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C

linical practice guidelines systematically synthesize
overwhelming and sometimes conflicting medical
research into a cogent statement to guide clinical
decisions: However, the million dollar question remains
unanswered — are guidelines effective? Systematic reviews,
meta-analyses and clinical practice guidelines are all steps
on the path to the Holy Grail of consistent, evidence-based
decision-making in clinical practice. This, however, does
not mean complete uniformity in decision-making, since
some variation in care, reflecting local circumstances, clinical judgment and patient particulars, is appropriate.1,2 Internationally, there are a number of large organizations focused on guideline development, including the National
Institute for Health and Clinical Excellence and the Scottish
Intercollegiate Guidelines Network. With respect to cancer
guidelines, national,3 provincial4 and professional5 organizations all direct substantial resources toward the development, dissemination and maintenance of guidelines.
Among these guidelines are the Canadian Practice Guidelines for the Care and Treatment of Breast Cancer,3 which
were supported by Health Canada and written by a Steering
Committee through a rigorous process. To date, 16 guidelines have been developed: the first 10 were published as a
CMAJ supplement in 1998,3 and new guidelines and updates
have subsequently been published in CMAJ and are available
at www.cmaj.ca/cgi/content/full/158/3/DC1. The principal
medium for dissemination of the guidelines has been the
print and online versions of CMAJ. A companion version for
patients is available for each guideline in both English and
French on the CMAJ Web site and is distributed through
Health Canada, physicians’ offices and various other organizations. The Steering Committee is no longer operational owing to the end of funding from Health Canada. Several guideline updates that were on the cusp of completion when
funding ended remain unpublished.
In this issue, Steven Latosinsky and colleagues report the
results of a study designed to determine whether the Canadian breast cancer guidelines have been effective in influencing surgical practice.6 They examined 4 measures of surgical
care in the 3 years before and 5 years after introduction of the
guidelines in 1998 (2001 for sentinel lymph node biopsy) to
determine whether introduction of the guidelines affected either province-wide rates or variation in rates among surgeons

in Manitoba. The authors concluded that the rates of the surgical procedures studied were unaffected by introduction of
the guidelines. Although there was a reduction in the rate of
axillary node dissection in ductal carcinoma in situ after introduction of the guidelines, it was not significant, perhaps
because of the small number of cases. The rate of axillary assessment was already appropriately high before guideline introduction; however, the rates of other measures were not
high enough (adequacy of axillary node dissection) or were
markedly different from rates elsewhere in Canada (breastconserving surgery).7

To expect clinical practice
to change following the
simple publication of
guidelines ... is unrealistic.
The design of this study is both its strength and its weakness. Its strength is the use of a population-based cancer registry, which is a powerful tool that contains complete staging
data for all breast cancer patients in Manitoba dating from
1995. Although all provinces maintain population-based cancer registries, few collect data on cancer stages: this is the
strength of the Manitoba registry. The weakness is that the
use of a population-based administrative database necessitates an observational design, which makes it impossible to
fully understand the extent to which mitigating factors (e.g.,
patient or institutional factors) affected adherence to the
guidelines. The authors conclude that there is clinically important variation in care for the measures studied; however, it
is difficult to know the extent to which this can be improved
without defining achievable benchmarks for each procedure.8
Defining achievable benchmarks would be an important next
step in this research.
The findings of the study by Latosinsky and colleagues
are consistent with those of other evaluations of surgical
care that have found surgical procedure guidelines to be
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less effective than other clinical guidelines.1,9 In Canada,
guidelines on other aspects of cancer care have been more
widely adopted into practice.10–12 For some of the surgical
procedures studied here, the rates were consistent with
good clinical practice even before publication of the guidelines. This reflects the fact that guidelines are a summation
of a gradually increasing body of knowledge, much of
which had already been adopted in practice. What is disappointing is that both the variations in care and what could
be considered less than optimal rates for the other 3 measures persisted despite publication of the guidelines. Does
this mean that guidelines are superfluous?
Latosinsky and colleagues rightly conclude that the “no
frills” approach to dissemination may have resulted in less
than optimal uptake of the guidelines. Disseminating guidelines is very complex2,13 and evaluating their uptake even more
so.14 Just as it is recognized that the dissemination “push”
must be multifaceted, so too is the “pull” because clinical decisions are an amalgam of many factors.2,7,13,14 To expect clinical practice to change following the simple publication of
guidelines, without appreciating the complex factors that
may militate against uptake, is unrealistic. Publication of
guidelines is one component among many organizational,
clinical and professional factors that come into play.1,2,13,14
Understanding the complexity of these factors and addressing them in a tailored way, with a special focus on outliers, is
the art and the science of knowledge translation. When
guidelines are introduced in the context of broader organizational change, they are an effective way to improve care,13,15
which shows that guidelines are a means to an end and not an
end in themselves.
The National Institute for Health and Clinical Excellence
has recognized the need to increase resources for guideline
dissemination, given the variable effectiveness of its guidelines.1 In light of this, one can conclude that Canada’s breast
cancer guidelines are as effective as possible, under the circumstances (to paraphrase the famous winning statement
from a CBC Radio contest “as Canadian as possible, under
the circumstances”).
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