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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 screen-
ing. 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 pri-
mary care far better. 

So, armed with this information, what is a rational pri-
mary 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 reason-
able 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 admin-
istrative roles should challenge all attempts by administra-
tors 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, unat-
tainable targets with burdensome care), and advocate at 
every turn for our own guidelines and measures. 
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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 ben-
efit, will reduce morbidity or mortality. This is not neces-
sarily achieved in daily practice, as guidelines are often 
not implemented. There is very little evidence that guide-
lines improve patient outcomes in primary medical care.1 

Before even saying that guidelines have the poten-
tial to improve care and patient outcomes, it is crucial 
to ensure that they will be developed to a high quality  
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• 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 fol-
lowed, 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.
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standard. Standards are well established on transpar-
ency, minimizing conflicts of interest, group composition, 
systematic review of evidence, evidence foundation, 
writing and rating recommendations, and updating.2 
A number of classification schemes have been devel-
oped to aid in this process in an attempt, most often, to 
give an indication of the “strength” of a recommenda-
tion. This is called evidence-based medicine. In practising 
evidence-based medicine, we are attempting to improve 
the general practice of the science of medicine. 

Required expertise
As part of the standards of making guidelines, should 
we have a debate about group composition? One of 
the recent debates has been that methodologic experts 
should be the ones creating guidelines. As you might sus-
pect, this is arising largely from the problem that many 
guidelines have been paid for by the pharmaceutical 
industry or have been created by groups with dispropor-
tionate representation from individuals with commercial 
conflicts of interest. Everyone recognizes the need for 
minimizing conflicts of interest and having methodologic 
experts participate in guideline creation. However, having 
guidelines done primarily by methodologic experts is like 
having a wine steward who does not drink wine. Let’s 
not create a new problem trying to solve an old one!

The group composition should be balanced, compris-
ing methodologic experts and clinicians. The most recent 
standards have emphasized the importance of having rep-
resentatives of the population likely to be affected by the 
guidelines, such as family physicians (those mostly affected 
in their practices) and patients (those affected in their 
care). Family physicians are now elaborating their own 
guidelines. Is this the right answer to improve evidence-
based medicine? To specialists, guidelines developed with-
out their input will not contain all the required expertise. 
Furthermore, having guidelines developed separately by 
specialists and family physicians creates the potential risk 
of contradictory recommendations or debates that can do 
a disservice to clinical practice and patient care. Debates 
that sound healthy within the medical community could be 
potentially damaging on the public stage. Naïve consum-
ers of guidelines, such as government bodies or the pay-
ers, might choose to accept the recommendations that suit 
them best and that primarily serve their economic inter-
est. This can be done without proper consideration of the 
guidelines’ limitations and potential hazards. 

Improving care
Moreover, a more fundamental problem than the creation of 
guidelines is that guidelines might do little to change prac-
tice. Do we have the evidence that guidelines made by fam-
ily physicians will be better implemented than those made 
by other specialists? Studies have been done on family phy-
sicians’ needs for, attitudes toward, and use of guidelines.3,4 

These studies suggest that there is a need for family phy-
sician versions to be created and delivered. However, the 
development of guidelines does not ensure their use in prac-
tice. Publication in professional journals or mailing to tar-
geted health care professionals such as family physicians will 
not lead to changes in professional behaviour (ie, best prac-
tice).5,6 There is also need with respect to how information 
should be supported in its use (ie, implemented in practice). 

The most important concern should not be who owns 
the right to make guidelines but rather improving the 
quality of care and increasing the likelihood that prac-
tice is going to be changed in the right direction. Ideally, 
guidelines should contain recommendations for imple-
mentation. This should be the real debate and it is the 
real challenge! The responsibility should go beyond 
making high-quality guidelines; it should be on quality 
improvement with a structured approach to promoting 
quality of care.7 More than that, clinical guidelines are 
only one option for improving the quality of care. 
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• It is crucial to ensure that guidelines will be developed 
to a high quality standard. Guidelines developed without 
specialist input will not contain all the required expertise.

• We do not have evidence that guidelines made by family 
physicians will be better implemented than those made 
by other specialists.

• The most important concern should not be who owns 
the right to make guidelines but rather that practice is 
going to be changed in the right direction. 

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.


