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ODbjectives and Plan

A Review the strengths of guidelines
A Discuss the Limitations of Guidelines

A Break in to small groups to review the
approaches in applying guidelines

A Reconvene and share thoughts from the
audience.



Hopefully some new ideas,
but nothing too shocking




Guidelines: What they offer

A Ideally: A single resource summarizing the
best information

I Alternatively: We need to read 7,287 articles per
month relevant to primary care

i That means: 21 hours of reading every day?

A Also, provide suggestions on issues lacking
clear evidence or common approaches.

1. Alper et al. J Med Libr Assoc 2004;902(4):429-37.
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Applying evidence to patients

A A study found that guidelines rarely
iIncluded a discussion of patient-centered
or shared informed decision making.

A Of 5 large Canadian guidelines (about 200
pages): 0.1% of the content involves
patient communication and shared
iInformed decision making.

Can Fam Physician. 2007; 53(8):1326-7.



Limitations of Evidence-Based Medicine
and clinical practice guidelines

N Advanced Search - CMA Infobase : Search Results - Microsoft Internet Explorer

Fil= Edit Wisws Fawarites Tools Help

eBack - s |iL| \ELI _;\J pSearch ‘:‘/’1\_/ Favorites {‘;{ = -‘:,_;'_ - _I Q ‘i‘i

Address @ http:/fmdm.cafcpgsnew/cpgsfsearchienglish/results, asp?Pg=1 e | GO

Links **

CMA INFOBASE =

clinical practice guidelines

®:¢

You can select records and add therm to your short list. This list is retained for
] the duration of this search.

Add to Short List must be clicked for each page from which you make
selections. Otherwise selections will be lost.

Advanced = Clicking Additional Display Options will provide additional information about
Seareh each guideline.

GH(O}

Retrieve
Saved Scarch
Display Format: Default Page 1 of 6>
Records found for your search: 51 123456
oA b Search: Keywords © hypertension
Hame Sort By: All Records, Date
((_Additional Display Options )
[1 1 2005 Canadian Hypertension Education Program recommendations for the
management of hypetension : part Il - Therapy, June 2005, Canadian
Hypertension Education Prograrm
SARESTAESY | neftiEee
[ 2 2005 Canadian Hypertension Education Program recommendations for the
management of hypertension : part | - Blood pressure measurerment
diggnosis and assessment of risk, June 2005, Canadian Hyperension
Education Program
SARETTRES | nefdEce
> Deactranmomaiisal bavemarmo vamlacaranmt thoramo fae mreimnaeo meaummtine oFf >
@ Done

D Intermst

i 2 Internet ... - r o]




Example: Guidelines not best evidence

A Home monitoring in Type 2 Diabetes?

A RCT: No stat diff in HbAlc, new drugs, wgt.2
I More hypoglycemic in self monitoring (NNH=6).
I 1/3 mod intensity gave up, ¥2 high intensity
A RCT: No diff in HbA1C, med use, hypoglycemia.3
I Higher depression scores (by 6%).
A Bottom-line:
I Minimal or no decrease in HgbA1C
i Expensive (around $200/yr more)
iPati ent s ddanngGtk ¥ depieskiod scared)  (
I Possibly more hypoglycemia

1) Self-monitoring of blood glucose in non-insulin treated type 2 DM. 2009. www.idf.org.
2) BMJ 2007;335;132- 3) BMJ 2008 doi: 10.1136/bmj.39534.571644




Exampl e of nbes:s

A While there are lots of examples of things that haven't
worked (e.g. aggressive blood sugar control in long
standing type 2 diabetes),

A There are examples of interventions that do have
benefit in prevention (like blood pressure control, etc).
I These are often less benefit than promoted

A We do not have time in this session to review various
Interventions and provide the best evidence for benefit.



Are guideline recommendations
NEvidence Dbasce

AYes !
A But what is Evidence!

A Remember: expert opinion is still considered
evidence.



Are guideline recommendations
NEvidence Dbasce

AHow fievi dence basted?o

I 11% are based on best evidence (Level of
evidence A)

I 41% are based on moderate evidence (LOE B)
I 48% are based on expert opinion (LOE C)

A What about Canada
I 53% of guidelines 2000-5 did not grade evidence

1. JAMA. 2009;301(8):831-841. 2. Impl Sci 2009, 4:49 do0i:10.1186/1748-5908-4-49



How consistent are guidelines?

A There is disagreement between Task Forcest
AGui del ines dondt seem t

A As an example, in COPD, even the Diagnosis
Debated.

TABLE 2-3 Staging Chronic Obstructive Pulmonary Disease for Disease Severity™
FEV, Predicted of Normal Value (%)

Classification of disease severity ATS? BTS? ERS® GOLDW
Stage [ (mild) = 50 H0-79 =70 = &0
Stage I {moderate) 3549 40-59 50-59 3080
stage 111 (severe) < 35 = 4i) < 50 < 30

*In all patients with a reduced FEVI/FVC ratic, usually less than 70%, which is the mark of obstructive ventilatory impaiment.

FEV, = forced expiratary volume in | second; FVC = forced vital capacity; ATS = Amencan Thoracic Sodety; BTS = British Thoracic
Seciety; ERS = Furopean Bespinatory Socety; GOLD = Global Initiative for Chronic Obstructive Lung Dissase. 1995 - 2001

1. Can Fam Physician 2006;52:58-63.



Applying Tertiary Research to a

General Population

A Significant difference between primary care (most
patients seen) & specialty care (most research)?!

A Most primary care research shows less treatment
I E.g. Weight Loss with Orlistat at 1 yr (120mg TID)

Study Tertiary Care Primary Care

JAMA. 1999;281:235-42 | J Int Med 2000; 248: 245-54
Weight Loss 3kg 1.3kg
5% Wqt Loss 22% (NNT 5) 13% (NNT 8)
Location USA Sweden

Evid. Based Med. 2008:13:132-133




Research and Reality

A Many trials are designed in a Efficacy Model.
I Versus a Effectiveness (or Pragmatic model)

A This can significantly exaggerate the utility of
a therapy.
I Even in a primary care setting

A E.g. Antidepressants used in combination of
specialist & primary care setting*
I In Efficacy: 52% respond
i In Effectiveness: 39% respond

1. Am J Psychiatry 2009; 166:5991 607.



Problems with Guidelines

A Most of my patients would be excluded from most clinical
trials

A Yet they are the ones most likely to receive medications

A Tinetti: what is good for the disease may not be good for
the patient

A Drug recommendations for patients with multiple
conditions are presented but rarely rated in terms of
priorities

A Outcomes related to quality of life seldom mentioned



What Is your disease and what Is

your co-morbidity?
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Clinical Practice Guidelines and Quality of Care for Older Patients With Multiple
Comorbid Diseases

Implications for Pay for Performance
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JANMA, 2005, 294 716-724,

ABSTRACT

Context Clinical practice guidelines {CPGs) have been developed to improve the quality of health care for many chronic
conditions. Pay-for-performance initiatives assess physician adherence to interventions that may reflect CPG
recommendations.,

Objective To evaluate the applicability of CPGs to the care of older individuals with several comorbid diseases.

Data Sources The National Health Interview Survey and a nationally representative sample of Medicare beneficiaries (to
identify the most prevalent chronic diseases in this population); the Mational Guideline Clearinghouse (for locating evidence-
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Treatment Regimen Based on Clinical Practice Guidelines for a Hypothetical 79-Year-Old Woman With

Hypertension, Diabetes Mellitus, Osteoporosis, Osteoarthritis, and COPD*

Copyright restrictions may apply.

Table 3. Treatment Regimen Based on Clinical Practice Guidelines for a Hypothetical
79-Year-Old Woman With Hypertension, Diabetes Mellitus, Osteoporosis, Osteoarthritis, and

COPD*
Time Medicationst Other
T:00 AM lpratropium metered dose inhaler Check feet
70 mg/wk of alendronate Sit upright for 30 min on day when
alendronate is taken
Check bloed sugar
8:00 AM 500 mg of calcium and 200 IU Eat breakfast
of vitamin D 2.4 g/d of sodium
12.5 mg of hydrochlorothiazide S0 mmol/d of potassium
40 mg of lisinopril Low intake of dietary saturated fat and
10 mg of glyburide cholestercl
81 mg of aspirin Adequate intake of magnesium and calcium
880 mg of metformin Medical nutrition therapy for diabetest
250 mg of naproxen DASHZL
20 mg of omeprazole
12:00 Pm Eat lunch
2.4 g/d of sodium
90 mmol/d of potassium
Low intake of dietary saturated fat and
cholestercl
Adequate intake of magnesium and calcium
Medical nutrition therapy for diabetest
DASHT
1:00 PM Ipratropium metered dose inhaler
500 mg of calcium and 200 IU
of vitamin D
7:00 PM Ipratropium metered dose inhaler Eat dinner
880 mg of metfarmin 2.4 g/d of sodium
500 mg of calcium and 200 IU 90 mmol/d of potassium
of vitamin D Low intake of distary saturated fat and
40 mg of lovastatin cholestercl
280 mg of naproxen Adequate intake of magnesium and calcium
Medical nutrition therapy for diabetest
DASHT
11:00 PM Ipratropium metered dose inhaler
As neaded Albuterol metered dose inhaler

Abbraviations: ADA, Armerican Diabeles Assodalion; COPD, chronic obstructive pulmonary disease; DASH, Dietary
Approaches to Stop Hypertension.

*Clinical practice guideines used: (1) Joint National Committee on Prevention, Detection, Bvaluation, and Treatment of
High Blood Pressure VIL® (2) ADA™ 2 ghycemnic control is recommended; however, specific medicines are not de
scribed. (3) American College of Rheumatology™ recent evidence about the ty and appropriateness of oy
clomoygenase inhibilors, particutarly in individuals with comorbid cardiovasoaular 5, led us lo omil them from
the list of medication options, although they are discussed In the reviewed clinfcal practice guideines. (4) National
Osteoporosis Foundation™; this regimen assumes dietary intake of 200 1L of vitamin D, (5) National Heart, Lung, and
Blood Institute and World Health Organization, ™=

| Taken orally unless olherwise indicated. The madication complesdly score of the regimen for this hypothetical woman
is 14, with 19 doses of medications per day, assuming 2 as needed doses of albuterol metered dose inhaler plus 70
mighwk of alendronate,

tDASH and ADA dietary guidelines may be synthesized, but the help of a registered dietitian is specifically recom
mendead, Eal foods containing carbohydrate from whole grains, fruits, vegetables, and low-fal milk, Avoid protein
intake of more than 20% of total daily enargy; lower protein intake to about 10% of daily calories if overt nephropathy
is present. Limit intake of saturated fat (<10% of total daily energy) and dietary cholesterol {(<200-300 mg). Limit
intake of rarsunsaturated fally acids, Eal 2 1o 3 senvings of fish per week, Intake of polyunsaturated fal should be
about 10% of total daily energy.

Boyd, C. M. et al. JAMA 2005;294:716-724.
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