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Virtue can only fourish among equals.
Mary Wollstonecraft

I

n the 2011 Harveian Oration, British general practitioner Iona Heath traced the roots of the division of
clinical medicine into generalists and specialists to
the mid-19th century with the Medical Act of 1858.1 This
resulted in the creation of what she describes as
a single but dualistic profession with common initial
training, equal status and useful reserves of mutual
respect. Specialists and GPs, though sometimes perceived as opposites, are inextricably dependent on
each others’ skills and, crucially, most are keenly
aware of the extent of this interdependency.1

Ideally generalist family physicians and their specialist colleagues are equal but different and complementary
practitioners who, together, make health care systems
function optimally,1 but the “hidden curriculum,” which
pervades undergraduate and postgraduate medical training, promotes a hierarchy between generalists and specialists in which the generalist is portrayed as inferior.2 Much
of this stems from the belief that students who choose
family medicine are the intellectual inferiors of those who
specialize. There is good evidence this is not the case.3
If we scrutinize the medical literature closely, we see
that the hidden curriculum extends well beyond medical school and into our lifelong continuing professional
development (CPD). One important way that it does so is
through traditional clinical practice guidelines (CPGs).
Traditionally, CPG panels have been dominated by specialists who are considered the experts on the evidence, but
over the past 2 decades some serious problems have been
identified. Traditional CPGs tend to be disease-oriented
rather than patient-centred. Their recommendations are
not always based on the highest-quality evidence and are
overly reliant on expert opinion.4 Expert panelists are much
more likely than “non-experts” (family physicians) to have
fnancial and other conficts of interest that might infuence
their recommendations5-7 and undermine their integrity.
Over the past 3 years, Canadian Family Physician (CFP)
has published a series of CPGs8-13 that demonstrate that
family physicians working with others (including patients)
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can develop high-quality, evidence-based CPGs that
avoid of many the traditional pitfalls and meet the high
standards of Clinical Practice Guidelines We Can Trust and
AGREE II.14-16 Further, they “debias” the hidden curriculum as it plays out in CPD. Readers have told us there
is a need for such practical CPGs with patient-oriented
outcomes. Since publication in 2015, the simplifed lipid
guideline9 has been accessed more than 98 000 times in
English and 9500 in French on CFP’s website, making it
the most accessed article in CFP’s history. Just 6 weeks
after publication, the simplifed cannabinoid guideline12
had been accessed 22 000 times.
Doing guidelines differently presents considerable challenges for family medicine and our specialist colleagues.
For specialists it will mean relinquishing their hold on the
“evidence,” working in truly collaborative ways with family
physicians, and not defending the status quo.17 The implications for family physicians are equally important. We will
have to increasingly develop and maintain our skills in critically evaluating the literature to participate effectively and
lead the way in future primary care–driven CPGs. This has
implications for both training and CPD, and will be crucial
to assessing the effect of such CPGs on patient care.
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