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Objectives and Plan

ÅReview the strengths of guidelines

ÅDiscuss the Limitations of Guidelines

ÅBreak in to small groups to review the 

approaches in applying guidelines

ÅReconvene and share thoughts from the 

audience.   



Hopefully some new ideas,

but nothing too shocking



Guidelines: What they offer

ÅIdeally: A single resource summarizing the 

best information

ïAlternatively: We need to read 7,287 articles per 

month relevant to primary care

ïThat means: 21 hours of reading every day1

ÅAlso, provide suggestions on issues lacking 

clear evidence or common approaches.   

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



But there are limitations,é



Applying evidence to patients

ÅA study found that guidelines rarely 

included a discussion of patient-centered 

or shared informed decision making. 

ÅOf 5 large Canadian guidelines (about 200 

pages): 0.1% of the content involves 

patient communication and shared 

informed decision making.   

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



Limitations of Evidence-Based Medicine 

and clinical practice guidelines



Example: Guidelines not best evidence

ÅHome monitoring in Type 2 Diabetes1

ÅRCT:  No stat diff in HbA1c, new drugs, wgt.2

ïMore hypoglycemic in self monitoring (NNH=6).  

ï1/3 mod intensity gave up, ½ high intensity

ÅRCT: No diff in HbA1C, med use, hypoglycemia.3

ïHigher depression scores (by 6%). 

ÅBottom-line:

ïMinimal or no decrease in HgbA1C

ïExpensive (around $200/yr more)

ïPatients donôt like it (Many quit & ŷ depression scores)

ïPossibly 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



Example of ñbestò Evidence

ÅWhile there are lots of examples of things that haven't 

worked (e.g. aggressive blood sugar control in long 

standing type 2 diabetes), 

ÅThere are examples of interventions that do have 

benefit in prevention (like blood pressure control, etc).  

ïThese are often less benefit than promoted 

ÅWe do not have time in this session to review various 

interventions and provide the best evidence for benefit.



Are guideline recommendations 

ñEvidence basedò

ÅYes !!  

ÅBut what is Evidence!  

ÅRemember: expert opinion is still considered 

evidence.  



Are guideline recommendations 

ñEvidence basedò

ÅHow ñevidence basedò are guidelines1

ï11% are based on best evidence (Level of 

evidence A)

ï41% are based on moderate evidence (LOE B)

ï48% are based on expert opinion (LOE C)

ÅWhat about Canada

ï53% of guidelines 2000-5 did not grade evidence

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



ÅThere is disagreement between Task Forces1

ÅGuidelines donôt seem to agree

ÅAs an example, in COPD, even the Diagnosis 

Debated.

1995 - 2001

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

How consistent are guidelines?



Applying Tertiary Research to a 

General Population

ÅSignificant difference between primary care (most 

patients seen) & specialty care (most research)1

ÅMost primary care research shows less treatment

ïE.g. Weight Loss with Orlistat at 1 yr (120mg TID)

Study Tertiary Care
JAMA. 1999;281:235-42

Primary Care
J Int Med 2000; 248: 245-54

Weight Loss 3kg 1.3kg

5% Wgt Loss 22% (NNT 5) 13% (NNT 8)

Location USA Sweden

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



Research and Reality

ÅMany trials are designed in a Efficacy Model.

ïVersus a Effectiveness (or Pragmatic model)  

ÅThis can significantly exaggerate the utility of 

a therapy. 

ïEven in a primary care setting 

ÅE.g. Antidepressants used in combination of 

specialist & primary care setting1

ïIn Efficacy: 52% respond

ïIn Effectiveness: 39% respond

1.  Am J Psychiatry 2009; 166:599ï607. 



Problems with Guidelines

ÅMost of my patients would be excluded from most clinical 
trials

ÅYet they are the ones most likely to receive medications

ÅTinetti: what is good for the disease may not be good for 
the patient 

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

ÅOutcomes related to quality of life seldom mentioned 



What is your disease and what is 

your co-morbidity?
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