challenge
professional autonomy and limits treatment options

Competing medical priorities

Health organization context
» Absence of aleader that establishes priorities
Patient context
» Patient comorbidities, mobility problems,
polypharmacy, and self-efficacy

Synthesized from Correa et al.°
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