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The recent exchange on the discord between influen-
tial recommendations is highly relevant to our health
care systems.1–3 The Canadian Diabetes Association

(CDA)’s national clinical practice guidelines (CPGs), past4

and present,5 are among the most rigorous and evidence-
based guidelines in Canada;6 yet, about 50% of the recom-
mendations are based solely on consensus, with only the
lowest level of evidence available (grade D) in the grading
scheme.5 Although reaching consensus can be difficult, a
consensus reached by one group, using one process, may
differ from one reached by another group using a different
process.7 This underscores the role of individuals and influ-
ences in the achievement of consensus, particularly in the
absence of stronger evidence.

What is important in this ongoing exchange is not just
about differences in consensus, but differences in mandate. It
is not surprising that recommendations from groups such as
the Canadian Expert Drug Advisory Committee (CEDAC) dif-
fer from those of CDA’s CPG Expert Committee; their man-
dates are clearly different. The CDA should, however, recog-
nize that its mandate “to advocate for and increase treatment
options” is separate from its community-service mandate in
creating evidence-based CPGs. Whereas CEDAC and the vari-
ous provincial formulary–advisory committees must consider
evidence of effectiveness as well as cost-effectiveness,3 CDA’s
CPG Expert Committee has explicitly excluded cost and cost-
effectiveness considerations from its deliberations.8 What is
surprising is that developers of CPGs explicitly exclude con-
siderations of cost and cost-effectiveness and then advocate
that bodies such as CEDAC and the various provincial formu-
lary–advisory committees should accept the CPG recommen-
dations. This strategy is commonly used as well by pharma-
ceutical manufacturers in their argument for inclusion of
their product on a formulary listing (e.g., “our product is list-
ed in the CPGs, so therefore it should be available on for-
mulary”). Ironically, by explicitly excluding cost and cost-
effectiveness considerations from the guideline development
process, developers have provided formulary advisors an ef-
fective defence against this strategy (i.e., “Yes, but, those
CPGs didn’t consider cost or cost-effectiveness”).

One strategy for attenuating this discord is the inclusion of
cost and cost-effectiveness considerations in the development
of CPGs.9,10 This need not take the form of 2 different com-
peting recommendations, one based on clinical evidence, the
other based solely on cost;8 indeed, the consideration of both
cost and effectiveness together form the basis of cost-
effectiveness analyses. If a new technology offers a clinical
advantage (i.e., is safer or more effective) — which should be
the first consideration — the question becomes, is that incre-
mental benefit worth the incremental cost? Surely, if grade D
consensus can be the evidentiary basis for half of the recom-

mendations in the current version of the CDA’s CPGs, there is
room for the consideration of cost and cost-effectiveness in
that process.

Regardless, collaboration and communication between
CPG creators and policy-makers should be enhanced: The ex-
pertise of disease specialists might be coupled with economic
and resource considerations in the creation of specific limita-
tions for funded therapies (e.g., as suggested by the CDA in
its recommendations for insulin glargine). Although the cre-
ation of “limited use” or “special authorization” criteria may,
to practising physicians, seem unduly bureaucratic, to many
the subtleties of grade D consensus guidelines (“therapy
might be considered”) are frequently not perceived and often
abused by advocates and marketing forces.

Given the recent growth of health care expenditure and its
status as the largest portion of overall provincial spending, to
ignore cost considerations seems a naive approach to advo-
cacy. Consider, for example, an organization advocating for
resource allocation for technologies and services that are rec-
ommended on the basis of grade D consensus. In the absence
of stronger evidence, such products and services may be less
effective, ineffective or, worse, potentially harmful. Advocates
for such technologies and services would, in fact, be doing a
disservice to their constituency, by potentially siphoning re-
sources away from interventions already proven effective,
from which patients would gain the greatest benefit; this is
the concept of opportunity cost.

As a community, clinicians have embraced evidence-based
medicine, and we hope that this concept can be extended into
evidence-based policy. Policy advisors and participants in
committees that develop CPGs need to work together and
share responsibility for considering affordable health care
solutions. They have the expertise to recognize which prod-
ucts and services should be accorded the highest priorities.2

They should consider a strategy of evidence-based advocacy,
judiciously encouraging access in our health care systems to
the interventions and services with evidence of the greatest
benefit, rather than following an approach that simply advo-
cates for all products and services currently available.D
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The concept of evidence-
based medicine could be
extended into evidence-
based policy.
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