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and self-determination on the patient,
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.”™ 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

A- ssessment of the quality of clinical
practice guidelines (CPGs) is es-
sential, and a systematic review of these
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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.!

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.” 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.”

These important differences be-
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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.
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linical guidelines have a more fun-

damental flaw than those discussed
recently in CMAZ* 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



(read guidelines) and they may help
90% of the time but the other 10% the
rules will do more harm than they do
good in the 90%.

Guidelines are helpful to those who
have knowledge but are dangerous in
the hands of those who do not, a group
to whom guidelines may give confi-
dence to exceed their knowledge. A
physician without knowledge but with
guidelines is like a monkey in a tree
with a machine gun.

Marc Baltzan
Nephrologist
Saskatoon, Sask.

References

1. Graham ID, Beardall S, Carter AO, Glennie J,
Hébert PC, Tetroe JM, et al. What is the quality
of drug therapy clinical practice guidelines in
Canada? CMA72001;165(2):157-63.

2. Lewis SJ. Further disquiet on the guidelines
front [editorial]. CMAF 2001;165(2):180-1.

[Two of the authors respond:]

n response to our paper showing that

the quality of drug therapy guidelines
in Canada is quite variable,’ Marc
Baltzan has argued that the more funda-
mental flaw with clinical practice guide-
lines relates to their potential to be used
indiscriminately by some physicians,
thereby causing more harm than good.
The point is well taken, but it is inap-
propriate to single out guidelines. Prac-
tice guidelines are “systematically devel-
oped statements 7o assist practitioner and
patient decisions about appropriate
health care for specific clinical circum-
stances [italics added].”” All health care
technologies, be they drugs, procedures,
diagnostic testing, surgical techniques
or practice guidelines, must be applied
judiciously using clinical judgement that
is individualized to the patient’s circum-
stances. Doing anything less constitutes
at best negligence and at worst malprac-
tice. Well-developed and valid practice
guidelines that are appropriately applied
have been shown to improve both the
process of care and patient health out-
comes.”” We are unaware of any evi-

Letters

dence about the extent to which physi-
cians lacking the necessary knowledge
are using guidelines inappropriately and
causing harm. However, if this is the
real concern then the focus must be on
improving medical education and evi-
dence-based practice generally, and not
rejecting out of hand evidence-based
practice guidelines.

James McCormack and colleagues
suggest we should not have evaluated
the quality of Therapeutic Initiative let-
ters catalogued in the CMA Infobase
because they are systematically devel-
oped reviews, not practice guidelines.
Our study protocol involved assessing
the quality of all drug therapy guide-
lines listed in the CMA Infobase (mdm
.ca/cpgsnew/cpgs/index.asp), which is
clearly intended to be a repository of
Canadian practice guidelines. We as-
sumed that all documents included in
the CMA Infobase were practice guide-
lines as they had to meet the CMA’s
criteria for being a guideline, i.e., that
the document include information to
help patients and physicians make deci-
sions about appropriate health care for
specific clinical circumstances. We also
understand that the developers of docu-
ments considered for inclusion in the
CMA Infobase were contacted and
asked whether they agreed their docu-
ment should be included.

We thank Baltzan and McCormack
and colleagues for raising these issues
and we hope our findings will generate
further debate that ultimately will lead
to improvements in the quality of prac-
tice guidelines produced in Canada.
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Tell me what troubles
you most

he article by Donald Redelmeier
and colleagues on eliciting an in-

sightful history of present illness' re-
minded me of a time, years before the
advent of blank-cheque medicine, when
I was called to a rural cottage, bare as a
doghouse, the home of an elderly cou-
ple. Clean and impecunious, the old
lady related that her husband had been
bedridden for 10 days and that she was
worried. During examination, the pa-
tient’s responses to repeated questions
were uniformly and charmingly vague.
From his high fever, rigid abdomen and
racing pulse, I surmised that septicemia
from acute cholecystitis had brought
him to a lucid period at death’s door.

Trying one last time, I said, “Tell
me what troubles you most.”

“Ah that I will know — let me see,
ah yes, I would say, yes that’s it, I've got
that unsartin feeling.”

Roy Sutherland
Family physician (retired)
Victoria, BC
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