Debates

Should primary care guidelines
be written by family physicians?
YES — G. Michael Allan MD CCFP    NO — Jean Bourbeau MD MSc FRCPC

YES

Family doctors make up approximately half
of the physicians in Canada and represent 68% of the
health care contacts in the country.1 The standards by
which family doctors provide most of Canada’s care are,
at least in part, derived from guidelines. So, how many
family doctors are involved in creating those guidelines?
Overall, family doctors account for 17% of the contributors to primary care guidelines.2 By contrast, our specialist colleagues account for 54% of contributors.2

Beliefs that justify the status quo
Perhaps you are wondering how a group that provides
68% of the care accounts for 17% of those defining how
health care should be delivered. Let’s review some of
the potential justifications for this contradiction.
Specialists know the evidence. Perhaps, but research
indicates that their interpretation of the evidence might
be biased by their previous opinions and, as a result,
their evidence reviews are of inferior quality.3 In fact, the
greater their expertise in an area, the more likely it is
that their analysis is faulty.3
Specialists know the latest products and innovations. Specialists on guideline committees are frequently
key opinion leaders and, sadly, many of them have strong
associations with industry.4 Research finds that about
two-thirds of guideline authors have conflicts of interest.5
In Canada, only 31% of guidelines actually report conflicts
of interest, but when they do, conflicts are more common
among specialists than family physicians (49% vs 28%).2
We know that industry affiliations influence recommendations for drugs to appear on formularies6 and support
of products.7 Furthermore, sometimes conflicts of interest are more direct. For example, increased radiologist
involvement in mammography guidelines led to recommendations to start screening earlier (age 40) compared
with when primary care clinicians were involved.8
Family doctors do an inferior job of care. It is a common belief that family physicians somehow provide inferior care—a misconception that family doctors themselves
frequently subscribe to. However, populations with a
higher primary care work force have improved health outcomes.9 Some researchers have even derived a formula:
Cet article se trouve aussi en français à la page 708.

for a population of 10 000, mortality goes down by 3.5
for every family doctor added versus going up by 1.5 for
every specialist added.10 More recent evidence shows
family physicians are the most important health practitioners for outcomes in breast cancer,11 heart failure,12
and renal impairment.13 These impressive results occur
despite family doctors having more visits with higher
morbidity than their specialist colleagues do.14

Experts in primary care
Faced with these faulty arguments, what is left? We must
confront the reality that family physicians and other specialists have different practices. This manifests as spectrum
bias.15 What we see, who we see, how we see them, our
relationships with patients, and so many other things are
profoundly different. So, when 50% of all guideline recommendations are based on nothing more than expert opinion,16,17 should we not be relying on the true experts in
primary care? How can our colleagues of limited practice
hope to provide guidance to the entirety of our practice?
It is through this madness that guidelines have journeyed
from practical suggestions to irrational dogma.
First, we are overwhelmed with recommendations.
If we were to follow guidelines, it would take 18 hours
a day for a family physician to manage chronic disease
and provide preventive care.18,19 Moreover, the number
of recommendations within these guidelines continues
to grow.16 By focusing on screening and chronic disease,
which have relatively poor numbers needed to treat,
our patients pay the cost of our lost opportunity to provide care for acute conditions and symptomatic disease,
where we have the most effect.
Second, guidelines have grown to revere surrogate
markers and value their pursuit over patient-centred
care. 20 These targets, which we chase and, in turn,
admonish our patients for failing to attain, often cannot be achieved with even the most aggressive management available. 21 This then has contributed to
care that is burdensome.22 For some conditions our
care might reduce quality of life similar to angina or
mild stroke. 23
Undoubtedly, some will read this and surmise that I
am not a team player and fail to appreciate the skills
and knowledge of our specialist colleagues. In fact, I
value their assistance greatly. In the care of patients,
particularly with unusual conditions or presentations, I
have been exceptionally grateful for their advice and
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assistance. In research work and writing I have also
found their thoughts and opinions very helpful. However,
that in no way justifies specialist-dominated primary
care guidelines for common conditions and screening. I am not suggesting we abandon our relationship
with our specialist colleagues, just that we abandon
specialist-dominated guidelines and begin to generate
our own guidelines that primary care clinicians lead
and for which they make up most of the contributors.24
Compared with our specialist colleagues, primary care
doctors can review evidence at least as well, have fewer
conflicts of interest, and understand application to primary care far better.
So, armed with this information, what is a rational primary care clinician to do? I believe it is our obligation to
reverse the present state of affairs for our guidelines. Our
leadership, the College of Family Physicians of Canada and
the provincial chapters, should begin by stating that they
will not endorse guidelines targeting primary care unless
they are led by primary care physicians and have reasonable and proportional representation from primary care
physicians. Other essential aspects of the guidelines will be
a limit (of say < 25%) on the number of guideline members
with conflicts of interest as well as performing a thorough
and detailed evidence review. Family physicians in administrative roles should challenge all attempts by administrators and bureaucrats to massage specialist-driven guideline
recommendations into performance measures by which we
(and our patients) are judged and rewarded. Last, we on the
front lines need to recognize the many weaknesses of our
present guidelines, put patients first (ahead of absurd, unattainable targets with burdensome care), and advocate at
every turn for our own guidelines and measures.
Dr Allan is Professor and Director of Evidence-Based Medicine in the Department of
Family Medicine at the University of Alberta in Edmonton.
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closing arguments — YES
G. Michael Allan

MD CCFP

• Family physicians provide 68% of all care in Canada but
account for only 17% of the contributors to their own
primary care guidelines.
• Guidelines have become burdensome for patients and, if followed, could take a family physician 18 hours every workday.
• Family physicians have excellent health outcomes, are
unlikely to have industry affiliations, and might be less
biased when interpreting evidence.
• In defense of primary care, it is time family physicians
take a leadership and dominant role in the generation of
their own primary care guidelines.
The parties in these debates refute each other’s
arguments in rebuttals available at www.cfp.ca. Join the
discussion by clicking on Rapid Responses at www.cfp.ca.

NO

The principal aim of guidelines is to improve
the quality and consistency of care. The premise is that
guidelines, which promote interventions of proven benefit, will reduce morbidity or mortality. This is not necessarily achieved in daily practice, as guidelines are often
not implemented. There is very little evidence that guidelines improve patient outcomes in primary medical care.1
Before even saying that guidelines have the potential to improve care and patient outcomes, it is crucial
to ensure that they will be developed to a high quality
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