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Tools For Practice

Since 2009

300 word primary-care 

synopses of the best 

available evidence

~300 to-date

https://gomainpro.ca/tools-for-practice/



Spectrum of Decisions

1.Immediate life-threatening issues or very “technical” work - surgery, 

dispensing etc - YES

Guidelines, even policies, are likely very useful

2.Symptom treatment (e.g. migraines, pneumonia) - SORT OF

Each person is an experiment - just need to know what has the 

potential to work and the harm/cost/convenience

3.Risk factor interventions (e.g. lipids, glucose, HTN) - NO

At least not what CPGs are now



Guidelines would be awesome if they…
Were developed primarily by, and definitely for, the people that ultimately end up using them
NOW - typically token primary care representation - 20% -10% if industry sponsored 
Can Fam Physician 2015;61:52-8 

Were a credible synopsis of the best available evidence presented in a way that clinicians could easily 

access and interpret
NOW - it is uncommon (1/3) that guidelines do a systematic review 
PLoS ONE 16(4): e0250356. https://doi.org/ 10.1371/journal.pone.0250356 2021

Allowed patient values and preferences to be taken into account - 1-2 sentences and then ignored
NOW -1-2 sentences and then ignored - even sometimes list clinician preferences
2007 - 0.1% of words in 5 national guidelines had to do with this
Can Fam Physician 2007;53:1326-27 

2016 - 0.2%

Minimal conflicts of interest Allowed patient values and preferences to be taken into account - 1-2 

sentences and then ignored
NOW - at least 2/3 are being developed by groups with a clear potential for important biases
http://www.ncbi.nlm.nih.gov/books/NBK22928/,BMJ 2011;343:d5621 doi: 10.1136/bmj.d5621 

http://www.ncbi.nlm.nih.gov/books/NBK22928/


BMC Family Practice (2015) 16:104 DOI 10.1186/s12875-015-0310-1

47 guidelines Discussed benefits Discussed harms

CVD assessment and harms 19% 17%

Medications 32-33% 15-19%

Lifestyle 15% 0%

Deprescribing mentioned - 0%



Typically “evidence-based” guideline recommendations

are not based on “solid” evidence 

EVIDENCE 

LEVEL
Cardiology

Infectious 

disease
Endocrinology

1 or A

based on RCTs 11% 14% 6%

3 or C

based on opinion 48% 55% 35%



“Unfortunately, depending on how their reliability is 

measured, up to 50% of guidelines can be considered 

untrustworthy. This carries serious consequences for 

patients’ safety, resource use and health economics 

burden.”

EBM 2017;22:1-3



“in the vast majority of circumstances, the only outcome of relevance for EBP is 

to measure whether a shared decision was made”

doi:10.1136/ bmjebm-2018-110922



Patient Educ Couns (2011), doi:10.1016/j.pec.2011.02.004

“the number of patients who prefer 

participation has increased over the past 

three decades so that the majority of 

patients prefer to participate in decisions”



“Many of the preferences expressed by the clinicians and lay people in 

this study are at odds with recommendations in guidelines”

BMJ 2003;327:841 

77% of doctors would recommend treatment

21% of our patient cohort would consider treatment justified

Osteoporos Int 2012;23:2135–40



GUIDELINE PRINCIPLES 

Written by primary care clinicians 

We always do a thorough systematic review of the evidence 

We focus on shared-decision making 

We have discussion thresholds - NOT treatment thresholds

Always provide decision aids/calculators that give the 

benefit/harm numbers in absolute terms

Always provide patient information sheets  

http://pain-calculator.com

cvdcalculator.com

Published in Canadian Family Physician 

http://cvdcalculator.com


Thresholds for discussion 

NOT 

thresholds for treatment





The guideline was praised in a BMJ article for its 

simplicity and that it “offers lifestyle and drug options 

without judging which is best for an individual with links 

to attractive risk calculators”

BMJ 2016;353:i2452 doi: 10.1136/bmj.i2452 (Published 16 May 2016)

2016



Guidelines should provide 

ballpark estimates 

of what happens if

You DON’T treat/test/screen

and if

You DO treat/test/screen



SOME DEFINITIONS

Most - means more than half (51-99%)

Majority - means more than half (51-99%)

Many - a large but indefinite number, but also the majority

Most is more than many

When I use a 

word, it 

means just 

what I 

choose it to 

mean—

neither more 

nor less.

v

v

GUIDELINE RECOMMENDATIONS - STRONG/WEAK



A Recommendation Recommendation

Universal recommendation:

recommendations the guideline panel believes that 100% of people would choose the course of action 

- examples: CPR, ICU guidelines (use of pressors), sedation, anesthesia where a patient’s values and 

preferences may not be needed or may not be possible.

A shared-decision recommendation:

the decision for any non-universal recommendation be a shared-decision between the patient and the 

health care provider

guideline writers need to create de-novo or promote the use of established decision aids based on the 

best available evidence. These need to provide reasonable estimates of the potential risks, benefits, 

harms and inconvenience around the clinical question. 





Two or more reasonable treatment or screening options

Shared decision-making model Defensive medicine model

Choice made does NOT 

MEET the “standard of care”

Choice made MEETS
the “standard of care”

Choice made MEETS the 

“standard of care”

Choice made does NOT

MEET the “standard of care”

Discussion 

NOT 

documented 

Discussion 

documented 

in notes

Decision 

aid used

No medico 

legal 

protection

Plaintiffs lawyer argues risks and 

benefits should have been discussed

Medium 

risk
Low risk

Discussion 

NOT 

documented 

Discussion 

documented 

in notes

Decision 

aid used

Low to 

mediumri

sk

Low to 

mediumri

sk
Low risk Low risk

No medico 

legal 

protection

ADVERSE OUTCOME OCCURS

BMC Health 

Services Research 

2015;15:167



Reducing litigation risk
2 THINGS to DO

Shared decision-making model

1) Use a decision aid

2) Document decision

Low risk

Low to 

mediumri

sk

Defensive model (guidelines/standard of care) 

NEVER get to a low litigation risk



The Future of Primary-Care Guidelines

the majority of contributors being primary care clinicians

clearly reported conflict of interest with targets of zero or very minimal

the evidence review being performed by those with expertise in evidence 

review

the focus being on patient oriented outcomes with an emphasis on shared 

decision-making and minimal disruption to the patients’ life

simplicity being an overriding goal.

Maturitas (2016), http://dx.doi.org/10.1016/j.maturitas.2016.08.015 



“I would rather know evidence and 

try to apply it to each patient, than 

memorize guidelines and try to 

apply them to all patients”

Mark McConnell



You should not care what your 

guideline finally recommends


