
and self-determination on the patient,”9

and that the popular discourse of breast
self-examination “blames women for
not doing their part to reduce high
breast cancer mortality statistics, estab-
lishes the locus of all reasons for re-
fraining from the activity with the
woman, and chastises these women for
failing to engage in the activity.”10 In
the future, sound evidence should be
available before population screening is
promoted, particularly when such
screening may be associated with harm. 

Nancy Baxter
General surgeon
Toronto, Ont.
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Assessing the quality of
clinical practice guidelines

Assessment of the quality of clinical
practice guidelines (CPGs) is es-

sential, and a systematic review of these

guidelines is strongly encouraged. To
that end, Ian Graham and colleagues
have taken an important step in trying
to assess the quality of a number of
Canadian CPGs.1

The authors state that CPGs are
“systematically developed statements to
assist practitioner and patient decisions
about appropriate health care for spe-
cific clinical circumstances.” However,
38 (17.5%) of the 217 “guidelines” re-
viewed for this article were letters pro-
duced by the Therapeutics Initiative. In
our opinion, these letters should have
been considered as systematically devel-
oped reviews of evidence, not CPGs.

Since 1994, 41 Therapeutics Initia-
tive letters have been produced. In gen-
eral, our objective is to provide clini-
cians with an assessment and synthesis
of published (and, whenever possible,
peer-reviewed) evidence from clinical
trials. The information is primarily, al-
though not exclusively, a synopsis of
the evidence from randomized con-
trolled trials. We occasionally make
recommendations in our letters for the
“optimal” clinical use of drugs when
supported by evidence from random-
ized controlled trials. We hope that
clinicians combine these synopses with
clinical judgement when making deci-
sions about drug therapy for individual
patients. Evidence from randomized
controlled trials should also be the un-
derpinning of all CPGs; however, in
order to generate bottom-line recom-
mendations, authors of CPGs often
have to resort to less rigorous evidence
or clinical opinion or both, owing to
the limited availability of high-quality
evidence.

For example, the most recent Cana-
dian guidelines for initial management
of community-acquired pneumonia fur-
nish an exhaustive review of this condi-
tion; however, there is no clear evi-
dence from randomized controlled
trials favouring any one antibiotic
regime.2 In fact, the authors urge recog-
nition that “these recommendations
[for the selection of antibiotics] are de-
rived by the consensus of experts and
not entirely based on evidence from
randomized clinical trials.”2

These important differences be-

tween systematically developed recom-
mendations (e.g., CPGs) and systemati-
cally developed reviews of the evidence
(e.g., Therapeutics Initiative letters,
Cochrane Library) render an appraisal
instrument for clinical guidelines less
appropriate for assessing systematically
developed reviews of evidence. Many of
the criteria in Table 1 of the article by
Graham and colleagues are not relevant
to the latter process. Nonetheless, these
authors have presented a number of cri-
teria relevant to both guidelines and
systematic reviews of the evidence; we
will review these to see if there are areas
in which we can improve.

James McCormack
Therapeutics Initiative
University of British Columbia
Vancouver, BC
Thomas Perry Jr.
Therapeutics Initiative
University of British Columbia
Vancouver, BC
Robert Rangno
Therapeutics Initiative
University of British Columbia
Vancouver, BC
Casey van Breemen
Therapeutics Initiative
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Vancouver, BC
James M. Wright
Therapeutics Initiative
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Clinical guidelines have a more fun-
damental flaw than those discussed

recently in CMAJ.1,2 This flaw was ex-
pressed by the pioneer Harvard en-
docrinologist Fuller Albright. In his in-
troduction to a textbook of medicine
popular many years ago, he wrote that
medicine can be practised by the rules
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