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Abstract

Background Changes in healthcare governance and the rise of evidence-based medicine (EBM) have over the last
decades contributed to an increase in guideline-driven management of general practice. There is a lack of recent
studies investigating how this continuous development affects the practice of Swedish general practitioners (GPs)
from a broad perspective. Thus, this study aims to explore how Swedish GPs relate to management control through
guidelines, how it affects their daily practice and work environment, and how they reflect on its consequences.

Methods We conducted semi-structured, face-to-face interviews during 2024 with 11 GPs from all across Sweden.
The transcribed interview data were analysed using thematic analysis.

Results We constructed three themes, each representing a field of tension created by guidelines: (1) Torn between
high ambitions and their resulting negative side effects, (2) Guidelines promote measurable over unmeasurable
knowledge, and (3) Although autonomy in relation to guidelines is highly valued, there are compelling reasons to
submit.

The first theme reflects a broad agreement on the benefits of guidelines and support of the growing ambitions
they reflect. However, guidelines also result in increasing work-load and reduce flexibility in healthcare
collaboration. The second theme highlights that because guidelines tend to prioritise measurable over non-
measurable knowledge, other aspects of GPs’ professional skills risk being underused and underdeveloped. The
third theme captures how GPs exercise a high degree of autonomy in relation to guidelines, yet occasionally
relinquish their clinical discretion. These tensions may result in side-effects such as a deteriorating work
environment, crowding-out effects, fragmented healthcare, and potentially reduced quality in areas of general
practice that are difficult to measure.

Conclusions While management control through guidelines entails many benefits, the participants in this study
also reported several adverse effects on both the quality of care and the work environment. Promoting quality by
organizing healthcare through increasingly complex guidelines may seem like a natural approach in a system that
focuses strongly on measuring outcomes, but it is also important for healthcare decisionmakers and guideline
developers to acknowledge its potential side effects.
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Background

Over the last decades, the conditions for general prac-
titioners (GPs) in Western countries to independently
manage their work have changed, driven by shifts in
healthcare governance and management [1-4]. A num-
ber of contemporary societal phenomena are considered
to have contributed to this development [5-7]. The first
is the expansion of bureaucratic governance, which, in
combination with the emergence of an 'audit society’,
places a greater focus on measures such as monitoring,
standardization, accountability, performance measure-
ment, evaluations, and audits within organizations [6-9].
Secondly, there is an increasing trend towards market-
based governance including competitive contracting,
patient-choice, and use of financial incentives [5-7]. A
third phenomenon is the emergence of evidence-based
medicine (EBM) from the early 1990s onward—a para-
digmatic shift that has influenced healthcare profession-
als’ decision-making by emphasizing the use of the best
available evidence from medical research [10]. In the
wake of EBM, clinical practice guidelines have prolifer-
ated, with the stated goal of enhancing quality, increasing
effectiveness and safety, and reducing practice variation
[11, 12].

However, guidelines directed at GPs are often more
than just tools for providing recommendations for good
practice based on the best available evidence. In addition,
they assist in the management of healthcare by serving
as rationing tools for cost containment and by provid-
ing standards for audits and the assessment of health-
care personnel [11, 13-17]. Although there is no official
terminology, several concepts are consistently used to
describe different forms of guidelines. For instance, while
‘clinical practice guidelines’ typically help clinicians to
make decisions in specific situations, ‘protocols’ and ‘care
pathways’ are more comprehensive, outlining clearly
defined sequences of steps that should follow a clinical
decision [11, 13, 17, 18].

How management control affects the medical profes-
sion has been the subject of extensive research and theo-
rizing across different research traditions, focusing on
the effects on the sociocultural status of the profession,
particularly in relation to privilege, power, and social
behaviour [3, 19-21]. The direct consequence of manage-
ment control through guidelines on the clinical practice
of GPs have been less studied [20-23].

Regarding clinical autonomy, existing qualitative
research shows that GPs sometimes struggle to maintain

their professional integrity in relation to clinical guide-
lines [15, 20]. Survey data show that doctors have expe-
rienced a loss of control over both work organization
and working conditions since the 1990s [24]. Meanwhile,
other research also reveals that, in terms of clinical deci-
sion-making, GPs often deviate from recommendations,
and that nonadherence to prescription guidelines is prev-
alent [15, 23, 25, 26].

Another area often covered in research investigating
GPs’ experiences with clinical guidelines is the issue of
trustworthiness and usability. This research indicates that
GPs generally trust that clinical guidelines can enhance
patient safety and help them stay up to date with the lat-
est medical knowledge [15, 22]. However, uncertainty
about both the motives behind the guidelines and their
usability in the complex reality of general practice seems
to be prevalent [15, 16, 22, 23, 27]. More specifically, find-
ings suggest a perceived increase in the risk of overinves-
tigation, overtreatment, and polypharmacy, especially
among elderly or multimorbid patients [22]. Additionally,
there is a concern that guidelines can jeopardize doctor—
patient communication and relationships and hinder the
GP’s ability to show empathy [16, 23, 28].

Clinical guidelines are also reported to make the work
easier by providing practical support in the clinical
encounter [21, 27], and to alleviate some of the burden of
decision-making responsibility from the GP [15, 23, 27].
However, findings also suggest that guidelines contribute
to an increased workload for GPs and may lead to a fear
of being subjected to professional review [16, 22, 25, 29,
30].

Earlier studies have investigated GPs’ experiences of
guidelines from a narrow perspective, such as barriers
to their use, and it has been unusual to allow GPs them-
selves to define what should be included in the concept
of guidelines [23, 27]. Furthermore, there are few recent
studies, and none have explored this issue from a broad
perspective within the Swedish context—one character-
ized by GPs being salaried employees and primary care
being provided in larger practices compared to most
other countries [31-34].

The aim of this study is to provide up-to-date knowl-
edge on how contemporary management control through
guidelines may affect the clinical work of Swedish GPs.
We will more specifically explore how GPs relate to the
management control, how it affects their daily prac-
tice and work environment, and how they reflect on its
consequences.
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Methods

Design

We chose a qualitative design based on semi-structured
interviews, aiming to gather narratives from lived experi-
ence in order to obtain detailed, rich descriptions of the
research subject.

Reflexivity

To enhance reflexivity, and thereby trustworthiness, we
actively reflected throughout the study on our own pre-
conceptions and underlying opinions, acknowledging
their contribution as a valuable resource when shaping
the research. For instance, sharing the same profession
as the study participants (as in the case of JL and LJ),
and thus being deeply familiar with the subject and the
working conditions of the profession, can be advanta-
geous when conducting and interpreting the interviews.
However, we have also been aware that such familiarity
may influence the interviews in unanticipated ways, may
affect the interpretation, and hinder the ability to rec-
ognize new patterns in the data. Meanwhile, half of the
research team (NJ and AG) are not medical doctors and
therefore contributed a different perspective throughout
the research process, from planning to analysis.

Participants and setting

To get perspectives from doctors with extensive experi-
ence from work in primary health care we chose to only
recruit specialists in general practice. In Sweden, this
means working at least 5 years as a resident physician
before qualifying as a specialist. We primarily used con-
venience sampling and snowballing, coupled with some
strategic sampling, to ensure a diverse group in terms of
geographic location, age and sex. Furthermore, a few GPs
were recruited deliberately based on their experience of
guideline development to ensure the inclusion of that
perspective.

All participants were contacted and asked for par-
ticipation by email, including information about the
researchers and the purpose of the study. Roughly half of
the invited participants did not respond to the invitation
email or chose not to participate for unknown reasons.

In total 11 GPs participated in the study, six women
and five men, aged between 39 and 65 years (median age
51). Their experience as specialists in general practice
ranged from 4 to 27 years (median 9 years). They worked
in different regions from Southern to Northern Sweden,
in metropolitan and rural areas, and in publicly as well as
privately run primary care centres. None of the partici-
pants had a personal relation with the interviewer prior
to the study.
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Data collection
The interviews were conducted between January and
August 2024. All interviews were conducted face-to-
face with only the participant and researcher present.
The participants were free to choose a location of their
preference. Thus, some interviews were conducted at the
participant’s workplace, others in secluded places in pub-
lic, and some in the participant’s home. The interviews
were semi-structured and based on an interview guide
(Supplement 1) that was continuously adapted through-
out the study to obtain a richer material. When develop-
ing the interview guide we were careful to ensure balance
by including questions about positive as well as negative
experiences of using guidelines. During the interviews we
deliberately refrained from defining ‘guidelines’ to avoid
the risk of overlooking previously unconsidered perspec-
tives. We also made sure to ask about both positive and
negative aspects of using guidelines.

The interview questions revolved around the following
themes:

— The GPs’ perception of their own autonomy in
relation to guidelines

— Guidelines and the quality of healthcare provided

— The doctor-patient relationship and how it may be
affected by guidelines

— The effects of guidelines on the work environment

— Strategies and potential use of guidelines when
encountering challenging patients, with ‘challenging’
being defined by the GP

To help the interviewed GPs begin illustrating their
opinions with concrete cases from their practice, most
interviews began by asking them to describe a patient
encounter that they had perceived as challenging. Fol-
low-up questions explored what made the situation chal-
lenging, how the GP handled it, and the potential use of
guidelines in that context.

All interviews were audio-recorded and transcribed
verbatim. The duration of the interviews ranged from 49
to 85 min (mean 61 min). After 11 interviews, informa-
tion power [35] was deemed sufficient, despite the broad
study aim. This judgement was based on the wealth of
information in the interviews, resulting from the highly
specific sample of study participants relevant to the
study, along with the high-quality dialogue.

Data analysis

The interview data were analysed using thematic analysis
[36]. The process began by familiarizing ourselves with
the dataset by reading the entire text. We then identified
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Table 1 Overview of the themes and sub-themes

1:Torn between high ambitions and their resulting negative side effects
- Guidelines improve health, efficiency and equality

- Guidelines cause work proliferation

- Ambitions to rationalise the primary-secondary care interface hinder
collaboration

2: Guidelines promote measurable over unmeasurable knowledge

- Algorithmic thinking may suppress other forms of knowledge

- Guidelines may impair clinical judgement

- Guidelines are ill-suited for some patient categories

3: Although autonomy in relation to guidelines is highly valued, there
are compelling reasons to submit

- Exercising a high degree of clinical autonomy

- Coping with high demands through adaptation

- Experience, fear of making mistakes and local workplace-culture influ-
ence autonomy

data extracts of interest, and labelled them with one or
more codes. In this phase, we aimed to code as many
potential patterns as possible, to ensure nothing of inter-
est was left out. JL. did most of the coding and AG also
independently coded part of the text to enhance discus-
sions about interpretations. After the initial coding, the
next step involved sorting the codes in search of themes
and sub-themes relevant to the study’s aim and research
questions. The themes were then reflected upon, reor-
ganized, and renamed several times before we arrived at
the final version. During the analysis process, the whole
research team openly discussed their interpretations and
actively contributed by reviewing the suggested codes
and themes in relation to the text to enhance reflexivity.

Results

During the thematic analysis, three different themes
relating to the aim of the study were constructed
(Table 1). Each theme is related to a specific field of ten-
sion that was identified in relation to the use of guide-
lines. The themes were further divided into sub-themes
for increased clarity. The descriptions of the themes are
illustrated with quotations from the participants, includ-
ing a number representing the participant.

1. Torn between high ambitions and their resulting
negative side effects

The first theme concerns the tension between, on one
hand, the growing ambitions in healthcare expressed
through increasingly complex guidelines, and on the
other hand, the sense that this development is progress-
ing without consideration for, or understanding of, the
overarching negative effects it may cause.

Guidelines improve health, efficiency and equality

A recurring theme was the strong conviction that evi-
dence-based medicine and clinical guidelines improve
health outcomes and are crucial for work in contempo-
rary health care. Clinical guidelines help quickly access
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the most up-to-date information on medical conditions,
which would be impossible to obtain through other
means, and provide support during clinical encounters.
They also contribute to faster spread of new medical
knowledge for use in clinical practice. Thus, evidence-
based practice evokes positive emotions, such as pride,
and contributes to work satisfaction.

When treating a patient with asthma, you also fol-
low guidelines. That way, you save lives.
- GP #1

There was also a belief that guidelines help protect
patients from the GP’s own shortcomings, as well as
other incompetent doctors and bad practice. That is also
why some of the GPs considered it wrong to act without
the support of guidelines.

Patients coming here should not suffer because of my
own shortcomings or a bad day, they should receive
equal care. It's hard to admit, but you're blind to
your own shortcomings. [...] That’s why guidelines
exist—as a safety net, if you follow them. — GP #4

Several of the GPs spoke positively about the aspect of
management control that involves audits and local com-
parisons between doctors, in areas such as lab testing,
radiology, and treatments. Such comparisons commonly
use guideline recommendations as the benchmark. This
improves the quality of care and gives GPs an opportu-
nity to review their own practice in collaboration with
colleagues, thereby enhancing decision-making con-
fidence. The guidelines also directly impact the GP’s
decision-making confidence and sense of security by pro-
viding clear instructions for concrete situations, leading
to faster decision-making and improved work efficiency.

I don’t believe it's the guidelines that give me trouble,
quite the opposite. They make you read up on the
subject, which makes you faster. — GP #1

In addition to improving medical quality for patients,
there was also a belief that management control enhances
equality and fairness in healthcare across the country,
which is seen as an independent positive aspect when
judging quality of healthcare.

National guidelines are a positive thing. Aiming to
ensure equal and high-quality healthcare for every-
one. — GP #3

Guidelines cause work proliferation
The GPs frequently mentioned how new measures are
continuously added to their existing work with the
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good intention of improving healthcare quality. New or
updated guidelines often introduce additional measures
to implement without removing others to counterbal-
ance the overall workload. Examples include lowering the
bar for more advanced investigations, increasingly strict
treatment targets, medical safety-netting such as annual
lab check-ups when prescribing certain drugs, increased
demands for detailed charting, and more requirements
for documentation in various registries. While each task
may be small on its own, it is the huge cumulative effect
of these tasks that makes it difficult to maintain a sus-
tainable pace of work. Another time-consuming task is
ensuring compliance with potential audits by document-
ing extra carefully in the medical record. This additional
documentation seemed prevalent, even though most GPs
did not appear to be overly concerned about the possibil-
ity of being audited.

You document to keep track of what you've done and
to help the patient. But we also document quite a
lot to prove what we have done. That’s the trend in
today’s society - you are not allowed to make mis-
takes. — GP #5

The GPs provided numerous examples on how guideline
development is increasingly leading to stricter and more
detailed criteria for when patients can be referred to
secondary specialized healthcare. Whereas it was previ-
ously possible to refer the patient when the GP deemed
necessary, it is now more common for the referral to be
rejected with reference to details in formal care agree-
ments—guidelines that specify the criteria a referral must
meet to be accepted. These kinds of guidelines were seen
more as a rationing tool rather than being focused on the
patient’s best interest.

Previously, you could send referrals for different
investigations, and someone would review and pri-
oritise them based on the referral. Now I wonder, do
the recipients have any medical knowledge? They
return referrals due to lack of information about
BMI in the referral, even when I describe severe sci-
atic symptoms with pain and motor loss.

- GP #8

The proliferation of tasks, increasingly detailed referral
requirements, and additional documentation required
for potential audits all lead to a growing workload for the
GPs—contributing to a deteriorating work environment.

The administrative work of chasing target levels
and similar tasks leads to more work, frustration,
crowding-out effects and stress. We can’t cope with it.
- GP #4
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The increased workload was also perceived as a risk to
healthcare quality provided by GPs due to crowding-out
effects. When the GPs have to work harder with less time
for every task, the result is a sense that there is some-
times insufficient time to make well-founded decisions
during individual patient encounter, or to properly pri-
oritise between different patients.

The public expects us to provide this basic health
care, but we can’t right now. Should I then strive for
decimals precision in LDL levels or check creatinine
levels for everyone? I understand that this can have
a significant effect on individual patients, but what
are the crowding-out effects? — GP #4

The GPs further discussed how increased management
control through guidelines may negatively impact the
entire healthcare system by raising costs and causing
unintentional crowding-out effects.

For every diagnosis there is always more you can
do—more for diabetes, more for osteoporosis, more
for wound treatment, and more for everything. But
the resources won't be enough to do more of every-
thing. — GP #7

Ambitions to rationalise the primary-secondary care
interface hinder collaboration

Some GPs described how the current system, with care
agreements that strictly define the responsibilities of each
healthcare setting in an ambition to rationalise health-
care, leads to less flexibility and a worsened collaboration
between doctors. In the short term it may be regarded
positively when the care agreements are designed to
increase power for doctors in one healthcare setting at
the expense of others. This was illustrated by several GPs
mentioning that they approve of guidelines that make
it impossible for secondary care doctors to reject cer-
tain referrals. However, in the long run, this reinforces a
mindset where everyone focuses only on their own role
instead of sharing responsibility for the patient and help-
ing each other.

In this guideline-developing committee where I par-
ticipated, people have stood up, shouting at each
other. Harsh words are exchanged— ‘This is your job;
and ‘We can’t perform genetical investigations at the
primary care level! So, it’s not without arguments
and disputes, with fights over who should be respon-
sible for what. — GP #2.

The weakened collaboration has negative consequences
for the patients, who sometimes fall through the cracks
when no one wants to take responsibility for them. To an
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increasing extent, the GPs also feel left alone with diffi-
cult patients, without receiving the necessary support
from secondary care.

The danger with care agreements is that everyone
focuses on their own part, which leads to a no man’s
land. I've worked so long that I remember when the
GP did the best he could, and when he reached the
limits of his capacity, he could refer the patient. I
miss that. — GP #10

2. Guidelines promote measurable over unmeasurable
knowledge

The second main theme revolves around the tension
between measurable and non-measurable knowledge.
The GPs provided numerous examples of how they uti-
lize capacities in their work that cannot be standardized
or properly described through guidelines, yet are seen as
equally important.

Algorithmic thinking may suppress other knowledge forms
Some GPs expressed that clinical guidelines, medical
education, and work reviews primarily focus on improv-
ing easily measurable values in healthcare. This may lead
to their work becoming more mechanical. One example
of how guidelines promote this form of knowledge is the
increasing use of assessment scales to support evalua-
tion during patient encounters, as recommended in the
guidelines.

Our psychologists [...] may say, ‘The patient scored
very high on this assessment scale—that’s worrisome.
But for me it's a worthless scale. A patient who is
upset with their boss and fills it out in the heat of the
moment will score very high. — GP #6

In this process, other important aspects of medical prac-
tice become undervalued, which may hinder the develop-
ment of key skills among GPs.

If I use a metaphor, the ability to cook food worsen if
you always rely on a cookbook. But the clinical eye
that comes with experience—the ability to perceive a
patient, to read behind the lines, to recognize what
is anxiety. Use of consultation tools. What are the
patient’s fears, expectations and thoughts? It’s easy
to forget about that. — GP #2

The ability to see the individual patient in their context
and take a holistic perspective on the situation, which is
characteristic for general practice, is one skill that may
be compromised in the current system. Another is the
ability to support behavioural change and foster patient
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acceptance, both of which are important for promoting
overall health.

She had tons of papers that she had written to the
Social Insurance Agency. After a while, I told her
that even if she is right, it might be time to bury the
hatchet and move on. ‘This is not making you feel
better! Later, she told me that was the best advice 1
could have given her. — GP #11

The tacit or practical knowledge, that the GP develop
over time, was also described as important. Some of the
GPs described this as the art of medicine or as relying on
their intuition in the clinical situation. Such skills develop
with clinical experience and through building long-term
relationships with patients.

When something feels off, but you can’t quite put
your finger on what it is. Then, in the end, something
usually surfaces, something unexpected. — GP nr 4

Guidelines may impair clinical judgement

The GPs also provided examples of how strictly adhering
to guidelines can actually harm the patient if not accom-
panied by the GP’s critical thinking and consideration the
patient’s own preferences. Such harms included unnec-
essary over-investigations, which can cause anxiety,
physical discomfort, or even pose a risk to the patient.
Another concern was that current guideline-driven care
contributes to increased medicalization, which may not
be beneficial to the patient’s overall quality of life. There
were also examples of how strict adherence to guidelines
may lead to denying patients treatments that could have
been beneficial.

An elderly woman with anaemia was referred [...]
and they wanted to perform a bone marrow biopsy
for which she was not prepared. She tried to object,
though perhaps not very forcefully. It felt like the
decision had already been made. She had undergone
the procedure once in the past, and found it to be a
terrible experience. [...] She experienced severe pain.
[...] Afterwards, she suffered from severe back pain
for many months, and no malignancy was found. 1
felt it was almost like abuse. — GP #5

Guidelines are ill-suited for some patient categories

Many of the GPs provided examples of patient catego-
ries they frequently encounter, where knowledge from
guidelines is difficult to apply. The common denomina-
tor for these patients seemed to be that their conditions
do not easily fit into well-defined disease categories, but
are rather multifactorial and often involve psychosocial
complicating factors. Examples included patients with
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chronic pain, psychiatric disorders—especially those
requiring prolonged sick leave certificates—multi-mor-
bid and elderly patients and those with diffuse symptoms
or functional disorders. In these cases, the doctor must
let go of the guidelines and rely on experience-based
practical knowledge. Discussions and collaboration with
colleagues were also highlighted as important when man-
aging patients who defy categorization.

When encountering patients with diffuse symptoms,
1 gain nothing from using guidelines.
- GP #8

3. Although autonomy in relation to guidelines is highly
valued, there are compelling reasons to submit

The third theme relates to the tension between, on one
hand, the GPs’ conviction about the positive aspects of
exercising their own clinical autonomy, and on the other
hand, factors encouraging them to relinquish this auton-
omy. Such factors include the perception that following
guidelines is a duty, as well as the expectation that adher-
ing to them will result in a less demanding work and a
reduced personal responsibility.

The GPs value and exercise a high degree of autonomy in
clinical, patient-related work

The GPs expressed that they value and exercise a high
level of autonomy in relation to guidelines when making
direct patient-related decisions. This was considered vital
to be able to work efficiently and make the right decisions
in the individual situation, even if it directly conflicts
with guidelines.

I can be generous with interventions that are cheap,
easy, and not too harmful, such as X-ray examina-
tions, if the patient is hesitant to resume movement
after an accident. [...] Medically, it might not be
strictly necessary, but on the other hand, it might be
required for this patient to start rehabilitation. — GP
#11

Common situations in which the GPs decide not to
adhere to guidelines included when the demands of the
guidelines are difficult to fulfil due to time constraints
or when the GP did not perceive the health outcome for
the patient as worth their work and time investment. A
recurring example illustrating this was the decision not
to pursue treatment targets concerning cholesterol lev-
els. When considering deviation from guidelines, the GPs
emphasized their professional judgement and responsi-
bility for the situation.
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Imagine people with asthma and diabetes. They are
supposed to have a yearly check-up with both a doc-
tor and a nurse. But it is not possible due to time
constraints. [...] Then it is my professional judge-
ment to decide that this is enough, even if it means
poor statistics in the quality registry. — GP #3

The patient’s wishes also had a significant impact on their
decisions, and respect for patient autonomy was often
prioritised over the guidelines’ instructions. This was
especially true when the patient declined an investiga-
tion or treatment, even if, in the GP’s opinion, it could be
harmful to the patient.

I'm not so insistent anymore. |[...] I recommend them
to, but if they don’t want the cholesterol-lowering
medicine, I don’t persuade them anymore. — GP #2

GPs’ willingness to adhere to guidelines may also be
affected by doubts about the guideline-making pro-
cess. Some doubted whether there are always only good
motives behind the guidelines, or if there could be finan-
cial motives, such as lowering the threshold for medical
treatment. Others questioned whether the committees
creating them always consist of people with sufficient
scientific knowledge. This view was especially prominent
when it came to local guidelines compared to national
ones.

I realize the danger of poor-quality guidelines, and
one such danger is that people lacking sufficient sci-
entific knowledge create them. — GP #1

Situations in which the GPs perceived that management
control restricts their freedom to make independent
decisions and manage their own work often evoked nega-
tive emotions. These emotions included irritation, anger,
shame, worry, and frustration.

I can feel a growing irritation when I want to make
my own decisions. If your patient has asthma, you
must do this, that and that. [...] It gets boring and
mechanized. — GP #8

Coping with high demands through adaptation

There were, however, examples where the GPs described
themselves as small pieces in a puzzle, or as cogs in the
machine, whose purpose it is to do the task they have
been assigned in order to maintain the functionality of
the healthcare system. This view included the belief that
one should not make decisions that stray too far from the
instructions in the guidelines. Additionally, there was a
perception that, at times, following guidelines’ instruc-
tions makes work easier and more efficient in clinical
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situations than using critical thinking and relying on
one’s own judgement.

It might be an easy way out. Instead of addressing
the underlying problem, just: “We order some tests,
Yes they were normal’ then “Thank you and goodbye!
- GP #2

Delegating decision-making to guidelines was also
described as an easy way to alleviate the GP’s responsibil-
ity for the medical outcome. Similarly, referring to guide-
lines in discussions with patients can relieve the GP of
responsibility for the decision when the patient holds an
opposing view.

Regarding opioid prescription, this clear guideline is
helpful. [...] If you have a chronical, non-cancerous
pain: ‘No! In that case, it is helpful to refer to the
guideline. — GP #6

The degree of autonomy is influenced by personal experience,
fear of making mistakes and local workplace-culture

Even though the GPs highly value clinical autonomy in
relation to guidelines, they provided examples of factors
that can affect the autonomy. One such factor was the
level of experience of the GP. Growing experience leads
to increased self-esteem, which can make the GP more
autonomous in the decision-making. To actively practice
one’s own autonomy can also strengthen it.

It has been an ongoing process for me to not just
comply [...] I have had to practice not following the
guidelines to the letter. — GP #2

Some of the GPs also described observing that other doc-
tors with certain personal traits—namely meticulous-
ness and anxiousness—tend to follow guidelines more
slavishly.

Such doctors have always existed, with or without
guidelines — those who are very focused on following
a cookbook’ that tells them how to work, driven by a
fear of making mistakes. But I think these guidelines
are an extra trigger for them. — GP #2

The degree of clinical autonomy exercised by the GPs also
appeared to be influenced by their group of colleagues,
who shape the local workplace culture. Some GPs had
experienced a range of attitudes to following guidelines
across collegial groups.

If you work in a primary care centre where the focus
is on the guidelines, it will be in one way. If you work
in place where the focus is less pronounced, perhaps
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with more emphasis on continuity of care and treat-
ing patients as individuals, then it will be in another
way.— GP #7.

Discussion

In this study, we have shown that within the current
guideline-driven management control of healthcare, GPs
find themselves caught in the midst of three areas of ten-
sion between conflicting values. These areas of tension—
(1) Torn between high ambitions and their resulting
negative side-effects, (2) Guidelines promote measur-
able over non-measurable knowledge, and (3) Although
autonomy in relation to guidelines is highly valued, there
are compelling reasons to submit—raise various chal-
lenges, which are further exacerbated as guidelines con-
tinue to grow in both number and complexity.

Findings in relation to previous research

Theme 1: Torn between high ambitions and their resulting
negative side-effects

Regarding the first field of tension, this study confirm
finding in earlier studies that GPs generally appreciate
the development of and use of evidence-based clinical
guidelines, and believe that it ultimately benefits patients
by improving quality in healthcare [25, 37, 38]. The nega-
tive effect in the form of increased workload resulting
from the growing number and complexity of guidelines,
as shown in our results, has also been acknowledged in
other qualitative research [29, 30]. A recent quantitative
study from England has confirmed that GPs have experi-
enced a substantial increase in total workload per patient
during the period 2005-2019. Notably, indirect workload
(administrative patient-related work) per patient-year
increased by 172% during this period [39]. Furthermore,
quantitative analyses have shown that, given current
staffing levels, it is impossible for GPs to fully comply
with all guideline instructions due to time constraints
[40, 41]. The increase in workload for GPs has earlier
been highlighted as contributing to both deteriorated
work environment and reduced patient safety, with some
describing the situation as being highly problematic [22,
29, 30]. This situation has prompted a recent initiative to
incorporate “Time Needed to Treat’ into the development
of clinical guidelines [42].

Considering both current and previous studies, one
type of guideline emerges as particularly double-edged:
those that delineate the areas of responsibility for GPs
versus secondary care physicians and define criteria
for valid referrals. These care agreements, prevalent in
Sweden, have been described in earlier qualitative stud-
ies as making GPs feel controlled, leading to frustration
and irritation [38]. At the same time, Swedish GPs have
also been shown to frequently omit required informa-
tion in referrals [43]. The GPs in our study perceive
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these guidelines as having become increasingly detailed
in recent years and identified several problems asso-
ciated with them. The referral process becomes more
complicated and time-consuming, but they also led to
fragmented healthcare, with GPs experiencing worsen-
ing collaboration with secondary care physicians and
patients falling through the cracks. Fragmented health-
care has earlier been described as both a reason for
deteriorating work environment for GPs and a threat to
patient safety [29, 44]. However, to our knowledge, these
kinds of care agreements have not been extensively dis-
cussed in previous research, nor does there appear to be
a commonly used term to refer to them.

Theme 2: Guidelines promote measurable over unmeasurable
knowledge

The findings in our study, suggesting that guidelines
may direct attention towards measurable knowledge on
behalf of other knowledge and abilities important for
health outcomes, have to some extent been reflected in
earlier research. It has previously been highlighted that
guidelines may divert the GP’s attention during consul-
tations, constraining their flexibility and limiting oppor-
tunities for creative problem-solving [25]. Furthermore,
the increasing use of clinical guidelines has been identi-
fied as a factor that may hinder the GP’s ability to exer-
cise empathy, a quality linked to positive outcomes such
as higher patient satisfaction, a deeper understanding of
the patient, and improved adherence to proposed treat-
ments [28]. Additionally, GPs have previously expressed
concerns that guidelines may potentially jeopardize the
doctor-patient relationship [23]. This relationship is itself
believed to be important for patient health. One reason is
that continuity of care—often regarded as a proxy mea-
sure for the doctor-patient relationship—has been associ-
ated with favourable outcomes, including fewer hospital
admissions and lower mortality rates [44, 45]. Our study
supports these findings by emphasizing unmeasurable
values such as the importance of building long-term rela-
tionships with patients, but also the role of clinical judge-
ment during consultations, the use of experience-based
practical knowledge, and the need to maintain a holistic
perspective.

Regarding the risk that the use of clinical guidelines
may potentially harm patients by impairing clinical
judgement, earlier studies have primarily identified this
as a risk for overtreatment, polypharmacy, and the medi-
calization of patients [22]. This study adds examples of
how the risk of subjugating patients to unnecessary and
potentially harmful investigations increases when their
preferences are not considered in medical decision-mak-
ing. However, similar to this study, respect for patient
autonomy over strict adherence to guidelines appears
to be common in previous studies involving GPs—a
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tendency not always observed in studies of other medical
specialists [16, 25, 27, 46].

On a more theoretical level, the discrepancy between
knowledge rooted in traditional quantitative scientific
research method, on the one hand, and the art of medi-
cine—which includes tacit and practical knowledge
derived from clinical experience—on the other, has been
widely discussed [10, 47]. That our study highlights the
tendency of clinical guidelines to favour measurable over
unmeasurable knowledge reflects discussions from fields
such as sociology and philosophy. It has been argued
that the pursuit of measurability can influence how peo-
ple think and act, potentially narrowing the appraisal of
relevance and value to what is easily measured, at the
expense of other ways of knowing [48, 49].

Theme 3: Although autonomy in relation to guidelines is
highly valued, there are compelling reasons to submit
Regarding the tension between exercising and subju-
gating clinical autonomy in relation to guidelines, ear-
lier research has shown concerns among GPs that their
clinical autonomy is being challenged by reorganization
of work, including increasing external quality controls
and demands for accountability. As a result, they some-
times struggle to maintain their autonomy when clinical
guidelines conflict with their own clinical judgement,
and guidelines have even been proposed as introduc-
ing the policy-maker as a third decision-maker in the
consultation [15, 16, 20, 25, 50]. However, the extent to
which clinical autonomy has been affected remains an
open question, as GPs in other research both report and
are shown to frequently make exceptions to guideline
instructions [15, 20, 25, 26, 37]. According to the find-
ings of this study, the GPs generally still consider their
clinical autonomy to be strong. They do not hesitate to
make decisions contrary to the instructions of clinical
guidelines if they believe it is the right course of action in
the situation, weather based on their clinical judgement
or due to distrust in the legitimacy of the guidelines. One
possible explanation for this strong sense of autonomy
could be that all GPs in our study were experienced spe-
cialists, in particular because they also expressed the
view that junior doctors tend to find it more difficult to
refrain from using guidelines.

What complicates matters, however, is that the GPs also
describe situations where they voluntarily refrain from
using their clinical discretion and instead uncritically
follow clinical guidelines—not because they believe it is
the best course of action, but because it may be the easi-
est or most convenient option in the situation. They also
provide examples of how this may relieve them of respon-
sibility for the decision, both in the event of an external
audit and in their interaction with the patient. This way
of acting could be interpreted as functional stupidity, a
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concept described by Alvesson and Spicer as a feature of
contemporary organizations that discourages reflexivity,
substantive reasoning and justification of action. While
functional stupidity comes with certain benefits for the
individual, such as increased sense of confidence and cer-
tainty, as well as for the organization, it can potentially
create problems within both the organization as well as
internal dissonance for the individual [51].

Strengths and limitations

This study aimed to explore how guideline-driven man-
agement control affects the practice of the GP, and the
qualitative design featuring semi-structured interviews
enabled personal and uncensored reflections. This led to
revelations of mistakes and other shortcomings that may
have been missed had the interviews been conducted
as focus-group interviews, a design commonly used in
earlier studies on the subject [22, 23, 27]. The decision
to include only specialists in general practice, combined
with the interviewer being a specialist himself, ensured
a deep understanding of the field being investigated
and minimized the risk of misunderstandings. Another
strength is the variation in the composition of the par-
ticipants in terms of geographical location, age and sex,
as well as the inclusion of GPs from both privately and
publicly run primary care centres of varying sizes. Addi-
tionally, since the study included both GPs with experi-
ence from guideline development and those without, the
likelihood of capturing a broad range of views and per-
spectives increased. This was confirmed by the diverse
opinions expressed by the participants regarding the
inherent value of strictly adhering to guidelines.

Compared to most earlier studies on the subject, this
study let the participants themselves define the concept
of guidelines. Earlier studies have, with a few notable
exceptions, commonly focused on certain forms of guide-
lines, such as prescription guidelines or guidelines for
single diseases [16, 22, 23, 27]. By abstaining from this
approach, we increased the likelihood of not missing out
important aspects of guideline-driven management con-
trol, and finding new and unexpected results. Another
approach that distinguished this study from most pre-
vious ones is that we, as researchers, aimed to maintain
a neutral stance toward the inherent value of different
forms of clinical guidelines throughout the study. In con-
trast, a common approach in previous research has been
to investigate barriers to the use of guidelines, thereby
implicitly adopting a positive stance towards the value of
guidelines [23].

Qualitative research provides in-depth understanding
of a specific context rather than broad generalisations.
By providing rich descriptions of the data, participants,
and the context where the study is situated, the reader
can assess whether the findings are transferable to their
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context [52]. The findings of this study convey a variety of
perceptions, but may not be transferable to all GPs work-
ing in Sweden. Furthermore, since only specialists in gen-
eral practice were included in this study, the findings may
not reflect the experience of more junior doctors, who
constitute a large proportion of those working in primary
care, thereby further limiting the generalisability of the
results.

Since the results are based on opinions and experiences
of the participants, it is important to keep in mind that
the findings—such as those regarding effects of guide-
lines on the healthcare system—may be influenced by the
current societal debate, such as the discussion around
initiatives like ‘Choosing Wisely’ [53]. There may also
be a risk that participants are more inclined to focus on
the negative aspects of guidelines rather than using their
interview time to discuss their positive aspects. Some
participants clearly recognized this risk, as they occa-
sionally made a point of emphasizing that they funda-
mentally appreciate guidelines.

There is also a risk that we, as researchers, may have
been influenced by our own preconceptions about the
subject, particularly since half of the group are GPs and
are therefore affected by guidelines in their daily prac-
tice. These preconceptions may also have been reinforced
during the literature search, as many of the relevant stud-
ies examining the impact of guidelines on primary care
focus on barriers to their use. During the interviews, the
interviewer’s dual role as both GP and researcher may
have introduced subtle bias, such as influencing the par-
ticipants to provide socially desirable responses.

Finally, the credibility of the study could have been
strengthened through methodological triangulation by
supplementing the interview data with other sources of
information, such as observations or document analyses,
or by using alternative interview formats, such as focus
groups. It could also have been enhanced if the inter-
views had been conducted by different authors, thereby
broadening the perspectives represented.

Conclusions

Our study indicates that the guideline-driven manage-
ment of healthcare presents several challenges that are
important for healthcare decision-makers and guideline
developers to acknowledge in the pursuit of higher qual-
ity care and more effective implementation of biomedi-
cal research findings. The GPs in our study all agree that
evidence-based clinical guidelines have significantly
contributed to healthcare and serve as a vital resource
for updated medical knowledge. However, our results
also illustrate, through concrete examples, how GPs per-
ceive that these increased ambitions can lead to adverse
effects. By increasing the workload, this development
contributes to a deteriorated work environment, as well
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as crowding-out effects. Also, the expanding use of so-
called care agreements further contributes to fragmented
healthcare, reducing flexibility in collaboration. Guide-
lines may also unintentionally lead to the underdevel-
opment of skills such as experience-based, contextual
clinical judgement, tacit knowledge, and the relational
abilities that support the doctor-patient relationship.

Between the positive and negative aspects of guide-
lines, the GPs attempt to strike a balance in determin-
ing how much autonomy to exercise in relation to them.
While all report a high degree of clinical autonomy, many
also describe situations in which, for the sake of conve-
nience, they voluntarily suppress their clinical judgement
and adhere to the guidelines. As efforts to integrate new
biomedical research into practice continue to grow, the
normative question of how much autonomy GPs should
retain in relation to guidelines remains an issue that war-
rants ongoing attention.
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