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The difficulties of basing healthcare on literary warrant have been
explained in different ways: busy practitioners have no time to read
extensively, physical access is difficult, and adequate surrogates for
texts like indexes, abstracts, systematic reviews are partial in their cov-
erage. The author suggests that a deeper problem of domain conflict
must be addressed. This paper reviews problems identified in previous
research on evidence-based nursing practice, which indicates that
there are conflicts between medical and nursing domains. EBM
(evidence-based medicine, or ‘text’) poses challenges for nurses (pro-
ponents of ‘caritas’). An additional surrogate for the medical corpus,
the clinical guideline, is discussed. When based on inclusive consulta-
tion, this may prove to be a hospitable epistemological bridge for
groups whose domains are in conflict. Drawing on ‘social studies of
science’ literature, the author explores the provenance and status of
the clinical guideline as a ‘translation artefact’ or bridging mechanism,
and presents a ‘snapshot’ case study of the Scottish Intercollegiate
Guidelines Network in 1998. She suggests that the clinical guideline is
a powerful documentary genre, which links several strands of infor-
mation science: information retrieval, literary warrant and the politics
of classification.

1. INTRODUCTION

The problem of trandating texts into practice was succinctly described by
de SollaPrice [1]:

In addition to ... clinical research, there is supposedly another, perhaps
even more numerous variety whose function is that it must be read and
evaluated by practitioners who are guided and influenced thereby in their
clinical practice. Though we have little direct or indirect evidence of this
process, one can see that such use, turning knowledge directly into action
must have special library problems. In particular, since the scientific and
medical community is not giving rise to further literature in the course of
turning clinical research papers into clinical practice, we do not have a
process of validating and evaluation [sic] such research by its affected
community. The heavy responsibility for proper reading and evaluating
such clinical literature is a vital technique that must be learned (p. 8).

Journal of Documentation, vol. 56, no. 5, September 2000, pp. 505-519

505
Asdlib, The Association for Information Management
Staple Hall, Stone House Court, London EC3A 7PB
Tel: +44 (0) 20 7903 0000, Fax: +44 (0) 20 7903 0011
Email: pubs@aslib.com, WWW: http://www.aslib.com



JOURNAL OF DOCUMENTATION vol. 56, no. 5

The ‘heavy responsibility’ of closing what may be called ‘Price’s loop’ has
been taken up in a number of ways. Foremost is the work of a dedicated cohort
who prepare systematic reviews [2, 3], notably contributors to the Cochrane
Collaboration (inspired by Cochrane’s 1972 plea [4] to consolidate the evidence
onwhich careisbased). By synthesising and eval uating evidence from clusters of
randomised clinical trials, systematic reviews can support recommendations for
practice that are based on evidence. Historically, the position of systematic
reviewsin the medical corpus has been ambiguous as major indexes have accom-
modated them differently [5], making retrieval by practitioners less than optimal,
though cognate publications like the Effective Care Bulletin have emerged which
address this problem. If the extraction of working knowledge from the literature
is not always easy, practitioners face further problems when they attempt to work
with knowledge that is held in patient records. Coding, for example, even where
codes are designed by practitioners (like Clinical Terms (the READ codes) in the
UK), can be inflexible [6] and there are incompatibilities across systems [7],
though the recently established UK National Health Service (NHS) Information
Authority may address these issues [8]. Some codes have not been accounted for
in UMLS (Unified Medical Language System), the ‘universal’ index, and though
work has been done on computer trand ation across coding schemes [9] these are
not yet standard components of clinical systems. And there areinconsistenciesin
the indexing of the major databases. Attempts to make the medical corpus more
searchable by busy practitioners can result in lost information unless an experi-
enced searcher familiar with the limitations of different coding and indexing sys-
tems undertakes the retrieval task [10].

In addition to reading and evaluating the literature, representing it in terms
which are pertinent to local practice isafurther responsibility. Until recently, local
habitats were of little interest to librarians, who aspire to create and maintain uni-
versal knowledge representation structures/schemata which transcend particular
and ephemeral descriptions. It is easy to understand the ‘ pressure for standardised
classification’ [11], but the end result, in the case of medicine, is a complex liter-
ary apparatus that can produce arbitrary results in the hands of practitioners con-
strained by lack of time, supported by different resources and exhibiting varying
degrees of searching skill in their attemptsto find materia that fits the framework
of local needs. American dominance of coding and classification (SNOMED,
MeSH) systems poses problemsfor areas where UK and US practices and cultures
are quite distinct, with their own vocabulary, notably primary care. The vision of
acomputer in every ward that can act as an in situ search engine and local archive
and thus integrate local and non-local knowledge may be redised in initiatives
like the National Electronic Library for Health, proposed in a recent NHS infor-
mation policy document [12], which is designed to ‘deliver better care by provid-
ing up-to-the-minute details of a patient’s clinical history and current treatment,
and access to the latest clinical research and best practice’. But implementation
cannot be effective where there is a lack of understanding of how local and non-
local knowledge intersect in the workplace.

Conversely, clinicians and managers are faced with the problem of capturing
local practice and representing it in terms that satisfy the criteria of evidence-
based medicine. The desktop workstation can fix details of local work that were
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previously elusive. Such representations may make it easier for practitioners to
identify areas of practice that are invisible in the current medical literature,
though worthy of extension and recognition beyond the local habitat. In theworld
of clinical practice, such activity is often undertaken by nurses, and nursing prac-
tice has served as a ready context for a critique of evidence-based healthcare
based on exploration of a number of ethical concepts: legitimacy, authority,
recognition, tranglation. Such themes are raised in a body of text that emphasises
the importance of domain expertise in categorising texts and work, and explores
the possibilities of convergence between local schemes and those of the biblio-
graphic canon. Several of these studies [13—-16] analyse the political economy
that underlies clinical classification schemes, like the Nursing Interventions
Classification (NIC). Such US debates on the constituents of legitimate clinical
knowledge overlap with concerns in the UK, and a number of studies have
explored the application of different types of knowledge in different clinical situ-
ations and across the different sectors of primary and secondary care. Urquhart
[17] warns against facile typologies in her discussion of the information-seeking
habits of clinicians where different mixes of forma and personal knowledge
are involved. Though there are observable differences in behaviour between
novice and expert doctors, ‘for nurses, the identification of particular groups of
“advanced practitioners’ seems much more difficult ... Local knowledge will be
particularly important for any information professional wishing to contact the for-
mal and informal “gatekeepers’ among nursing staff’ (p. 436). A general area of
contention is the status of ‘nursing knowledge': the nursing profession has
claimed that it is marginalised by guidelines, which make systematic reviews the
basis of healthcare. Nursing interventions, it is claimed, are not amenable to
assessment in terms of the randomised clinical trial, a medica yardstick, and
other types of ‘evidence must be considered. This view is summarised in
Berragan's [18] equation of ‘the move towards evidence based practice’ with
‘potential denial of personal ways of knowing such asintuition’ (p. 212). Thetext
which follows discusses the implications of claims that nursing knowledge is a
distinct domain, and considers the role of clinical guidelines as a bridging mech-
anism which may align conflicting points of view and help medical and nursing
practitioners to achieve their common objective of improved patient care.

2. BACKGROUND: NURSING IN THE UK

In the UK, the nursing profession has been challenged by two major develop-
ments. The first challenge is a shift from the ‘Nightingale model’ of apprentice-
ship in the wards (backed up in the college classroom) to training in the higher
education sector, either at the level of afirst undergraduate degree, or, in the case
of experienced practitioners, at masters level. The process of migration was com-
pleted in 1992 [19]. Recent government initiatives have consolidated the peda-
gogic shift. Both the Post Registration Education Programme (PREP) and the
‘Year 2000' programme will contribute to a level graduate playing field where
practitioners continuously update their skills and knowledge base [20]. In addi-
tion, evidence-based medicine (EBM) will drive fiscal and professional practice
in NHS institutions. Medical, clinica and paramedical staff are encouraged to
base treatment on the results of studies of previous outcomes, not simply on his-
torical precedent or personal bias [21-24].
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For experienced nursing practitioners who undergo continuing professional
training, access to the corpus of evidence may prove problematic, as firstly, they
may not have access to databases and secondly, they may not know how to navi-
gate the ‘grand structures' offered by major suppliers of data such as MEDLINE,
BIOS S and Embase [25]. Both of these issues have been raised as inhibitors for
practitioners who must work with ‘evidence’, and, since they are construed as
technical problems, training is considered to offer a solution. Underlying these,
however, is a third problem: practitioners may find it difficult to reconcile their
structural understanding of the canonical textual domain with their understanding
of practice[26, 18]. Bridging mechanisms are required which can capture nurses
perceptions of the component parts of their work, and their understanding of
where these fit into frameworks offered by the medical literature.

The topic of ‘trandating texts into care’ was explored with the help of agroup
of experienced nurses acquiring masters level degreesin Queen Margaret College
(QMC) in Edinburgh (now Queen Margaret University College). QM C hastrained
nurses for many years, before and after the migration to the higher education sec-
tor, and istalked of in the profession as offering the ‘QMC model’, which empha:
sises understanding of context and quality of life asimportant factors in effective
intervention. Volunteers were sought in the early stages of a spring semester
research methods class (1998) who would help the author explore evidence-based
healthcare as a classification and retrieval problem; but as discussion of this topic
developed, it became clear that indexing structures and the role of nursing indexes
in the retrieval apparatus were not of primary concern to the practitioners in the
class. The recent and ongoing publication of mandatory clinical guidelines was a
more pressing challenge, as these were primarily based on randomised clinical tri-
as (RCTs), perceived by many participants as biased by medical (‘doctor’) input
and excluding ‘nursing knowledge'. The focus of the project shifted to clinical
guidelines, the assumptions and politics that underlie them, and nurses percep-
tions of their pertinence to nursing practice and the nursing profession. The text
which follows reviews literature on the information habits of nurses, discusses
nursing knowledge and a nursing ‘point of view’ which may inhibit nurses from
embracing evidence-based hedlthcare (or ‘trandating texts into practice’), and
concludeswith an analysisof clinical guidelinesin the Scottish Health Service and
their likely role as mechanisms for bridging different kinds of knowledge.

3. TEXTUAL INHIBITIONS

To support the claim that a clinical guideline can remedy conflicts between the
medical and nursing domains, evidence that problems exist must be supplied: the
brief review of the information habits of nurses which follows attempts to do this.
In the UK, these issues have been discussed from the standpoint of librarians and
information professional s perplexed by lack of engagement, and determined to find
atechnical solution to the problem [27, 28]. A much cited review of nursing infor-
mation habitsin 1994 [29] revealed that onethird of nursesdid not engage with the
literature at all; that one third consulted afew trusted sources not involving search-
ing (trade literature and word of mouth); and that only one third exploited the
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apparatus of biomedica indexes. The main indexes consulted were CINAHL and
MEDLINE. Bawden and Robinson [28] indicate that the situation had changed lit-
tle at the time of their survey and that librarians' knowledge of the literature was
deficient, with five out of eight librarians surveyed unaware of key resources. The
library profession perceives these habits as correctable by improved access (pro-
posed solutions include in-ward libraries, bookclubs and so on) and by training,
which will improve the underdevel oped search skills of nurses [27]. Cullum and
her colleagues [30], in an article promoting a new journal (Evidence-based
Nursing) published jointly by the British Medica Association and the Royal
College of Nursing, observe that ‘ studies’ show that research-based nursing careis
more effective, though nurses do not inform their practice with research. They con-
strue this as an access problem: relevant research is not always reported in nursing
journalsand nurses are not trained to ‘ find and appraise’. The EVINCE project [31]
has explored the potential role of library and information servicesin an education-
al process which may improve the integration of practice and codified knowledge.
The authors note that the * specific barriers are cultural and structural’, and thereis
adivide between the researcher, the practitioner and the educator (p. 93).

Recent work on itinerant practitioners (midwives, health visitors) has looked
at the World Wide Web as a way of overcoming physical access problems [25].
For the QM C group, travel from remote workplaces to access points (nearest uni-
versity, nursing or public library) makes physical remoteness an issue. The scope
of what could be accessed is also problematic, as resources are scattered across
different specialist libraries —a point confirmed in the literature [19]. In addition,
the QM C group described navigation and searching difficulties: trained by library
staff, they were only aware of simple keyword searches and found the process of
iterative sifting that followed badly constructed strategies too time-consuming:
they thus did not rank the biomedical literary apparatus highly as aresource.

Though nursing practitioners may well understand how the world of scientific
evidenceis constructed and isto be navigated, there is a deeper issue: asuspicion
of the medical evidence that they are required to access, which emerges from the
particular model of patient care on which their professional training is based [26,
32]. The accommodation of detail is a significant problem area: the randomised
clinical trial, which is the most highly ranked standard for evidence-based medi-
cine, has been designed to occlude detail in the interests of generalisable out-
comes, and the nursing models currently presented to students in UK higher
education institutions are heavily qualitative. If many of those who write for pub-
lication are garrulous when reporting on patients, they appear reticent when asked
to explain or account for the interventions that constitute practice. Cutliff [33], in
a discussion of nursing development units to foster best practice observes that
experienced practitioners are often ‘unable to put into words why they have
behaved in a particular way’ (p. 329). This point is developed further by Berragan
[18], who describes the difficulties often faced by practising nurses ‘in defining
what they do and hence what it is that constitutes nursing practice’ (p. 211). She
is sympathetic to this predicament, claiming that ‘tradition and folklore still
abound in nursing practice and are powerful sources of knowledge embedded in
nursing culture’ (p. 212).
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4. DOMAINS IN CONFLICT

As explained above, a migration to the university sector has been a major driver
of ‘professionalisation’ of nursing in the UK. Animportant part of this process, as
of any professionalisation programme, is the establishment of a distinct body of
knowledge. In the case of nurses, this involves a conscious dissociation of their
practice from that of the medical domain. In the early years of separatism, mod-
els of the nursing process focused on distinct sets of tasks which defined the work
of the nurse [34]. More recently, an ‘ethic of care’ has been proposed as the dis-
tinguishing feature of the domain [35, 32]. Cutliff [33] describesthis as‘apartic-
ular philosophy or set of attitudes, a philosophy which sees them (nurses) as
caring, committed, self-aware, individuals who view their clients in a holistic
manner and seek to empower them’ (p. 328). He draws on Benner’s work [36] to
posit power sharing within the therapeutic relationship as the objective of care —
expert interventions, suffused with ‘warmth and unconditional positive regard’
[32] will induce hope, a sense of control and an improved quality of life. The
‘new nursing professional’ [37] focuses on nurse-patient empathy as much as
technique or medical knowledge: ‘the psychological and subjective nature of the
body’ isthe focus, and narrative and subjective testimony are accepted as sources
of knowledge. The QMC mature students, like many other university-trained
nurses in the UK, use the Roper model [38] to structure clinical practice in the
ward. Thisfocuses on lifestyle and lifecycle analysis to provide a holistic profile
of the patient, which will extend the frame of reference of therapy beyond the
immediate locus of clinical intervention.

Concomitant with this approach to practice is aresearch bias towards method-
ologies (largely phenomenological) that embrace affect and intuition as primary
dimensions of therapy. Making the same point as McCloskey and Bulechek [13]
in relation to the Nursing Interventions Classification in the US, Hicks and
Hennessy [26], in a discussion of the shift to EBM, comment that ‘ emphasis on
RCTs with relative marginalization of aternative, more qualitative forms of
research, may seriously limit the nursing research database because of its inap-
propriateness for many nursing interventions' (p. 595). They suggest that the
problem is structural — qualitative research is not favoured at either the funding or
dissemination stages of the construction of the medical knowledge base in the
UK. As aresult, there is alack of confidence among nursing professionals that
they can conduct and evaluate research, and a lack of management commitment
to nursing research. They claim that over-emphasis on RCT-based research has
been counterproductive: in spite of heavy promotion, many in the nursing profes-
sion choose to ignore the texts —there is ‘ an entrenched disinclination ... towards
any roleresponsibilitieswhich are not firmly embedded in direct caring activities
(p. 596). Positing ‘ mutual regard and respect, intuition and caritas’ (p. 598) asthe
value system that underlies nursing practice, Hicks and Hennessy [26] describe
the RCT as ‘a methodology that conflicts with the nursing tradition, relegating it
to aninferior position which by implication, has neither the right nor the might to
make any real differenceto clinical practice’ (p. 599).

Taking aless strident line, Kitson [39] suggests that a key criterion of profes-
sional intervention whether initiated by a doctor, nurse, or physiotherapist is
‘doesit dowhat it isintended to do?, and that this can only bejudged on the basis
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of evidencefrom clinical experience, or, at best, research evidence. Thereisadif-
ference between weighing an intervention against the scientific evidence and tak-
ing acritical approach to work, and eval uating expected patient outcomes against
implicit standards based on clinical experience and judgement; but, if adiscipline
is‘young’, the former may not be easy to do. She reviews the literature on effec-
tive intervention and finds little to support the claims that individual relationships
are critical to positive outcome, though educating patientsis. Kitson questionsthe
dominance of disease classification categories based on RCTs of pharmacological
interventions and makes apleafor theinclusion of alternative approachesto diag-
nosis, which recognise the complementary tradition of ‘ clinical experience’. This,
says Benoaliel [40], should not be interpreted in too narrow away. While sympa-
thetic to qualitative research, specifically the grounded theory approach, she
states that there is‘aneed within nursing to broaden current definitions of nursing
practice beyond the narrow confines of the nurse-patient relationship as a one-to-
one enterprise ... [since] in the real world of healthcare delivery, care-giving is
offered by multiple nurses, not one ... [T]he larger environment of the work set-
ting influences how nurses practice as individuals, how they work as colleagues,
and what happens to patients and families’ (p. 418). Though there is a case for
knowledge acquired by qualitative meansto be included in the canon of practice,
much of this work has not been rigorous or particularly persuasive [41] in ensur-
ing that nursing knowledge per se is recognised as a powerful professional cor-
pus, and there is dissent in the nursing profession as to how to strengthen the
position of ‘nursing knowledge' as a clinical warrant. Walsh [42], for example,
dismissesthe ‘empathic turn’ and states that accountability in law isakey criteri-
on of professional practice: ‘ Appealsto nebulous concepts of intuition and know-
ing in the doing will not impress the NHS trust or GP conscious of litigation and
risk management. The nurse must be able to justify his or her actions with refer-
ence to an objective evidence base if he or sheis to earn the authority that will
make for truly accountable practice’ (p. 41).

5. ALIGNING DOMAINS: A SOCIAL STUDIES OF SCIENCE APPROACH

The text so far has outlined a scenario where two domains, one well established
(medical) and one newly professionalised (nursing), may be in conflict. Though
both share clinical practice as an arena, and wish to attain common outcomes
within that arena, there appears to be little common ground in terms of the under-
standing and identity that drive practice: the two domains are in a state of
non-alignment. External directives, however, require them to overcome their dif-
ferencesin the interests of accountable service. Since nursing, as a newly profes-
sionalised domain, is unlikely to abandon the traditions (in ethics, research and
practice) on which it bases its claim to separate status, some means of accommo-
dating difference must be found. In the sections which follow, the role of the clin-
ical practice guideline as ameans of accommodation is explored. The exploration
draws on abody of work on the politics of classification undertaken in the disci-
pline of the socia studies of science. This work suggests that classification is
apolitical act, which can be subjected to sociological inquiry.

In 1989, Star and Griesemer [43] addressed the problem of how organisations
reconcile the diverse interests of employees with the need to co-operate. They

511
Asdlib, The Association for Information Management
Staple Hall, Stone House Court, London EC3A 7PB
Tel: +44 (0) 20 7903 0000, Fax: +44 (0) 20 7903 0011
Email: pubs@aslib.com, WWW: http://www.aslib.com



JOURNAL OF DOCUMENTATION vol. 56, no. 5

suggested that thisis achieved in many organisations by means of shared artefacts
(tangible and intangible). These objects help employees to accommodate diver-
gent trends by providing a focus of attention for negotiations on controversial
issues. Such ‘boundary objects provide common ground for heterogeneous
social actors to work together. They may be artefacts, texts, prescriptions, classi-
fication systems: they are to some extent protean — ‘plastic enough to adapt to
local needs, and the constraints of the several parties employing them, yet robust
enough to maintain common identity across sites’ (p. 393). Asthey ‘inhabit sev-
eral intersecting social worlds and satisfy the informational requirements of each
of them’ (p. 393), boundary objects are essential components of information
infrastructure. The creation and maintenance of boundary objects is a political
process. Organisational actors who engage with them will seek to promote their
own concerns, and enlist allies with this end in view. In the museum case study
which provided Star and Griesemer with a context for their discussion, boundary
objects were away of ‘tranglating the concerns of the non-scientist into those of
the scientist’ (p. 404). The term ‘trandation’, in this lexicon, denotes a political
process. Trandation happens through a process of ‘inscription’; artefacts embody
the interests of those who engage with them, and carry, as Star and Griesemer
indicated, ‘at every stage the traces of multiple viewpoints, trandations and
incomplete battles (p. 413). Thispoint isreinforced in the work of Suchman [44]
who suggested that categorisation devices are sites where internal and externa
claims to organisational territory are contested. From this perspective, a clinical
guideline may be seen as akind of manifesto, with greater or lesser authority con-
ferred by the gravitas of the committee responsiblefor its production. Aswe shall
see below, UK clinical guidelines may be seen as both weak (with local applica
tions only) and strong inscriptions (which carry weight in wider constituencies).
At the time of the study, there were many local variants, published under a num-
ber of different auspices, which makesit hard to talk in terms of a political centre
with some guidelines (those endorsed by the NHS, for example) conferring con-
siderable authority on certain interventions. As noted above, the recent formation
of the NHS Information Authority [8] will consolidate the position of anumber of
recommended interventions.

Bowker and Star and their colleagues[14—16] have analysed anumber of clas-
sification systems, drawing on, inter alia, the boundary object framework. Points
in common between their analysis and what may be observed in the devel opment
of clinical guidelines in the UK suggest that clinical guidelines may also be
described as classification objects. Bowker et al. [14] describe a‘ quiet politics of
voice and valuesin information infrastructure’ (p. 345) and illustrate this process
with a case study of the NIC. This scheme inscribes a ‘vision of what nursing is
and should be', and it co-ordinates ‘bodies, impairments, charts, reimbursement
systems, vocabularies, patients and health care professionals’ (p. 349). It has con-
tributed to the strengthening of the political position of the nursing profession, as
it has been included in a number of major domain resources, including UMLS,
‘amajor victory for the development group’. The effectiveness of the NIC (or,
asisclaimed here, any classificatory inscription) may be judged, say Bowker and
his colleagues, in terms of three dimensions: comparability (equivalence across
siteswhich isbased on ‘regularity’ in semantics and objects), visibility (or ability
to accommodate what is ‘wrongly invisible’), and control, or hospitality to
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appropriation by users (p. 347). These criteria are applied to Scottish clinical
guidelinesin alater section of the text.

In addition to the boundary work of Bowker, Star and their colleagues, work by
Berkenkotter [45] on ‘boundary rhetoric’ isrelevant to claims being made herefor
clinical guidelines as bridging mechanisms or trandation artefacts. Berkenkotter,
drawing on work by Fuller [46] on ‘interdisciplinary interpenetration’, ‘trading
zones and ‘boundary rhetoric’, describes disciplines as ‘ contingent groupings of
practitioners situated in multiple networks determined by such factors as objects of
study, theories, methodologies, epistemological aliances, institutional sites and
funding arrangements’ (p. 177). Boundary rhetoric, says Berkenkotter, is primar-
ily designed to accommodate disciplinary differences, though it may, over time,
alter practice; it rallies support in anumber of different fields ‘ through the creation
of aheteroglossic text’ (p. 179). Key informants, trusted authoritiesin anumber of
fields, can play animportant rolein enlisting and enrolling alliesto support emerg-
ing rhetorics. The transdisciplinary or ‘heteroglossic’ mix offered by the clinica
guideline is potent: as indicated above, it embodies the filtering expertise of the
searcher, the relevance judgements of clinicians, and the feasibility assessments of
management staff in a practical guide to action.

6. CLINICAL GUIDELINES AS ‘TRANSLATION’ ARTEFACTS

The brief case study which follows presents an analysis of the development of
clinical guidelinesin Scotland and attempts to evaluate them as trandlation arte-
facts, as boundary objects and as inscriptions. It isto be seen asa‘ snapshot’, and
reflects the status quo in June 1998. Clinical guidelines were defined at that time
by the Scottish Intercollegiate Guideline Network (SIGN) as ‘evidence-based
national recommendations ... that are translated by local practitionersinto proto-
cols which reflect particular local circumstances and styles of practice ... the
available evidence is correctly synthesized and weighted within a guideline, so
that, when followed, the guideline leads to improvements in health’ [47]. The
SIGN secretariat is a network of clinicians and healthcare professionals that
includes representatives of al the UK Royal Medical Colleges (the professional
bodies which validate practitioners) as well as nursing, pharmacy, dentistry and
professions alied to medicine. Patients' views are represented on SIGN through
the Scottish Association of Health Councils. SIGN works closely with other
national groups and government agencies active in the National Health Service
in Scotland.

The theoretical work of Bowker, Star, Timmermans and Berkenkotter, outlined
above can contribute to understanding of how clinical guidelines developed in
Scotland are bridging devices which are formed in a political context. In the first
part of the paper, the intractability of the medical corpus as a source of clinical
practice or ‘care’ was discussed in terms of three problem areas: structural ineffi-
ciency, epistemological dissonance and ethical conflict. Structural inefficiency was
described in terms of the medical literary apparatus and the different transforma
tions or surrogatesthat allow accessto the archive: abstracts, indexes, codeswhich
may appear inconsistent to a practitioner. Clinical guidelines can overcome the
problems of structural inefficiency by delegating searchesto a cohort of motivated
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clinical domain specialists. This adds to the number of removes at which practice
draws on literary warrant, but facilitates practice that fulfils Price’s desideratum of
turning knowledge into action on the basis of validation and evaluation ‘by its
affected community’ [1, p. 8]. The transformation process, which underlies clini-
cal guidelines, has, in the UK at least, been relatively transparent [48]: details are
provided of anumber of sources and search strategiesinvolved. By classifying the
literature in terms of recommendations for action, in aprocess endorsed by groups
of named stakeholders who constitute the development team in any given case, the
guideline cuts several epistemological knots. At the time of the study, however, the
diffusion of guidelines was rather arbitrary. Asindicated above, they wereindexed
inconsistently in the major databases. Embase admitted any articles dealing with
good clinical practice and clinical protocols for indexing as types of practice
guidelines. MEDLINE made a clear distinction between clinical protocol and prac-
tice guidelines with no hierarchical relation between them, though a document
type field existed that could be used. UK hedlth librarians, not surprisingly, were
reportedly unsure of where to look when clients asked for guideline information;
guidelines were, and are, however, well represented on the web [49].

In its role as a broker between the dissonant worldviews of different profes-
sional domains, the guideline can be seen to function as a boundary object.
Measured in terms of Bowker’s criteria for an effective classification schema, it
offers comparability. The recommendations that al local developers work on the
basis of national and regional guidelines (as that is the level where expertise is
likely to be available to carry out systematic reviews) is likely to be heeded, and
the guidelineswhich have the backing of the NHS or professional bodies (asisthe
case of SIGN) will have larger reach, as they have greater validating power in
funding allocations. In terms of enhancing visibility, the ranking system allows
guidelines to be hospitable to the description of non RCT-based, non drug-driven
treatment, and though such descriptions may not be highly ranked, the fact that
they are listed is evidence of the inclusiveness of the project. An early SIGN
report on epilepsy, for example, includes ‘ numerous examples of patient leaflets
and booklets' gathered by the clinical nurse specialist with help from the Epilepsy
Association for Scotland, ranked as Grade C material. (‘ Grade C' indicates either
absence of directly applicable clinical studies of good quality or an extrapolation
of level 1, 2 or 3 evidence). Weak warrant aside, the role of the clinical nurse
is foregrounded in this guideline: she ‘would act as educator and trainer for staff
and patients, audit co-ordinator, and facilitator in the implementation of local
protocols’ [50, p. 26].

In terms of control, or openness to user adaptation, Bowker’s third criterion,
the UK clinical guidelines score highly. SIGN’s participative philosophy is typi-
cal of groupsthat develop clinical guidelines:

It is expected that this guideline will be adopted after local discussion
involving clinical staff and provider and purchaser management. The Area
Clinical Audit committee should be fully involved. Local arrangement will
then be made for the derivation of specific local protocols to implement
the national guideline in individual hospitals, units and practices and for
securing compliance with them. This will be done by a variety of means
including patient specific reminders, continuing education and training,
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and clinical audit. Service contracts will reflect the arrangements fully
along with their related costs [50].

Though local developers may deviate from national guidelines, they should
document any significant departures, explain the reasons for the differences and
document these in patients’ notes.

Asan ‘inscription’ device, the clinical guideline captures the political dynam-
ic of those involved in its construction. In terms of aligning different stakehold-
ers, the major work has been done behind the scenes by government, theinvisible
hand, which has made the randomised clinical trial (RCT) the ultimate standard
for care and indicated that only RCT evidence should be invoked in contracts for
the purchase of health care: what is being inscribed is the medical point of view.
In avery British compromise, however, those who promote other ‘ways of know-
ing’ areinvited to contribute. This can be compared with the situation in France
at the time of the study [51], where doctors were fined for non-compliance with
RCT-based guidelines. In the UK, akey group ‘do’ the inscription, allied in dif-
ferent ways according to the therapeutic focus of the guidelines, with other prac-
titioners. A crude measure of the balance of power within aguidelines consortium
isthe membership list for each development team: medical staff are predominant.
The ‘how’ of the inscription is its most compelling dimension: as suggested
above, the guideline offers a powerful inter-domain mix, which may offer com-
prehensive solutions to problems and consolidate points of view.

7. CONCLUSION

The paper has reviewed problems that arise when texts are trandated into health-
care: unwieldy literature structures, difficulties in access and conflicts in the
worldviews of different professional domains, which may inhibit the uptake of evi-
dence-based practice. It has explored the role and status of the clinical guidelinein
overcoming such barriers. Clinical guidelines are an interesting hybrid, combining
retrieval (with peer assessment) and prescriptive classification (a merging of
clinical with organisational assessment) in a novel mix of literary, clinical and
administrative warrants. The paper has also explored the force of political guide-
lines as poalitical instruments, using a ‘socia shaping of technology’ framework.
Guidelines secretariats can amplify the political force of the texts they produce by
activating networks of strong and weak ties. This may be done in a number of
ways: SIGN recommends certain weblinks to readers of its web page (weak ties);
it also works closely with other local agencies, like the Scottish Health Purchasing
Information Group (strong ti€). By combining political clout with anon-exclusive
approach to recommendations for practice, clinical guidelines may indeed bridge
professional domains. Sceptics may claim that unless guidelines are tied specifi-
cally to audit, nursing practitioners will continue to work with the knowledge base
that isfamiliar to them. Optimists (or those who may wish to engage strategically
with the inscription process) visualise them as aforum to present a nursing point
of view, sharpened by improved quality of research. Attempts to have qualitative
nursing research included in the UK DARE database (one of the sources of
systematic review at the time of the study reported here) might be interpreted as
amove of this sort.
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The clinical guideline is a powerful textual artefact. It is produced by a net-
work of agentswith different interests and experience, linked in a socio-technical
‘production lattice’ [52] that combines political, material and cognitive resources.
Severa studies[53-55] have shown that certain guidelines (and certain evidence-
based interventions) work and certain do not. Grimshaw and Russell [54] note
that the successful implementation of guidelines depends on a number of factors,
including ‘the clinical content and the methods of developing, disseminating and
implementing ... those guidelines ... Studies that reflect small improvements or
none, may reflect failure at any stage during the introduction or evaluation of the
guidelines' (p. 1321). Bero et al. [55] identify an additional problem where those
who develop systematic reviews fail to justify the criteriafor selection and vali-
dation of the casesthat are described, though they note that recent reviews appear
to be of better quality (p. 466). Sociological probing of the sort attempted here
may help to overcome such difficulties, by uncovering conflicts among different
stakeholders, which need to be addressed if interventions are to be effective.
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