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ABSTRACT

BACKGROUND: To improve the quality and standard of care,
considerable resources are invested to produce clinical guide-
lines for multiple sclerosis (MS) management. We aimed to
investigate MS clinicians’ use of guidelines and factors that
influence use.

METHODS: Interview guides were developed using Fisher’s
framework to assess factors that influence guideline appli-
cation (categorized as personal, guideline related, and
external). Nurses and neurologists experienced in MS
health care were recruited through convenience sampling.
Semistructured online interviews were conducted from June
2023 to October 2023, and data were analyzed using inductive
and deductive methods.

RESULTS: We interviewed 16 MS clinicians (10 nurses, 6 neu-
rologists). Despite most clinicians believing that guidelines can
improve consistency, safety, and quality of care, the application
of guidelines was highly variable. Participants reported that
clinical decision-making in MS management involves integrating
guideline recommendations with clinical reasoning while con-
sidering patients’ circumstances and preferences, the complex
nature of MS, and resource constraints. Personal barriers to
guideline application included low awareness and familiarity.
Guideline-related barriers included evidence, plausibility, acces-
sibility, layout, and complexity. External barriers included a lack
of resources. Facilitators were mostly guideline related, includ-
ing relevance to local protocols, covering complex treatment
or unfamiliar topics, and when guidelines were up to date and
credible. Participants suggested various strategies to overcome
barriers to guideline use.

CONCLUSIONS: Australian MS clinicians reported low
awareness and high variability in the application of national
and/or international MS guidelines. Clinical practice guide-
lines should be adaptable to local contexts, accessible, and
regularly updated. Multifaceted strategies to better distribute
and champion guidelines should be employed.
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anagement of multiple sclerosis (MS) is complex and

requires multidisciplinary care. Over 33,000 people

live with MS in Australia, and the prevalence is increas-
ing faster than population growth.! However, although the
standard of medical care is generally high in Australia, recent
reports conclude that the standard of MS care is variable and
impacts health outcomes. For example, 31.5% of people liv-
ing with MS in Australia lack access to a specialist MS nurse,
which is associated with worse health outcomes.? Further, MS
care provision in the Australian Capital Territory was reported
to be fragmented, below the standard of recommended care,
and lacking multidisciplinary integrated care.? Other reports
of inconsistencies or gaps in MS care include family planning,*
tobacco smoking,> mental health,® and referral to allied health
for symptom and comorbidity management.” These findings
are in line with those of a large study that found that Australian
adults received appropriate evidence-based health care in only
57% of health care encounters.?

Opportunities to improve the standard and quality of care
should be identified to ensure optimal outcomes and health
equity for all Australians living with MS. Clinical practice
guidelines (hereafter, guidelines) are designed to improve and
maintain standards, effectiveness, and consistency of care;
reduce inappropriate care; and reduce geographic variations
and other inequities.**° High-quality guidelines are based on
rigorous syntheses of best available evidence and expert con-
sensus to support clinical decision-making. The application
of guidelines should be viewed through the lens of compre-
hensive clinical decision-making, considering elements such
as professional expertise, patient preferences, and practical
feasibility.

The acceptability and uptake of guidelines among MS
clinicians remain unclear in Australia, and only limited
data exist globally. One Australian study assessed compli-
ance among radiologists with the 2003 Consortium of
Multiple Sclerosis Centers MRI diagnostic protocol and found
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TABLE 1. Guideline Application Themes and Subthemes?

T

Clinician-related
factors

Guideline-related
factors

External factors

Awareness

Familiarity

Agreement

Skills

Outcome expectancy

Evidence

Plausibility of
recommendations

Complexity

Layout

Accessibility

Applicability
andactionability® in local
health context

Availability®

Target users®

Target patient®

Health care systems and
funding®

Workplace resources,
policies, and procedures

Professional development
and training®

Collaboration

Social and clinical norms

Awareness of existing guidelines.

Familiarity with guideline recommendations or the topic area (ie, experts in the area might not refer
to guidelines, as they are already familiar with current literature).

Agreement with guidelines or the concept of guidelines in general, agreement with the evidence,
agreement between clinicians.

Confidence/competency in putting the recommendations into practice.

The expectation that a given behavior (eg, following a guideline) will lead to a particular
consequence (eg, more uniform patient care).

Evidence or lack of evidence underpinning guidelines or relevant research areas.

How plausible the recommendations are (this includes things such as guideline developers
including expert panel, leading organization, etc).

The complexity and structure of the guideline itself or its content (eg, concise, digestible,
stepwise, structured).

The format of the guideline and/or associated resources (eg, searchable, interactive, organized
into bullets).

How guidelines or other forms of information are accessed and the ease of this. This mainly refers
to the interface (eg, hospital portal).

Applicability and actionability in the local health care context where the guideline is being used
(eg, pharmaceutical funding is different between countries, support services are different between
states and councils).

Whether a guideline exists for a specific patient or management topic.

The people and/or groups whom the guideline was intended to be implemented for and used by.
This includes the applicability of the guideline for potential target users.

The people and/or groups whom the guideline was intended to be implemented for and used by.
This includes the applicability of the guideline to potential target patients, heterogeneity of the
target patients, and nonmedical patient factors (eg, people’s individual circumstances, priorities,
and goals of care).

Health care systems and funding (eg, Australia funds different medications compared with the
United Kingdom).

Workplace resources, policies, and procedures that encourage or discourage the use of guidelines
(eg, orientation, time restrictions, heavy workload, etc).

Professional development and training in-house or from external organizations, including training
on guidelines and training on relevant topics (eg, teaching from senior clinicians on fatigue
prescriptions, journal clubs).

Collaboration between colleagues, clinics, organizations, etc (eg, team meetings,
case discussions).

The social and clinical norms in practice (eg, “This is how it’s done, and therefore, we don’t use
guidelines”). This does not include general comments about current practice; it must be related to
guideline use or lack of guideline use.

2Framework based on Fischer et al’? and Cabana et al.’s
®Denotes new codes derived through inductive analysis.

Note: We made changes to the wording of the subthemes to promote neutrality (ie, so they could be either a barrier or facilitator; eg, “lack of awareness” became
“awareness”). “Lack of applicability” was broadened to “applicability and actionability in local health context” through inductive analysis. Due to lack of data,
the following themes were omitted: self-efficacy, lack of learning culture, lack of motivation, focus on patients with single disease entities, exclusion of patients
with complex disease entities, lack of clear intervention goals, and trialability. Due to similarity in interpretation, we merged the subtheme organizational
constraints and lack of resources into the singular subtheme of workplace resources, policies, and procedures.
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incomplete compliance, potentially leading to incorrect or
delayed diagnosis.” Results from 2 German studies found
that although there was an overall high level of agreement
among 327 neurologists with the German MS treatment
guidelines, many considered them too prescriptive and con-
servative.’*” Findings from a 2024 study identified a large
gap between the international MS Brain Health quality stan-
dard and its real-world adaptations among 71 German neu-
rologists, many of whom reported that the standard was too
ambitious, mostly due to a lack of resources.™

Although barriers to MS guideline application are largely
unknown, from other clinical areas, we know that barriers
are commonly clinician related (such as lack of awareness,
agreement, self-efficacy, outcome expectancy) or related to
organizational factors such as lack of time and resources.*
Guideline-related barriers are also commonly reported,
including shortcomings in validity, format, accessibility (eg,
paywall, language barrier), credibility, and usability or speci-
ficity.***® Our review of 31 guidelines regarding complementa-
ry therapies in MS showed variable methodological quality,”
which may lead to suboptimal implementation. In addition,
our systematic review of 19 physical activity guidelines for
application by MS clinicians showed that these guidelines
rarely specify the actions that clinicians should take, likely
hindering application.”® Understanding barriers and facilita-
tors to guideline application is the first step to creating strate-
gies to improve guideline implementation and, ultimately,
health outcomes.*

Therefore, this study aimed to investigate the extent to
which MS clinicians apply treatment guidelines and the
barriers and facilitators to application. The study is under-
pinned by Fisher's framework, designed to assess factors
influencing guideline application, which includes 3 domains:
personal/clinician factors, guideline-related factors, and
external factors.

METHODS

Study Design

This study was a cross-sectional qualitative exploration
using online semistructured interviews. The interview guide
(TABLE S1) was informed by Fischer et al's framework,*
tested for content and construct, and refined iteratively by
the research team that included clinicians, researchers, and
people with lived experience of MS (n = 9). Ethics approval
was obtained through the University of Melbourne Human
Research Ethics Committee (Ethics ID 2023-26508-41004-3).
We report our findings using the Consolidated Criteria for
Reporting Qualitative Research checklist.?®

Research Team and Reflexivity

Interviews were conducted by 1 of 3 researchers (I.W-B., junior
medical doctor and researcher, female; C.H.M, researcher,
female; and Y.C.L, researcher and physiotherapist, female)
with relevant training and experience in interviewing for
clinical practice and/or qualitative research. There was
no established relationship between the interviewer and
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any participants, and participants did not have knowledge
about the interviewer that may have impacted the interview.
Although several authors have previously been involved in
developing guidelines for MS management, none have any
competing interests or biases relevant to this work.

Participants and Recruitment

MS clinicians were eligible to participate if they were neurolo-
gists or MS nurses currently delivering or overseeing health
care for people with MS in Australia in a public and/or private
capacity. The sample represents the main clinician groups
who deliver MS care in Australia and are the primary target
audience of most MS guidelines. Participants were recruited
through convenience sampling, including direct emails to cli-
nicians and MS clinics, newsletters and websites of profession-
al bodies and MS societies, online social media, professional
contacts of our research team (via email or verbal invitation),
and snowballing recruitment.

Data Collection

Researchers conducted one-to-one, semistructured 20- to
40-minute interviews online between June 2023 and October
2023. Interviews were conducted and recorded using an online
platform (ie, Zoom or Microsoft Teams, depending on par-
ticipant preference). Verbal informed consent was obtained at
the start of each interview. Transcripts were not returned to
participants for comment, but participants were asked to email
the interviewer if they had any additional thoughts.

Data Analysis

Data were analyzed using an iterative deductive-inductive
thematic approach.? An initial coding tree was created a priori
based on the framework by Fischer et al,*® with theme descrip-
tions clarified by Cabana et al.’» Data were first coded deduc-
tively according to Fischer et al's framework and further coded
as barriers, facilitators, or preferences and needs. Inductive
coding was then performed to create new codes for emerging
themes and delete irrelevant codes. Two researchers (I.W-B.,
C.H.M.) independently coded 3 transcripts, discussed dis-
crepancies to reach consensus and ensure reliability, and then
consulted with a third researcher (Y.C.L.) to reach agreement
on the draft coding structure. One researcher (I.W.B.) coded
the remaining transcripts. We integrated the deductive and
inductive coding to identify final themes (TABLE 1). Exemplar
quotes are provided with the participant’s profession and
years in specialist practice. Data were managed using NVivo 14
(QSR 14.24.0, 2023).

RESULTS

We interviewed 10 MS nurses and 6 neurologists from public
and private settings (11 women and 5 men); 10 had 10 or more
years of neurology specialty experience (TABLE 2). Clinicians
used the term guidelines to describe both formal resources
developed by a professional body or group of experts (exter-
nal guidelines) and local hospital or clinic protocols (internal
guidelines). The application of external guidelines was highly
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TABLE 2. Participant Demographics

n (%)

Sex Men 5(31.3)
Women 11(68.8)

Nonbinary o (o)

Age, years 30-39 4 (25.0)
4049 4 (25.0)

50-59 6 (37.5)

60-69 1(6.3)

7079 1(6.3)

Profession Neurologist 6 (37.5)
MS nurse 10 (62.5)
Place of work Metropolitan 15(93.8)

Regional 1(6.3)
Type of practice Public 10 (62.5)
Private o(o0)

Both 6 (37.5)

State VIC 8 (50.0)
NSW 3(18.8)

QLd 3(18.8)

WA 2 (12.5)

Years of practice 0-4 3(18.8)
59 3(18.8)

10-19 6 (37.5)

20-29 2 (12.5)

230 2 (12.5)

NSW, New South Wales; QLD, Queensland; VIC, Victoria;

WA, Western Australia.
variable among clinicians and generally lower among neurolo-
gists compared with nurses, whereas internal guidelines were
more widely used. Barriers and facilitators to guideline appli-
cation are summarized below and in TABLE 3. TABLE 4 lists
strategies proposed by participants to overcome commonly
identified barriers.

Factors Impacting Guideline Application
Clinician-Related Factors

Awareness and familiarity with guidelines. Clinicians
were familiar with internal guidelines and protocols pro-
duced by their organizations. Most clinicians were also
aware of guidelines produced by recognized bodies such as
the United Kingdom’s National Institute for Health and Care
Excellence (NICE), the Brain Health Initiative, the American
Academy of Neurology, and Australian guidelines for treat-
ing MS during the COVID-19 pandemic, which were produced
by a team of Australian and New Zealand neurologists.?*>*
Clinicians often read new external guidelines at the time
of publication, but they rarely returned to them and could
not recall specific content, resulting in low familiarity, a
major barrier to guideline application (quotations associ-
ated with clinician-related factors are available in TABLE 5).
Experienced clinicians frequently reported relying on their
clinical acumen rather than a particular guideline. Inversely,
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clinicians often reported using guidelines when faced with
an unfamiliar or complex clinical scenario or if they did not
manage many individuals with MS.

Agreement with the guidelines. Despite generally agree-
ing with guideline recommendations on clinical practice,
clinicians consistently expressed a strong desire to reserve
autonomy in their practice and adapt recommendations to
their patients’ contexts and preferences. If clinicians dis-
agreed with the content of the guidelines, this was a strong
barrier to application. Disagreement with guideline recom-
mendations was often contextualized within the broader lack
of consensus among neurologists, which was attributed to
limited data and clinician differences in risk management.

Outcome expectancy. Most clinicians agreed that guide-
lines improve patient outcomes and clinical practice. Nurses
often remarked that both internal and external guidelines
could ensure standard of care, improve consistency in prac-
tice, be a part of practice review, provide a foundation on
unfamiliar topics, reassure that your practice is evidence
based, help with busy workloads, keep all providers up to
date, and increase generalists’ comfort levels with the deliv-
ery of new therapies. These practice improvements were
broadly thought to lead to higher quality care and better
safety and health outcomes for patients. However, some neu-
rologists were concerned that when guidelines are out of date
or overly conservative, this may adversely affect patient out-
comes; this was cited as a major barrier to implementation.

Guideline-Related Factors

Evidence. Most clinicians regarded guidelines produced by
well-known professional bodies (eg, MS Australia, NICE) as evi-
dence based, which they identified as a facilitator to guideline
use. However, clinicians noted variation in reporting of levels
of evidence in guidelines, leading to skepticism in the develop-
ment process, a barrier to adoption (quotations associated with
guideline-related factors are available in TABLE 6).

Clinicians perceived external guidelines as often out of
date given the fast-moving pace of MS research, particularly
in relation to disease-modifying therapies (DMTs). However,
some neurologists trusted that guidelines developed by repu-
table organizations have established processes for regular
(ie, at least annual) updates. Published updates of guidelines
were perceived to prompt discussion within clinical teams.

Plausibility of recommendations. Clinicians gener-
ally attributed trustworthiness to guidelines developed by
appropriate experts, including neurologists, nurses, pharma-
cists, allied health providers, and consumer organizations.
The aforementioned COVID-19 guidelines were quoted as
an example of highly trustworthy and plausible guidelines.
Endorsement and/or promotion of guidelines through repu-
table organizations also bolstered clinicians’ confidence in
their validity and facilitated application.

Most neurologists expressed major concerns that DMT rec-
ommendations in international guidelines may be influenced
more by health care funding than by evidence on patient
outcomes, reducing clinician confidence in them. In addition,
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TABLE 3. Overview of Facilitators and Barriers to Guideline Use Among Multiple Sclerosis Clinicians in Australia

Faclitators

Clinician related Clinician related

Awareness and familiarity
e Use of guidelines in unfamiliar or complex clinical scenarios.
Agreement
o Agreement with the concept of guidelines.
e Embedding guidelines into autonomous decision-making.
Outcome expectancy
o Belief that guidelines improve patient outcomes and clinical practice.
e Guidelines ensuring standard of care and consistency in practice.

Awareness and familiarity
o Low familiarity with specific content of external guidelines.
o High familiarity with a topic reduces the likelihood of applying external
guidelines.
Agreement
¢ Disagreement among clinicians about best practice and guideline
recommendations.
Outcome expectancy
e Concerns about guidelines being out of date or conservative harming
patient outcomes.

Guideline related Guideline related

Evidence
e Trustin guidelines produced by reputable organizations.
e Regular updates of guidelines facilitating discussion.
Plausibility of recommendations
e Trustin guidelines developed by appropriate experts.
¢ Endorsement by reputable organizations, bolstering confidence.
Target users
e (ohesive guidelines for all MS clinicians facilitating
comprehensive care.
e Guidelines useful for clinicians who do not frequently treat
people with MS.
Target patient
* Guidelines accompanied by patient handouts, aiding consistent
messaging.

Evidence
o Skepticism regarding the level of evidence of recommendations.
o Concerns about financial influences affecting DMT guidelines.
¢ Perception of external guidelines as often out-of-date.
Complexity and layout
o Complexity and length of guidelines making them impractical for
clinical practice.
Accessibility
o Difficulties accessing guidelines due to dispersion across platforms
and behind paywalls.
Applicability
¢ Caution about using external guidelines from other countries.
o Lack of specific or actionable guidance.
Availability
¢ Lack of guidance on certain topics.
Target patient
¢ Heterogeneity of people with MS as a barrier to guideline development
and application.

External factors External factors

Health care systems and funding
e Freedom in Australia to prescribe high-efficacy DMTs.
e Team-based practice and multidisciplinary teams facilitating guideline
application.
Professional development and training
o Receptiveness to educational workshops and conferences.
Collaboration
¢ (Collaborative informal teaching and case discussions guiding practice.
Social and clinical norms
e Working culture open to guidelines and integrating recommendations
into practice.

Health care systems and funding
¢ Inequities in resources and access to MS nurse specialists.
e Lack of resources, time pressure, and staff shortages.
Collaboration
e Reliance on colleagues and networks rather than guidelines for
information sharing.
Social and clinical norms
e Practice dictated by senior medical consultants rather than guidelines.
o Variability in MS management between clinics.

DMT, disease-modifying therapy; MS, multiple sclerosis.

some believed guideline producers were reluctant to favor
certain pharmaceutical companies over others. These con-
cerns were major barriers to guideline application.

Complexity and layout of guidelines. Clinicians noted
that long, complex documents were often impractical given
the practice time constraints; they preferred brief and digest-
ible documents, checklists, and visual aids to facilitate day-
to-day application. Most participants said guidelines do not
need to consider comorbidities; this is a role for the clinician
when interpreting the guidelines.

Accessibility and availability. Clinicians commonly report-
ed difficulties in accessing MS guidelines due to their dispersion
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across multiple platforms as well as restrictions imposed by
paywalls and login requirements; these were a major barrier to
application. At the time of the interviews, clinicians cited help-
ful guidelines on topics such as treatment initiation, manage-
ment and monitoring of infusion therapies, acute therapy for
relapses, some symptom management, and new and evolving
topics such as COVID-19. Clinicians reported a lack of available
guidance on DMTs during pregnancy and breastfeeding; man-
agement of primary progressive MS; treatment cessation; stem
cell therapy; emotional well-being; and management of pain,
fatigue, cognition, and continence as common yet complex
symptoms requiring individualized treatment.
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TABLE 4. Strategies to Overcome Common Barriers to Guideline Application Identified in Our Qualitative Study

Awareness and familiarity

Clinician related Awareness

Agreement

Outcome expectancy

Evidence and plausibility

Plausibility and applicability

Guideline promotion and distribution, initially and ongoing (eg, through newsletters, local
and online [ie, widely accessible] journal clubs or meetings, conferences).

Educational workshops focused on practical application.
Endorsement of guidelines by thought leaders in the field and professional bodies.
Evidence linking guideline application to better patient outcomes.

Use best-practice methods to develop guidelines and update them at least annually, or
create living guidelines, which are continually updated to reflect the latest evidence.

Ensure involvement of all relevant stakeholders in guideline development and minimize
conflicts of interest or influence from parties with a vested interest. Clarify when
recommendations involve health economic factors rather than those based solely on best
health outcomes.

Include options and suggestions to tailor national and/or international guidelines

Ensure guidelines are brief and digestible, with summarized versions, take-home messages,

Make guidelines well indexed, searchable, interactive (ie, being able to enter in patient

Develop a centralized and freely accessible guideline library, accompanied by patient-

Guideline related I to local practice.
Complexity flowcharts, and checklists.
Layout details), and visually engaging.
Accessibility

Workplace resources, policies,
and procedures
External factors

Social and clinical norms

oriented versions that can be easily printed or sent via email.

Ensure resources are available to review external guidelines regularly and update internal
guidelines accordingly, using reminders and appointing responsible people.

Seek endorsement and promotion of guidelines by senior clinicians, working groups,

professional bodies, and patient organizations.

Applicability. Many clinicians were cautious about using
external guidelines from countries other than Australia.
Clinicians consistently expressed the need for local area-
specific guidelines due to differences in funding, medica-
tions, resources, and available services across countries. Most
participants reported the application of internal guidelines
and protocols because they are often adapted from external
guidelines to be more relevant to the local health context by
groups they trusted to be up to date. Clinicians expressed a
need for guidelines to include actionable recommendations
or links to services and /or resources.

Target user. A cohesive guideline for all MS clinicians,
including neurologists, MS nurses, and allied health provid-
ers, was seen as a crucial facilitator to providing comprehen-
sive and consistent care. Clinicians also noted that guidelines
could be particularly useful for clinicians who do not fre-
quently treat people with MS as well as for junior clinicians.
Some clinicians stated that general practitioners should also
have guidelines that are relevant to their scope, due to access
barriers to MS neurologists in some areas of Australia.

Target patient. Clinicians often found that guidelines
were applicable to most people living with MS, but they still
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emphasized the need to tailor recommendations to each
patient. This was especially prominent when it came to fam-
ily planning and lifestyle or health behavior. Having guide-
lines available for patients (eg, handouts) aided consistent
messaging and combated misinformation. Several clinicians
noted the heterogeneity of MS disease course and symptoms
as a barrier to development and application of guidelines.
Some clinicians noted that the complexity of MS manage-
ment has gone up exponentially and that there has been a
shift toward “living well with MS” but the resources have not
kept up.

External Factors

Health care systems and funding. Clinicians regularly spoke
positively about the freedom they have in Australia when it
comes to prescribing high-efficacy DMTs. The mandated guide-
line compliance and restrictions on prescribing in some other
countries were thought to hinder best practices and patient out-
comes (see TABLE 7). However, it was also reported that limited
access to an MS nurse specialist impacted best care.

Workplace resources, policies, and procedures. Several clini-
cians reported that team-based practice and multidisciplinary

International Journal of MS Care



Treatment Guidelines: Barriers and Facilitators

TABLE 5. Clinician-Related Factors Impacting Guideline Application

“I am aware of them [MS Australia lifestyle behaviors guidelines]. | can’t tell you the last time | looked at them, to be honest.”—P10, MS

nurse, 10-19 years of practice, public/private
Awareness

“I know there are some incredibly good [guidelines], but I've never actually seen [them] too much. We need to be prompted; | think

we had a very good surge along with the brain health initiative.... We probably need to be reminded that there are some really good
resources out there that can help our clinical practice and save us time in clinic.”—P15, MS nurse, 20-29 years of practice, public only

“If | feel unfamiliar or less comfortable with a certain condition, that’s where | would start [ie, guidelines]. Because if | felt quite
comfortable or | manage that condition a lot, then generally, | usually would already be familiar with most of the guideline

Familiarity

recommendations and may or may not choose to go along with [them].”—P11, neurologist, 0-4 years of practice, public only
The COVID-19 guideline “was really helpful.... | think that was a time where none of us knew what we were grappling with, and so having

some principles around...vaccination approaches and advice and treatment approaches and advice was really helpful.”—P8, MS nurse,

10-19 years of practice, public only

“Overall, | think it aligns quite well. There have been very few, if any, guidelines that I’'ve personally either disagreed with or felt as
though they have led me down the wrong direction in relation to providing the patient with the best care possible.”—P1, MS nurse,

0-4 years of practice, public only

“The guidelines that I've had the experience using, | think they’ve aligned quite well. As | said, we sort of, from our own experience,

AT —P13, MS nurse, 0-4 years of practice, public

have gone a bit above and beyond with some of it. But...I haven’t noticed a large gap between the guidelines and my own practice.”

“Treatment for MS has always been quite individualized, and so it can sometimes be difficult to get clinicians to agree.... People [have]
different...approaches to risk management...and perceived risk of an intervention, and the approach will also be different in people who
see only MS patients and then people who see MS patients as part of a broader neurology practice.”—P2, neurologist, 10-19 years of

practice, public

“I believe guidelines can ensure evidence-based practices are continually being met and achieved and a standard of care can be
achieved and thus, hopefully, to achieve greater patient outcomes.”—P1, MS nurse, 0-4 years of practice, public only
“They [guidelines] can help you with consistency so you can consistently apply the evidence. And | think [they are] quite helpful for

Outcome
expectancy

safety and quality as well.”—P16, neurologist, 10-19 years of practice, public/private
“I suspect guidelines probably inhibit and adversely affect patient management when we’re specifically talking about disease-
modifying therapies and treatment of the disease.”—P14, neurologist, 30+ years of practice, public/private

“I certainly think they help guide decisions around setting up certain practice frameworks, particularly for newer people coming into
a service and things like that. But do they help us with a one-on-one, particular person sitting right there in front of us at a particular
point in time? Probably not so much.”—P15, MS nurse, 20-29 years of practice, public only

“l also have a particular interest in neuro-urology, continence, and so I’'m often just looking up guidelines from the International

Motivation

Continence Society and things like that.”—P10, MS nurse, 10-19 years of practice, public/private

“I’'m certainly open, would be very accepting of health and well-being guidelines.”—P1, MS nurse, 0-4 years of practice, public only

MS, multiple sclerosis.

teams included MS nurses as facilitators to guideline applica-
tion; these accommodations are often facilitated in the public
sector but not in private practice. Having internal guidelines
available and being involved in a regular review process kept
clinicians up to date. Automated reminders generated by
hospital systems to review guidelines and policies were reported
as helpful.

Lack of resources, which translated into time pressure and
staff shortages, resulted in difficulty meeting target time
frames set by guidelines. In particular, the inequitable access
to resources between clinics, especially in the geographical
context of Australia, was highlighted frequently as a barrier
to meeting guideline recommendations. Time was repeat-
edly discussed as the major barrier to guideline application;
however, some clinicians also mentioned that if optimized,
guidelines could make clinical practice more time efficient.

International Journal of MS Care

Professional development and training. There was
little mention of formal training on guideline application.
Clinicians were receptive to educational workshops and con-
ferences or incorporating further guideline education into
journal clubs and unit meetings.

Collaboration. Rather than relying on guidelines, clini-
cians turned to their colleagues and wider professional
networks for information sharing and/or news and guid-
ance. Working with a larger team meant they were more
likely to hear about guideline updates through colleagues.
Collaboration was therefore described as both a barrier and a
facilitator to guideline application.

Social and clinical norms. Most clinicians reported a
working culture that is open to guidelines, where clinicians
share them and consider integrating the recommendations
into their practice, but some reported that guidelines are not
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TABLE 6. Guideline-Related Factors Impacting Guideline Application
|
“Definitely where guidelines are available and where they’re definitely evidence based, those are encouraged, but a lot of times you
don’t have that evidence base and you kind of have to use your clinical judgment experience.”—P11, neurologist, 0-4 years of practice,

public only
“You largely work on your own clinical experience and experience with therapies.... Guidelines are often 5 to 10 years behind where
Evidence clinical practice is, I think.”—P14, neurologist, 30+ years of practice, public/private

“| think if they’re well constructed and realistic and based on best practice and kept updated and maintained and refreshed and reviewed
at the appropriate time intervals based on updated product information, they’re obviously going to provide ongoing best practice care.
Obviously, keeping in mind that it's got to be equitable. It’s got to be realistic, costwise. It’s got to be utilized by all prescribers.”—P8, MS
nurse, 10-19 years of practice, public only

International guidelines “are still tending to push patients onto less efficacious therapies early in the disease course and probably

adversely affecting their clinical outcomes in the long term.”—P14, neurologist, 30+ years of practice, public/private

“I think MS Australia obviously works closely with the neurologists, the ANZAN committee, to put up those guidelines, so there’s nothing

there that would surprise any neurologist reading it from Australia.... The important thing is it’s done in collaboration with...the MS
Plausibility neurologists as well as [the] allied health team, pharmacists potentially, to put up information that we all agree with.”—P4, neurologist,

5-9 years of practice, public/private

“I suppose | trust reputable sources if I’'m sourcing guidelines outside of my own realm.”—P16, neurologist, 10-19 years of practice, both

“The problem is it’s difficult...for authors of guidelines to be fully frank...with all the different drugs because they’re going to put certain

pharmaceutical companies offside.”—Pg, neurologist, 30+ years of practice, public/private

“It's a long document. There’s a lot of information in there. | don’t know too many clinicians who can spend a lot of time digging
Complexity through.... You’re wanting a registrar or a neurology fellow to know that document? You know, that’s not going to happen.”—Ps5, MS
nurse, 10-19 years of practice, public only

“If you’ve got a guideline, it can lead to a checklist, which can lead to not missing important things when you’re in the process of

Layout . S . . . X
following up or treatment initiation.”—P16, neurologist, 10-19 years of practice, public/private

“| think the one-stop shop...is probably the most important thing.... Resources that can be easily accessed or downloaded, in the

moment, to be able to provide to [the] patient.”—P12, MS nurse, 5-9 years of practice, public/private

“So being able to share guidelines can be a useful thing, particularly among practitioners who wouldn’t use them otherwise.”—P16,

neurologist, 10-19 years of practice, public/private

Accessibility

“Clinical practice will also differ in different parts of the world, so you have to consider that’s often related to...the way that medications,

Applicability for instance, are funded. And so you can’t have a global guideline.”—P2, neurologist, 10-19 years, public only

and “For example, most people who are working in MS will know that smoking increases progression, risk, and disability in MS...so they
actionability would be happy to advise the patient to stop smoking. But then the next step...might be beyond them, meaning, ‘How do | do that?’ And
in local health that’s also missing sometimes.”—Ps, MS nurse, 10-19 years of practice, public only

context “Which guidelines do we think we should be putting in place that suit the service we are able to provide?”—P15, MS nurse, 20-29 years

of practice, public only

“I think if there were some robust, brief, but sort of well put together symptom management guidelines, those could certainly be very
Availability useful to generalists and many of the allied health people who perhaps don’t see an awful lot of MS.... | think the things that possibly
aren’t done particularly well are probably bladders, mood, pain...spasticity.”—P14, neurologist, 30+ years of practice, public/private

“I think one cohesive guideline is better for the clinicians.”—Ps, MS nurse, 10-19 years of practice, public only
“I worry that generalists tend to be overly cautious. Therefore, patients are being exposed to levels of disease activity that are avoidable
early in disease course, with potential significant long-term [effects]. And if there was a way of generating living guidelines that got into
that general neurology community, [that would be ideal].”—P14, neurologist, 30+ years of practice, public/private

Target users “Definitely a guideline is needed because every time when | talk to a [general practitioner] or junior doctor or nurses, they do appreciate
any literal advice they get, because for MS clinic [staff], we are all familiar with it.”—P7, MS nurse, 20-29 years of practice, public only
“If you can sort of apply a guideline and then you can give the patient something to go away with that actually reinforces what you’ve
said...accessible patient information, | think, would be a useful tool...to improve the utility of guidelines.”—P16, neurologist, 10-19 years
of practice, public/private

“As it pertains to neurology, sometimes cases can be complex, and especially in MS, we may have quite dissimilar presentations among
our cohort, and therefore, a structured guideline may not be best practice for them.”—P1, MS nurse, o0-4 years of practice, public only

Target patient “It needs to be tailored to who they are, where they’re at, what their social dynamics are.... Best practice would be to give some people
the most highly efficacious medication for the treatment, but that might not work because they live 1000 miles away or 1000 km away.”—
P3, MS nurse, 5-9 years of practice, public only

ANZAN, Australian and New Zealand Association of Neurologists; MS, multiple sclerosis.

promoted. Rather, clinicians reported that practice is com-  as being particular to MS management, whereas practice in
monly determined by the senior medical consultant. They  other neurological diseases or other specialties is thought to
acknowledged that this leads to between-clinic variability in ~ be more closely directed by guidelines. The trend in guideline
how people with MS are treated. This practice was reported  application over time is unclear; some say that there are more
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Table 7. External Factors Impacting Guidelines

Health care systems
and funding

Workplace resources,
policies, and
procedures

Professional
development and
training

Collaboration

Social and clinical
norms

“In Australia, we’re very lucky in the way that we can access our drugs. And so we don’t have, necessarily, guidelines around
escalation therapy, which we know that other countries have.”—P10, MS nurse, 10-19 years of practice, public/private
“Neurologists will sometimes only be able to prescribe the more effective medications, particularly the infusion therapies, if
they have access to an MS nurse who can support them with the monitoring that’s required.”—P8, MS nurse, 10-19 years of
practice, public only

“Developing the document [ie, internal guideline] is a team effort...then it’s...provided as...a mandatory orientation document for
new staff.”—P2, neurologist, 10-19 years of practice, public only

“It [the system] prompts you if a policy is due for renewal or review, and there’s a process to sort of have that reviewed, and it
has all the key people involved in reviewing it.”—P6, MS nurse, 10-19 years of practice, public only

“Team-based practice...helps when applying the guidelines effectively.... The human tools that generally help me to better apply
them aren’t as available to me [in private practice compared with public practice].”—P16, neurologist, 10-19 years of practice,
public/private

“We’ve got this rising cohort of patients, and we just don’t have the resources and the staff to look after them well. So I think if
we’ve got these consistent guidelines that can just help people along the way, it would be a lot easier than fumbling through in
really busy clinics.”—Ps, MS nurse, 10-19 years of practice, public only

“Differing resources [in] different settings within Australia, where patients are geographically spread widely, make achieving the
consistent approach pushed by guidelines difficult.”—P2, neurologist, 10-19 years of practice, public only

“So we miss out on that because we are more regional.... If we had more professional development update sessions available,
you know, even if someone came twice a year and just gave us a what’s new in MS, maybe a bit more focused on guidelines, that
would be useful.”—P16, neurologist, 10-19 years of practice, public/private

“What about having educational modules or educational webinars where clinicians can tune in to something that’s either live or
recorded?”—Ps5, MS nurse, 10-19 years of practice, public only

“The greater likelihood of using guidelines is involvement with the specialist center, having a subspecialty interest, [or] working
with other colleagues in a team-based environment.”—P16, neurologist, 10-19 years of practice, public/private

“They [neurologists in our workplace] are very good at sharing them [guideline updates].... We have roundtable discussion
about the general consensus of what the team wants to do with this information. And I think | said earlier that some are very
happy to adapt them very quickly and some are like, ‘I don’t think what we’re doing is necessarily wrong.””—P10, MS nurse,
10-19 years of practice, public/private

“I think | probably look at continence guidelines more than MS guidelines currently in my practice, and that’s just because | do
work in isolation in my team in that regard and | don’t work with a urologist or a continence nurse, and so | probably double-
check guidelines in that specific area.”—P10, MS nurse, 10-19 years of practice, public/private

“I think a lot more of it may just come back to say the consultant does things a certain way, and you work that way.”—P15,

MS nurse, 20-29 years of practice, public only

“In a lot of other disease indications and conditions, there are guidelines that guide a lot of decisions that are made,
particularly about medications and about disease-modifying therapies. I’'m thinking particularly of the oncology field as well as
many others like nephrology, immunology.... We don’t have that in MS.”—Ps5, MS nurse, 10-19 years of practice, public only

MS, multiple sclerosis.

guidelines available and more clinicians using them, but oth-
ers say that they have not noticed trainees using them any
more than consultants.

DISCUSSION

Our qualitative study results show that the application of
MS management guidelines among Australian clinicians
varies widely. Preference was given to using internal
(hospital/clinic) guidelines, followed by Australian guidelines,
over international guidelines due to differences in resources
and available treatments and services across countries, influenc-
ing applicability. Barriers to applying evidence-based treatment
guidelines were mostly related to the guidelines themselves, fol-
lowed by clinician-related barriers; a few external barriers were
also reported.

International Journal of MS Care

Although many clinicians were aware of national and
international guidelines, they were not overly familiar with
their content. There was overall agreement that guideline
application improves the consistency, safety, and quality of
MS care (more pronounced among nurses than neurologists)
but that guideline application should be considered within
the broader context of clinical decision-making. Some neu-
rologists with decades of clinical experience reported that
they do not apply external guidelines at all but rely on their
clinical acumen. This selective uptake, especially by experi-
enced clinicians, has been reported previously in countries
where guidelines are not mandated.?* Others commented
that guidelines provide an opportunity to integrate new evi-
dence into practice and reduce the risk of outdated or biased
decision-making. Most clinicians reported a working culture

Vol. 282026 9



Weld-Blundell et al

Clinical decision-making arises from guideline
recommendations, clinical acumen, patient
factors, and resources.

Multiple sclerosis clinicians in Australia report
that guideline application can improve standards
of care but report varying practices in applying
treatment guidelines.

Clinicians suggested that guidelines should be
adaptable to local contexts, easily accessible, and
up to date and provided a range of strategies to
improve guideline implementation.

that is open to guideline application. However, it was also
commonly reported that the senior medical consultant sets
the direction in terms of treatment patterns, leading to vari-
ability in MS care between clinics or hospitals. Inequities
in MS care between clinics or geographical areas have been
investigated and reported on in the United States and Canada
and are shown to impact health outcomes.??¢ Research from
the United Kingdom showed DMT prescribing differences
between neurologists due to variability in familiarity with the
drugs and their perceived risks as well as organizational and
peer network cultures; the conclusion was that more needs to
be done to achieve equity in MS care.”

Our participants voiced substantial criticism of interna-
tional DMT prescribing guidelines. A common argument was
that these guidelines did not have best outcomes for patients
at their core but may instead have been driven by economic
factors (ie, conservative DMT management to keep costs
down). Another concern was that they were influenced by
pharmaceutical companies (ie, reluctance to strongly favor
some DMTs over others). These concerns are in line with find-
ings from Germany**** and the United Kingdom.#

These concerns may reflect a change in the field that
is moving away from the treatment escalation paradigm
(initiation of a moderately effective DMT and, if needed,
escalating to a more efficacious DMT with potentially higher
risks) toward the early intensive /aggressive (initiation of
high-efficacy DMT early) approach.?® As the long-term ben-
efits, risks, and costs of this approach are somewhat unclear,
several treatment prescribing guidelines continue to recom-
mend the escalation approach. However, the clinicians in our
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study were widely supportive of the early intensive approach,
in line with the literature>'3?3° and with recently published
Australian guidelines.® Clinicians appreciated the absence
of mandated prescribing guidelines in Australia; in contrast,
neurologists from the United Kingdom reported feeling
restrained by mandated NICE guidelines.?” Further, there
were concerns that guidelines (especially regarding DMTs)
were at risk of being outdated quickly. Suggestions were
made that guidelines that using a living evidence approach
for rapid updates when new evidence is published could
negate this issue. This approach has been shown feasible and
acceptable in stroke management?? and diabetes.?

Several areas that lacked guidelines were identified (fam-
ily planning, primary progressive MS, treatment cessation,
stem cell therapy, emotional well-being, management of
pain, fatigue, cognition, and continence), although some rel-
evant guidelines were published after our data collection.?*3*
Strategies to overcome the most common barriers identified
in our study include ongoing promotion and distribution,
educational initiatives, endorsement by leaders and profes-
sional bodies, demonstration of improved patient outcomes,
use of best practices for guideline development and regular
updates, stakeholder involvement, area-specific guidelines,
demonstration of accessibility and usability, and a centralized
guideline library (Table 4).

Strengths and Weaknesses

Our multidisciplinary team included people with lived experi-
ence of MS, clinicians, and researchers, most of whom have
contributed to MS guideline development; this strengthened
the development of the interview guide and the interpretation
of our findings. This is an important first step to understand
and improve the implementation of guidelines to improve
clinician application, given the lack of data in this area.
Limitations of this study include the small sample size and
use of convenience and snowball sampling; however, the con-
vergence of themes across the interviews, the international
literature included, and the diverse roles of the respondents
increase our confidence in the results. Our study focused on
Australian MS clinicians, which may limit generalizability to
the international community.

Implications

The outcomes of our study may inform future development
and implementation of guidelines, with the aim of improving
standards and equity in MS care. Guidelines are often simply
released (eg, via journal publications) but not implemented.?
Our study is especially pertinent given the recently published
guidelines for MS management in Australia, which included
80 recommendations, a large collaborative effort from MS cli-
nicians with input from a range of stakeholders.?*3* Significant
resources go into developing guidelines, and their appropri-
ate implementation ensures a return on resource allocation.
Further, access to Australian health care is fragmented and
poor for segments of Australian society? and guidelines have
the potential to play a role in reducing inequities.?
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Guideline developers, health care organizations, profes-
sional bodies of clinicians, and clinicians caring for people
with MS can use the strategies we identified (Table 4), com-
bined with the literature on guideline implementation,2+3%37
to work together to better implement where appropriate.
These strategies can be effective to improve practice and
patient outcomes; however, heterogeneity and gaps in evi-
dence remain.?*% Further studies should investigate whether
these strategies lead to (1) a change in MS clinician practice,
(2) improved health outcomes for people with MS, (3) reduc-
tions in inequities in MS care and health outcomes, and/or
(4) health care efficiencies and cost savings.

CONCLUSIONS

The results of our qualitative study found that the applica-
tion of national or international MS treatment guidelines
among MS clinicians in Australia was generally low. We
identified barriers and facilitators to guideline application
with associated strategies to improve guideline implemen-
tation. With considerable resources invested in the devel-
opment of high-quality and evidence-based guidelines,
improving implementation has the potential to reduce
variability in treatment quality and advance standards
and equity of MS care through more comprehensive and
contemporary care.
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