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Over the past decade, enthusiasm for clinical practice
guidelines has exploded and thousands of so-called

clinical practice guidelines (CPGs) have been developed.
Despite this fact, guidelines are still not clearly positioned
within the overall strategy of health-care delivery. Indeed,
many vitally important questions lurk in the shadows of
the international CPG movement. For instance, when look-
ing at the context of managed care in the U.S. and health
care-reform in Canada, one might ask whether CPGs are
driven by the goal of producing better outcomes or by the
cost-saving objectives of third parties. Similarly, are CPGs
a help or a hindrance to health-care professionals and
providers? Do they offer medical-legal protection, or are
they potentially incriminating? Are they, or should they be,
based on scientific evidence alone, or can they be based
on experience and anecdote? Should they be developed
by and made accessible to all health-care professionals
and patients or should they be physician-developed and
oriented? How do they impact on the doctor/patient rela-
tionship? 

The U.S. National Guideline Clearing House, an organiza-
tion sponsored by the Agency for Health Care Policy and
Research, the American Medical Association and the
American Association of Health Plans, includes a dis-
claimer that is worth considering as we begin our discus-
sion. It states: ÒEvidence-based guidelines and materials
that are being made available for physicians, nurses,
patients and others, are not fixed protocols which must be
followed, but are intended for health care professionals
and providers to consider. They are not being presented
as a substitute for the advice of a physician or other
knowledgeable provider. They are not entirely inclusive or
exclusive of all methods of reasonable care that can pro-
duce the same results. They cannot take into account the
unique needs of each patient or the variations in clinical
resources available to a particular community or health
care professional or provider. Deviations from clinical
practice guidelines may be justified by individual circum-
stances. The guidelines must be applied based on individ-
ual patient needs, using professional judgement.Ó 

Within the College of Family Physicians of Canada, there
has been a commitment over the past decade to partici-
pate in the development and dissemination of CPGs. In
1995-1996, however, a clear decision was made that the
College would not become a guidelines factory. It would
direct its members towards available guidelines, advise
them on their use and on criteria useful for their assess-
ment, and also aid the dissemination of guidelines that
had been endorsed. When approached by a patient care or
clinical care committee developing  a practice guideline,
the College would participate in the process, but with a
focus on collaboration with the other players in the guide-
line production process. This decision was made partly
because guidelines are expensive to develop, but also
reflected concerns about redundancy and competition
between guidelines from different organizations.

This Summit provides an opportunity for the 100-odd rep-
resentatives of patient groups, practitioner groups and
administrators of health care entities gathered here today
to examine the issues currently surrounding CPGs. It is
hoped that the recommendations we arrive at will stimu-
late further discussion and debate and help to ensure that
CPGs contribute to the kind of health care we want to prac-
tice and receive in Canada.  

Dr. Calvin Gutkin

Executive Director and CEO,  

College of Family Physicians of Canada

PREFACE FROM THE SUMMIT CHAIR
Dr. Calvin Gutkin, Executive Director and CEO of the College of Family Physicians of Canada.
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WHAT ARE CLINICAL PRACTICE GUIDELINES?

“Clinical practice guidelines (CPGs) are systematically developed statements to

assist practitioners and patients in arriving at decisions on appropriate health care

for specific clinical circumstances.” 

– Canadian Medical Association and U.S. Institutes of Medicine definition

WHY A SUMMIT ON CPGS?

The decisions made today about the development and use of clinical practice guide-
lines (CPGs) will have lasting effects for all those who receive, deliver and administer
health care in Canada. As Health Policy Forum is dedicated to bringing together a
broad range of voices to discuss important health policy issues, the magazine felt
that it was time to bring the discussion about CPGs to a wider forum Ñ one that not
only included academic, government and specialist groups, but also patients affect-
ed by decisions about CPGs and the physicians who treat them. This multidiscipli-
nary Summit was organized as an opportunity for patient representatives, practicing
physicians, researchers and administrators of health-care programs to sit down
together to explore the many issues arising from the recent proliferation in CPGs and
their use. At the Summit, participants discussed the roles CPGs might play in health
care, and then arrived at some preliminary statements and recommendations about
the goals and strategies that should drive CPG development. This report was circu-
lated back to workshop participants to help ensure that the summarized written ver-
sion accurately reflected the multifaceted and wide-ranging discussions that took
place at the event itself.

Susan Usher

Editor, Health Policy Forum

Health Policy Forum / Forum SantŽ
400 McGill St, 3rd Floor
Montreal, QC  H2Y 2G1
Phone (514) 397-9393
Fax (514) 397-0228
Email: usher@parkpub.com
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why a summit on clinical practice guidelines?
Scripting a Future for Clinical Practice Guidelines was orga-
nized by Health Policy Forum magazine as an opportunity
for patient representatives, practicing physicians,
researchers and administrators of health care programs to
explore issues concerning the recent proliferation of CPGs.
International and Canadian speakers looked at the current
state of CPGs. Participants then moved to workshops to
discuss the role CPGs might play in health care and devel-
op recommendations about the goals and strategies that
should drive CPG development. These recommendations
are intended to stimulate further discussion and to help
ensure that CPGs contribute to the kind of health care
physicians and patients want to practice and receive in
Canada.  

the issues around cpgs in canada
Dr. Calvin Gutkin, CEO and Executive Director of the
College of Family Physicians of Canada, opened the
Summit by stating that while enthusiasm for clinical prac-
tice guidelines (CPGs) has mushroomed and thousands of
so-called guidelines have been developed, they remain
ambiguously positioned within the overall strategy of
health care delivery. ÒAre CPGs truly being driven by the
goal of producing better outcomes, or by the cost-saving
objectives of third parties?Ó he asked. ÒAre they a help or
hindrance to health care providers? Do they offer medical-
legal protection or are they potentially incriminating? How
do they affect the doctor/patient relationship?Ó

Noted American researcher Dr. Kathleen Lohr and the
Canadian Medical AssociationÕs Susan Beardall described
the variability in the quality of CPGs currently available.
They focused on Canadian and international initiatives
facilitating the evaluation of CPGs and on the pressing
need for ongoing evaluation and review.  

Attention was drawn to the need to prioritize areas for CPG
development. There was a call for wider collaboration in
guideline development and for increased funding of priori-
ty areas. Funding was also discussed with regards to

guideline dissemination, implementation and review. Too
often today, the process stops upon publication, with pre-
dictably disappointing results in terms of adoption.
QuebecÕs Dr. Guy Tremblay described the difficulties of
altering the practices of physicians.

Patient representative Durhane Wong-Rieger stated that
patients do not want CPGs to impede the relationship
between the provider and the patient. She also warned
against the presumption that outcome measures used in
CPGs are desired by patients themselves. Patient partici-
pation in the CPG process must be meaningful and not
simply employ patients as tokens. Tim Caulfield looked at
how CPGs risk contravening the legal obligations of health
care providers to put patientsÕinterests first, and
described the implications of CPGs for informed consent
requirements and definitions of standard of care. Family
physician John Stewart described the practical limitations
of CPGs that occur because of the urgency of determining
appropriate treatment decisions. Finally, Dr. Michael Evans
put CPGs in context by looking at some of the multiple
interventional strategies now being developed around
them. 

recommendations
Afternoon workshops divided Summit participants into
four groups led by professional facilitators. Three main
questions were explored: What goals should clinical prac-
tice guidelines pursue? How can CPGs be improved? How
can patients become meaningfully involved in the CPG
process?

what goals should cpgs pursue?
All four workshops (patient representatives, physicians,
and two mixed groups) strongly agreed that the goal of
CPGs should be to provide better care for patients. The
patient group was very concerned that CPGs be flexible
enough to meet the needs of individual patients. The
physician group recommended that CPGs be regarded 
as educational tools that should not regulate practice, 
a statement echoed in the mixed workshops. 

Executive Summary
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Alberta Medical Association

Allergy/Asthma Information
Association
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Canadian Cystic Fibrosis Foundation
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Canadian Medical Association

Canadian Mental Health Association

Canadian Prostate Cancer Network

Canadian Association of Retired
Persons

Canadian PharmacistsÕAssociation

CanadaÕs Research-based 
Pharmaceutical Companies

CANMAT

Chatham Kent Community Care 
Access Centre

Circle of Care

College of Family Physicians of 
Canada

College of Nurses of Ontario

ConsumersÕAssociation of Canada, 
Health Council

Durham Community Care Access 
Centre

Frame by Frame Strategic 
Communications Inc.

Grey-Bruce Community Care Access
Centre

GTA/905 Healthcare Alliance

Health Canada, Health Systems 
Division

Health Law Institute, University of
Alberta

Heart and Stroke Foundation of 
Ontario

Medication Use Management
Services

N Wilson Consulting Inc.

Older WomenÕs Network

Ontario Anti-infective Review Panel

Ontario Association of Medical 
Laboratories

Ontario Coalition of Senior CitizensÕ
Organizations

Ontario College of Family Physicians

Ontario Ministry of Health, 
Long Term Care

Ontario Ministry of Health, 
Ontario Drug Benefit Program

Ontario Program for Optimal 
Therapy

Our Voice: Living with prostate 
cancer in Canada

Prostate Cancer Alliance of Canada

QuŽbec Public Health Centre in 
Cardiovascular Promotion and 
Prevention

Scarborough Community Care 
Access Centre

Society of Rural Physicians of
Canada

St. ElizabethÕs Health Care Centre

St. MichaelÕs Hospital, Family and 
Community Medicine

Sunnybrook Hospital

Toronto Hospital

University of Toronto, Faculty of 
Family Medicine

Whitney Medical Centre

WomenÕs College Hospital

Wellington-Dufferin Community 
Care Access Centre

participants were from the 
following organizations:
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The current trend towards evidence-based medicine and
clinical practice guidelines (CPGs) is underlaid by a

philosophical shift that emphasizes scientific evidence
over ideology and opinion, including such things as clinical
consensus without a scientific knowledge base. This shift
has touched the health policy level as well as clinical prac-
tice, and we now accord data and statistics a much greater
importance in resource allocation decisions.

One result of the evidence-based movement are the thou-
sands of clinical practice guidelines now available. The
value of these CPGs is variable. Some are out of date, ill-
informed and contradictory; others are both valid and
valuable. International efforts are now underway to identi-
fy the attributes of valuable CPGs in order to turn them
into an instrument with which existing guidelines can be
evaluated. In the U.S., the Institutes of Medicine has
developed a set of eight principles to aid in the making of
guidelines, the most important of which urges that guide-
lines be demonstrably related to a knowledge base
derived from solid scientific work. The Institutes conclude
that guideline development should be a multidisciplinary
enterprise involving consultation with both patients and
front-line health professionals, whose input is as essential
as that of academics.  

Determining appropriate uses for CPGs is another impor-
tant challenge. The best applications for practice guide-
lines are in quality of care. High quality of care is that
which is consistent with current professional knowledge,
and science-based practice guidelines can help clinicians
stay up to date in their field. However, other questions
must also be addressed in defining quality: how do we
take account of the non-users of health services who, by
definition, are not getting quality care? How do we go
beyond biological outcomes to measure the outcomes 
that matter to patients, the health-related quality of life
outcomes?

The use of guidelines to address cost issues is highly con-
tentious, but not something we can afford to disregard.

Good practice guidelines can help decision-makers make
defensible choices about which technologies to acquire
and which services to cover. They can also positively
inform formulary decisions, although many such attempts
have had the effect of shifting rather than reducing costs.
Guidelines can be a powerful weapon in obtaining addi-
tional resources for areas in which appropriate therapies
are underused, a particular concern in the managed care 
environment.

Finally, guidelines can have a broader social and educa-
tional purpose, effectively conveying to the public the pos-
sibilities and limitations of treatments and medical sci-
ence. They can fulfill a similar role within medicine, given
the synergism of research and evidence-based guidelines.
Research plays a major role in the setting of health care
priorities, and the rigourous science of evidence-based
guidelines often helps to identify areas in the knowledge
base that need improvement.

Kathleen Lohr received her PhD in Public Policy Analysis

from the RAND Graduate Institute, where she then worked

on Health Policy and Health Services Research Studies in

the area of quality of care. She later became Director of the

Division of Health Care Services at the Institutes of Medi-

cine, where she co-authored the landmark 1992 paper

“Guidelines for Clinical Practice: From Development to

Use.” She joined the Research Triangle Institute in 1996 

as Director of Health Services and Policy Research.

The strengths and limitations of evidence-based 
medicine and CPGs
Dr. Kathleen Lohr, Program Director in Health Services and Policy Research, Research Triangle Institute, 

Chapel Hill, North Carolina.
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how can we improve cpgs?
The need to make the CPG process truly multidisciplinary
was stressed by all groups. The patient group emphasized
the importance of patient representatives in CPG develop-
ment groups, as well as the need for guarantees that
patient concerns would be addressed.  Patients also want-
ed input into CPG outcome measures and an opportunity
to review CPGs for their practical applicability. It was felt
that CPG development could never be a strictly academic
endeavour, and that it required equal if not greater partici-
pation from front-line physicians, other health profession-
als, and patients.

Two groups, including the physicians, recommended the
establishment of a central body to act as a national guide-
lines clearinghouse. The new Canadian Institutes of Health
Research was suggested as a possible candidate. All
groups emphasized the importance of standardizing the
CPG process, partly to avoid duplication of efforts and
unnecessary overlap between fields. The implementation
of ongoing evaluations and reviews of CPGs was recom-
mended, as were  means to ensure adequate funding for
all stages of CPG development. A need to share informa-
tion about successful implementation strategies was also
identified.

conclusion
There is still considerable suspicion among patients and
physicians about guidelines. These doubts will not disap-
pear until the process becomes transparent, works
towards agreed-upon goals, and involves all parties con-
cerned with health care. ÒGuidelines should not be threat-
ening,Ó concluded Dr. Gutkin. ÒThey are simply there to
help physicians, patients and perhaps payers make better
decisions. CPGs should facilitate care of the individual
patient while not interfering with professional judgement,
accumulated knowledge and the individual needs of each
individual patient. Somehow, we have to find a way to
bring CPGs into that context.Ó

Executive Summary

summary of principal workshop recommendations:
1) educational: CPGs are an educational tool and must
not be used to regulate medical practice

2) flexible: CPGs must be flexible enough to meet the
needs of individual patients while incorporating all aspects
of care.

3) multidisciplinary: The CPG process must be truly
multidisciplinary, with a focus on front-line caregivers
rather than academics. The process must include all par-
ties involved in care.

4) patient input: Patient representatives must have
meaningful input at all stages of CPG development, includ-
ing outcome measures used in CPGs.

5) quality assured: A standardized process for devel-
oping and evaluating CPGs should be employed, with a
periodical or continuous review process incorporated to
keep CPGs up to date.

6) accountable: The CPG process must be visible and
accountable to health care professional and patient
groups. The level of evidence used to formulate a CPG
must be stated explicitly, as must any potential bias.

7) outcomes oriented: CPGs should facilitate treat-
ment choices by providing clear information about what
works and what doesnÕt. The outcomes examined should
reflect patient priorities.

8) accessible: Successful strategies to encourage adop-
tion of CPGs must be shared and materials and technolo-
gies developed to make them immediately available for
consultation.

9) national clearinghouse: Many participants identi-
fied the need for a central body to oversee CPG develop-
ment, funding and use. It would ensure regular updating and
review of existing CPGs, and share implementation strategies.
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how can we improve cpgs?
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Executive Summary
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In 1998, my department at UniversitŽ Laval published a
paper on how an interactive workshop was an effective

means of integrating the Canadian Cardiovascular Society
Clinical Practice Guidelines on congestive heart failure into
Canadian family practice. The most significant thing about
that paper to todayÕs discussion is that there are no
Canadian Cardiovascular Society Clinical Practice
Guidelines on congestive heart failure. They do not exist.
The ÒguidelinesÓ published in a peer review journal, the

Journal of the Canadian Society of Cardiology, were
instead results of a consensus conference that was billed
as a consultation among multidisciplinary caregivers. 

It is safe to say that in the last eight consensus confer-
ences held by the Canadian Cardiovascular Society, only
about 10% of the published recommendations were based
on randomized clinical trial evidence. At the same time,
the definition of Òmultidisciplinary caregiverÓ merits closer
examination. The consultation involved cardiologists doing
invasive cardiology, academic cardiologists, and communi-
ty cardiologists. That was as multidisciplinary as it got Ñ
there were no GPs, no pharmacists, and no nurses.

At the Centre for Cardiovascular Promotion and
Prevention, we recognize that these fallacies in CPG devel-
opment are not useful in improving clinical practice, and
have been experimenting with a different approach. With
the backing of the QuŽbec Board of Cardiology and the
College of Family Practitioners of QuŽbec, we formed a
task force consisting of four hospital-based cardiologists,
an advisor, and five general practitioners working in pri-
vate offices, family teaching units, and home support care.
The task force reviewed the latest consensus documents,
explored the needs of practitioners, and developed a
ÒToolboxÓ for cardiovascular care. We then selected and
trained local family practitioners and specialists in the use
of the tools, which included an algorithm of care printed
onto small cards that could be carried in a pocket.

Does it work? We have conducted four workshops on car-
diovascular care, training 28 teams comprised of one local
GPand one local specialist. At the outset, each team
agreed to conduct a workshop every second month; after
one year of operation, 24 of our 28 teams were still oper-
ating, with more than 1,500 GPs participating in work-
shops. This problem-solving, workshop-based method of
continuing medical education was tested at Memorial
University and McMaster University through chart review,
and was found to change the practices of participating
physicians.

Guy Tremblay, MD, FRCP(C), is the Head of Cardiology 

at Hôpital St-Sacrement, and Clinical Professor of Medicine

at Université Laval. As a consultant with the Québec Public

Health Centre in Cardiovascular Promotion and Prevention,

Dr. Tremblay has been conducting research into the 

implementation of Clinical Practice Guidelines for the 

last 10 years.

A case study in encouraging doctors 
to use CPGs
Dr. Guy Tremblay, Clinical Professor of Medicine at Université Laval
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The Canadian Medical Association (CMA) has been
involved in clinical practice guidelines (CPGs) since

1991. It has held three national workshops on CPGs and
published the document Guidelines for Canadian Clinical

Practice Guidelines. The CMA also acts as a kind of guide-
lines clearinghouse, a role that is becoming increasingly
demanding with the proliferation of CPGs. In 1994, the
CMAÕs print directory of CPGs contained some 500 guide-
lines, a number which had grown to over 650 by 1996
when the CMA Internet guideline database was developed.
By fall 1999, the database will provide access to over
2,000 CPGs developed or endorsed in Canada.  

the state of cpgs in canada
In Canada, the clinical practice guidelines process is at a
crossroads.  On the one hand, the CMA accepts that guide-
lines can play a major role in improving the quality, effec-
tiveness and efficiency of health services. And an increas-
ing number of physicians are relying on CPGs in their
everyday practice. The CMAÕs 1998 Physician Resource
Questionnaire reports that over 80% of Canadian physi-
cians used a guideline at least once last year, and that
50%  changed their method of practice because of a
guideline, up from 32% in 1994. At the same time, howev-
er, the high cost of developing CPGs has led to enormous
variability in their quality. Many guidelines are not based
on evidence, implementation efforts have been haphazard,
and we lack information about the changes that guidelines
effect on actual patient outcomes.

There are a number of obstacles that must be overcome
before we can expect widespread adoption of CPGs by
physicians. Practitioners are seldom asked whether they
actually need new guidelines on a given subject, and no
firm criteria have been developed to prioritize topics for
guideline development. We know from research that CPGs
developed by national specialist societies are highly
regarded by physicians, while guidelines developed by
governments or other parties are viewed with a jaundiced
eye. We also know that support from local opinion-leaders
is essential. However, national specialist groups often lack

the funding for rigourous development and promotion of
guidelines. As well, when physicians have the perception
that guidelines are cost-cutting measures, cookbook medi-
cine or an attempt to undermine professional autonomy,
they are less likely to use them.

Cost is a major barrier to implementation programs, mak-
ing partnerships crucial for adequate funding and appro-
priate implementation, as well as to establish criteria for
priority areas and avoid duplication. The aim of the CMAÕs
CPG infobase, a collection of guidelines developed by
groups across Canada, is to make it easier to find CPGs
available in a topic area. The infobase will provide
abstracts, physiciansÕsummaries, patient companion doc-
uments, as well as information on the development
methodology of each guideline. While the guidelines are
not rated or evaluated by the CMA, we hope that the infor-
mation about methodology will allow users to judge a par-
ticular CPGÕs quality for themselves.

The main goal of CPGs is to boost the quality of care and
improve outcomes and efficiency. In order to be focused
on quality, the process must be kept separate from licens-
ing and disciplinary procedures. We have to recognize that
there will always be exceptions in terms of physiciansÕ
behaviour, and that CPGs may not be the most useful
method of effecting change in those resistant to it.

Susan Beardall, BSCN, MHSC, is Senior Project Manager at

the Canadian Medical Association with responsibility for

quality of care. A large part of her work is now focused on

developing the CMA’s CPG infobase

Towards a national strategy for CPGs
Susan Beardall, Senior Project Manager, Quality of Care, Canadian Medical Association
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guidelines can be. The Anti-infective Guidelines were devel-
oped by an independent panel in Ontario. We used multi-
level interventions to teach physicians, pharmacists and
health care, public health and home care workers the
appropriate use of antibiotics. We also conducted a public
education process, publishing information in newspapers
and pamphlets. These efforts produced a significant change
in antibiotic use, which dropped overall by about 10%. More
importantly, there was a tremendous shift from second-line
broad-spectrum expensive antibiotics to more appropriate
first-line drugs. We thus had evidence that guidelines can
change practice patterns when they are energetically dis-
seminated.

In the actual development process, there are major issues
surrounding the types of evidence on which to base CPGs.
Clinical consensus may not be evidence-based, but it does
reflect real-world practice that we ignore at our peril. At
one stage in the recent development of depression guide-
lines, for instance, developers were not going to mention
use of SSRIs because they felt there was not sufficient sci-
entific evidence to include them in guidelines.

Guideline development must be undertaken by indepen-
dent panels that include primary care physicians and are
at armÕs length from payers and from drug manufacturers.
CPGs should use a solid evidence base wherever possible,
while recognizing that evidence does not cover everything
a family practitioner does. The format should be simple,
readily available, and easily stored and carried. The focus
should move from diagnosis to treatment and the CPG
must be updated through ongoing reviews. Above all, we
must keep our final goal of optimal patient care in sight.  

John Stewart, MD, has been a family physician in Port Perry,

Ontario, since 1975. He is a member of the Ontario Anti-

infective Review Panel and is the principal physician on 

the ongoing PAACT (Pilot for Appropriate Anti-infective

Community Therapy) project. He also sits on guideline

review panels for depression, COPD and urinary incontinence.

A patient perspective
Durhane Wong-Rieger, Board member, National Blood

Safety Council

Involving the patient has become something of a mantra in
many health care discussions, but I always have to wonder
which patient Ñ the ill patient, the patient advocate? How
are we going to get these patients to participate? I have
been to consensus conferences where I was the only patient
among 50 to 150 professionals. How much impact can the
patientÕs voice have under those circumstances? And yet
people walked away saying there was patient participation.

We hear a lot these days about knowledgeable patients,
and it is true that the general public has a tremendous
amount of information thrown at them. But this does not
necessarily make us knowledgeable. To have knowledge-
able patient representation means, first of all, doing much
more to support our patient groups. When we talk about
bringing patients into the CPG process, all of us need to
think through how we are going to support them so that
they can participate meaningfully.

As a patient, one of my main concerns in the development
of CPGs is that the accumulation and study of evidence is
a slow and lengthy process. We may wait years to accom-
plish randomized controlled trials that have long been out-
paced by advances in medical technology. We want our
treatment to be safe and we want it to be proven, but
sometimes we cannot afford to wait.

Another concern is the ongoing evaluation of patient out-
comes. What are we doing in terms of post-market surveil-
lance? Is the accumulated evidence fed back into the sys-
tem as recommended drugs are used over time? What out-
comes are we measuring for the evidence base? Is it sur-
vival, quality of care, quality of life? All of these things are
different, especially from a patient perspective. And what
happens when a drug treatment is recommended by
guidelines but not covered by the formulary?  Producing
CPGs are a waste of time if the recommended treatments

What impact do CPGs have on the practice environment and on care? Four views
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A legal perspective
Timothy Caulfield, Professor of Law and Research

Director of the Health Law Institute at the University of

Alberta

Clinical practice guidelines (CPGs) have the potential,
depending on how they are implemented, to conflict with
the classic duties that flow from the physician-patient rela-
tionship in terms of standards of care and informed con-
sent, particularly if they involve a mandatory element.
Private law principles, in relation to informed consent and
standards of care, are built on obligations that flow from
the health care provider-patient relationship.

cpgs and the standard of care
The legal standard of care in Canada is a formulation
based on what can reasonably be expected of a normal
prudent practitioner in given circumstances. In a malprac-
tice case, the court will turn to established professional
norms to determine whether the physician has been negli-
gent. CPGs that are rigourously developed, based on good
clinical evidence, and reflect a good deal of professional
consensus are going to be powerful evidence of the legal
standard of care. But, no matter how well they are devel-
oped, CPGs will remain only evidence Ñ evidence that can
be refuted Ñ and not a codification of the standard of
care. In fact, in extreme situations, the CPG itself may be
found to be negligent.

If a CPG is part of a broader cost containment context, its
status as evidence of the legal standard of care becomes
much more suspect. To date, Canadian courts have been
very hesitant to incorporate social objectives in the stan-
dard of care. The courts continue to emphasize the physi-
cianÕs duty to do what is in the best interest of the particu-
lar patient.  

cpgs and informed consent
Informed consent is an even more controversial area. Now
more than ever, physicians are legally and ethically obliged

to disclose a broad range of information to patients about
the nature of a treatment, its risks, and possible alterna-
tives. As such, physicians may have an obligation to dis-
close information about alternative treatments that are not
in the CPG, even if they can only be obtained in other juris-
dictions. Some commentators have even suggested that if
CPGs somehow became tied to provincial coverage or
some other incentive mechanism, this conflict would have
to be disclosed as it is something that a reasonable per-
son in the patientÕs position would have a 
right to expect.

In Canada, fiduciary law compels physicians to do only
what is in the best interest of their patients, even at the
expense of the physicianÕs own interest or the interest of
third parties. These fiduciary principles clearly conflict with
the health reform ethos in which CPGs are emerging, which
emphasizes the need for physicians and medical organiza-
tions to act in the interest of the population they serve.

Timothy Caulfield, LLM, is Professor of Law and Research

Director of the Health Law Institute at the University of

Alberta. His main research focus is currently on the inter-

face between law, ethics and health policy.

A family physician perspective
Dr. John Stewart, Medical Associates of Port Perry

As a family physician, I see guidelines as a bridge between
academia and those responsible for the practical imple-
mentation of evidence in the field. But guidelines will
never be perfect tools: even if the best guideline is right
nine out of 10 times, I still have to face that tenth patient
across the desk, and I have to be able to ignore the guide-
line and give that patient the individual care they need.
My experience with anti-infectives revealed just how com-
plex and arduous the process of implementing practice

What impact do CPGs have on the practice environment
and on care? Four views
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Afternoon workshops divided Summit participants into four groups led by 
professional facilitators. Three main questions were explored:

l what goals should clinical practice guidelines 
pursue?

l how can cpgs be improved?

l how can patients become meaningfully involved 
in the cpg process? (patient workshop only)

Participants first put their ideas about each of the questions onto a general
list of recommendations. Each participant then selected the six recommen-
dations he or she felt to be most important. The Òtop-lineÓ recommenda-
tions are those which a majority of participants in the workshop included
among their top six.

workshop 1: 
patients and patient representatives

workshop 2: 
physicians

workshop 3: 
mixed: patients, physicians and administrators

workshop 4: 
mixed: patients, physicians and administrators

Recommendations
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are not accessible to people. We are very concerned that
CPGs might become tied to reimbursement or be made
mandatory for physicians, or limit options for the individual
patient who does not fit the norm. One of the most fright-
ening recent developments is limited-use guidelines, which
force all patients to go through a low-cost drug regimen
before they can access the drugs most appropriate to them.

Durhane Wong-Rieger, PhD, is Associate Professor of Applied

Social Psychology at the University of Windsor. She has

served as President of the Canadian Hemophilia Society

for the past four years and was an active participant in the

Commission of Inquiry into the Blood System in Canada.

She is an outspoken patient advocate and a member of

the Federal Minister’s National Blood Safety Council. She

also sits on the Board of the Canadian Blood Services.

A guideline developer’s perspective
Dr. Michael Evans, member of the Ontario Program 

for Optimal Therapeutics

Like every other family doctor and many of our patients, I
am overloaded with information. My current work with the
Ontario Program for Optimal Therapy (OPOT) looks at how
information can be packaged to make it more accessible.
Of the $4 million received (at armÕs length, I should add)
from the Ministry of Health to develop 10 sets of guide-
lines, at least half the money will be used to research
questions such as whether we actually need guidelines in
a particular area and how they should be disseminated.

A recent review in the British Medical Journal effectively
summed up the need to move beyond simple CPG devel-
opment: ÒClinical Guidelines are only one option for
improving the quality of care. Too often advocates who
view guidelines as a magic bullet for health-care problems
ignore some more effective solutions. Clinical guidelines
make sense when practitioners are unclear about appro-
priate practice, and only scientific evidence can provide an
answer. They are poor remedies in other settings. When

clinicians already know the information contained in
guidelines, those concerned with improving quality should
redirect their efforts to identify specific barriers beyond
knowledge that stand in the way of behaviour change.Ó

We are trying to identify factors that might affect doctoring
incentives, regulation, patient factors, the physicianÕs
qualities and characteristics, the practice setting. We are
also looking into which specific educational interventions
facilitate the implementation of CPGs. Studying the adop-
tion of CPGs is complicated by the fact that there is a huge
gap between the reported uptake of guidelines and actual
use. Evidence is showing that what clinicians say they are
doing and what they actually are doing can often be differ-
ent. The simple answer for this would be to blame the GPs,
but it must be understood that clinical scenarios often
operate outside the simplistic cases reviewed in guide-
lines. As well, each guideline group sees their own disease
process as at the top of the clinical agenda, whereas the
GPneeds to juggle all these priorities in the context of the
patientÕs particular situation. Having said this, simple
strategies may help bring these numbers more in line, such
as evidence-based wall charts or other simple reminders. 

Ambitious Internet-based projects like the Cochrane
Systematic Review database have wonderful potential, but
need to be pushed to the next stage of distillation. As it
stands, only about 10% of people in the medical communi-
ty know what the Cochrane database is, and very few are
using it. TodayÕs Internet is fine for going home at night
and looking up information for the patient you saw that
day; it is less useful when you have mere minutes to find
the most appropriate treatment for the patient in front of
you. Clearly though, it offers a huge potential for the
future of information management at the bedside.

Michael Evans, MD, CCFP, is Assistant Professor in 

the Department of Family Community Medicine at the 

University of Toronto, member of the Drug Quality and

Therapeutics Committee of the Ministry of Health and 

of the Ontario Program for Optimal Therapeutics, and staff

physician at the University Health Network.

What impact do CPGs have on the practice environment and on care? Four views
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WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES 
PURSUE?

l CPGs should work to improve the quality of health care and make 
it easier to offer quality care.

l CPGs should function as an educational tool.

HOW CAN CPGs BE IMPROVED?

The physician workshop synthesized their main recommendations into a three-
pronged approach for improving CPGs:

l A central institutional body should be set up to oversee CPG 
development. It would be responsible for ensuring stable and 
predictable funding, and build an ongoing evaluation process into 
CPG development and the CPG movement.

l A standardized process for development, implementation, 
evaluation, and reporting should be established to decrease 
variation in CPGs. The CPG process should aim to produce 
guidelines that are standardized but flexible, while the process 
itself should be transparent and incorporate the means for 
periodic or continuous updating. The expertise and knowledge 
of participants outside academia should be drawn on more 
extensively during development.  

l At the level of implementation, there must be Ògrass rootsÓ local 
ownership of CPGs. The implementation process must be inclusive 
and emphasize patient input.

FURTHER RECOMMENDATIONS

The physiciansÕworkshop pointed out 
that the summit exercise was based on 
the assumption that CPGs were indeed
valuable and worthwhile. They felt that
this assumption has yet to be proved, 
and questioned whether we in fact have
the capabilities today to develop and 
disseminate CPGs well.  

The physiciansÕgroup also raised the fol-
lowing points about the goals of CPGs:
they should encourage informed decision-
making by patients and physicians; pro-
vide a helpful, flexible synthesis of wide-
ranging information; and potentially pro-
vide criteria for health services evaluation.
CPGs should minimize inconsistency and
decrease practice variation between physi-
cians. The group stressed the importance
of constant updating and the need for a
more intensive focus on areas of the most
importance.

Further thoughts on the improvement of
CPGs revolved around the necessity of
producing evidence-based guidelines that
can be tested in the real world, then 
disseminated widely, with a strategy for
implementation, dissemination, evaluation
and accountability adopted early on in the
process. The level of evidence used to 
formulate the guideline must be stated
explicitly, and guidelines should include a
range of options that permit flexible deliv-
ery to optimize individual patient care.
CPG subjects should receive a national
needs assessment, which would consider
the practicability of implementation if the
CPG were to be developed

top-line recommendations from the 
physician workshop
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WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES
PURSUE?

l The main goal of CPGs should be to provide better care for 
patients.

l CPGs must be flexible enough to meet the specific needs of 
each patient.

HOW CAN PATIENTS PARTICIPATE IN THE CPG PROCESS?

l Patients should be included in groups developing CPGs with 
the assurance that their input will be recognized, addressed 
and incorporated.

l The CPG process must be accountable and visible to patient 
groups.

l Patients should advocate to ensure that they have access to 
comprehensive assessment and treatment as minimally set 
out in the CPGs.

l The development of CPGs must involve the front-line care-
givers closest to patients and not just academics.

l Patient groups must follow through with the right 
public/political pressure to ensure that the patientsÕposition 
is heard.

l Patients should contribute to defining the outcome measures 
used in CPGs.

l Patients should not all have to become medical experts in 
their own right; they need experts and advocates they can 
rely on for guidance.

top-line recommendations from the 
patient workshop

FURTHER RECOMMENDATIONS

Other recommendations raised by the
patient workshop focused on potential
uses for CPGs, as well as the types of infor-
mation they should contain. Some in the
workshop felt that CPGs could be useful in
setting  standards for government funding
of medically necessary health services,
though the dangers of governments using
CPGs in policy decisions were thought to be
considerable. Others felt that CPGs provided
a valuable bridge between the academic
and the practical. It was felt that CPGs
should be regularly updated and made eas-
ily available to patients, and that they
should describe what is known or unknown
about a particular condition while providing
information about treatment choices in a
format that is clear, concise, unbiased, and
tailored to individual needs. The workshop
group stressed the importance of produc-
ing CPGs that set out realistic treatment
expectations and address the physical and
psychological needs of patients.

It was also felt that patient participation
had to extend beyond the CPG process if it
were to be effective. Patient groups should
not only monitor the guideline develop-
ment process, but work with scientific and
clinical groups to decide the composition of
clinical trial populations and provide input
into research and development decisions.
They should also be able to participate in
decisions about how CPGs are used. There
is a need to move away from printed CPGs
towards media that are accessible to 
specific populations, such as non-English
speakers and people of different cultures.
The creation of a repository for information
from patients about treatments was sug-
gested, with community pharmacies men-
tioned as a potential collection point.
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WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES 
PURSUE?

l CPGs should aim to foster optimal patient care.

l CPGs should provide a framework of best practice options that 
health care providers and patients can use to make decisions.

l CPGs should help keep health care providers up-to-date and 
facilitate continuous learning.

l CPGs should aim to educate patients about prevention, early 
detection, and treatment.

l CPGs should support effective and efficient delivery of care.

HOW CAN WE IMPROVE CPGs?

l A multidisciplinary development approach is required that 
includes health care professionals with relevant expertise, as 
well as patient representatives with knowledge or experience of 
the condition covered by the CPG.

l Patients should be given the opportunity to review and respond 
to draft guidelines.

l Patients should be better educated about what constitutes 
Òbest practiceÓ for them. They should be made Òpartners in careÓ.

l Guidelines must address all aspects of health care, not just 
physician care.

l Patients should be involved throughout the development 
process and integral to it. The watchword should be ÒDoes 
this work for you?Ó.

l Successful implementation strategies should be identified and 
shared.

l The current funding and accountability model should be 
re-evaluated in order to break down silos and ensure an 
integrated approach.

top-line recommendations from mixed workshop 2:
patient representatives, physicians, administrators, researchers

FURTHER RECOMMENDATIONS

This mixed workshop described a CPGÕs
purpose as Òthe distillation of a vast quantity
of evidence-based information that com-
plements existing knowledge and experi-
ence.Ó Participants felt that CPGs could
help ensure optimal spending of health
care dollars without restricting individual
access to care. They recommended that CPGs
be made patient-friendly, that they allow
for collaboration among health care disci-
plines, and that they promote a standard-
ized approach to care delivery. Some mem-
bers of the workshop thought that CPGs
should include alternative medicine options.

It was also thought that CPGs could be
improved through a needs-assessment
process involving all parties relevant to the
development of guidelines. The process
would determine the demand for the spe-
cific CPG, establish and consolidate the
goals stakeholders wanted to achieve, and
evaluate the suitability of the CPG to prac-
tice. Input on goals and needs from all rel-
evant stakeholders would be considered.
As well, a recommendation was made that
international reviews be completed prior to
the beginning of CPG development in order
to avoid duplication. It was also agreed
that the development of CPGs would bene-
fit from extensive prior research on patient
non-compliance with existing treatment
recommendations, and that general practi-
tioners and patients must  be involved if
guidelines are to be practical. The need for
a clearer definition of what patients could
expect from the health care system was
identified. It was also suggested, though
not necessarily as part of the CPG process,
that the manufacturers of alternative medi-
cines be required to provide guidelines for
the use of their products, and that stan-
dards be established in this area.
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WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES 
PURSUE?

l CPGs should primarily aim to provide the best possible standard of 
patient care Ñ a standard determined by evidence, research, and 
input derived from all perspectives relevant to developing and 
executing guidelines.

l CPGs should support, not impede, the patient/provider 
relationship.

l CPGs should be viewed as an educational and not a regulatory 
tool.

l The CPG process, by identifying gaps in existing scientific 
knowledge, can help pinpoint areas needing health services 
and clinical research.

l The use of CPGs should help avoid risks in treatment.

l CPGs should facilitate choices by patients, providers and payers 
by providing clear information about what works and what does 
not.  

HOW CAN CPGs BE IMPROVED?

l We need to better define what qualifies as a CPG.

l A national CPG clearinghouse should be set up to avoid duplication 
and to help gather resources that ensure the accomplishment of 
all steps of the guidelines process. The new Canadian Institutes 
of Health Research was suggested as a possible site for a 
clearinghouse.

l Evidence must be improved, especially about patient perspectives 
on outcomes. Research funding has to be secured if this to be 
satisfactorily accomplished.

l The CPG process has to be standardized at national and/or 
international levels.  Consensus must be reached on how 
best to accomplish this. 

l The CPG process must take a multidisciplinary approach involving 
all health care professionals.

top-line recommendations from mixed workshop 1:
patient representatives, physicians, administrators, researchers

FURTHER RECOMMENDATIONS 

The participants in the first mixed work-
shop also felt that CPG development
should include a quality assurance
process so that protocols change to reflect
advances in the field. They regarded CPGs
as a way to improve the consistency of
information from doctor to doctor, and
also as a potential basis for deciding what
services should be regarded as medically
necessary. The workshop stressed that
CPGs must be translated into everyday
language if they are to serve as a basis of
information for caregivers, advocates and
the general public.

The group also felt there is a need for an
exact definition of the term CPG, given its
use for very different products. They rec-
ommended mechanisms to review CPGs
regularly and keep them up to date, and
urged that CPGs be made more accessible
to patients. It was also thought that CPGs
should clearly state their utility for govern-
mental policy development, and that
guidelines must be developed that focus
on patient groups susceptible to multiple
rather than specific diagnoses, such as the
frail elderly.  Every  CPG should indicate
funding biases and conflicts of interest.
Sections on implementation strategies
that include information on educational
techniques should be enlarged and
strengthened. 

Finally, members of the workshop reiterat-
ed their view that the relevance and real
value of CPGs remain debatable at this
time. 
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Each of the four workshops stated first and foremost that the goal of CPGs is to
provide better care for patients. The patient group was also very concerned that

CPGs be flexible enough to meet the particular needs of individual patients.
Physicians stated that CPGs are an educational tool and should not be used to regu-
late practice, a recommendation echoed in each of the mixed workshops.

Each of the groups raised the need to make the CPG process truly multidisciplinary.
The patient group stressed that the inclusion of patient representatives in CPG devel-
opment has to rest on assurances that their input will be addressed. Token represen-
tation is clearly not enough. Patients also want input into the outcome measures
used in CPGs, and an opportunity to review CPGs for their practical applicability. The
groups agreed that CPG development cannot be a strictly academic endeavour, but
requires equal if not greater input from front-line physicians and other health profes-
sionals.

Two groups, including the physicians, recommended establishing a centralized body to
act as a national guidelines clearinghouse. The new Canadian Institutes of Health
Research was suggested as a possible candidate. All groups identified the need to stan-
dardize the CPG process, avoid duplication of efforts, implement ongoing evaluation
and review of CPGs, and ensure adequate funding for all stages of CPG development.
They also saw a need to share information about successful implementation strategies.
Appropriate funding to support all stages of CPG development, dissemination and eval-
uation was considered a prerequisite to improving CPGs.

The Summit revealed that patients and physicians still harbour serious doubts about
the advisibility and application of guidelines; these suspicions will linger until the
process becomes transparent, works towards goals based on a larger consensus and
involves all parties concerned with health care. ÒGuidelines should not be threaten-
ing,Ó concluded Dr. Gutkin of the College of Family Physicians of Canada. ÒThey are
simply there to help physicians, patients and perhaps payers make better decisions.
CPGs should facilitate care of the individual patient while not interfering with profes-
sional judgement, accumulated knowledge and the individual needs of each individ-
ual patient. Somehow, we have to find a way to bring CPGs into that context.Ó

The idea that ÒCPGs are a good idea whose time has not yet comeÓ came up repeat-
edly during the summit. Participants agreed that better evidence and greater re-
sources Ñ as well as commonly set goals, a more standardized process, and tech-
nology that can make guidelines instantly available during patient examination Ñ
are essential if CPGs are to ever make a significant impact on clinical practice. 
The consensus was that CPGs currently have a limited effect on practice.

More than one voice called for a halt to the production of guidelines until fundamen-
tal questions are answered. The usefulness of the tool is seriously compromised
when 1800 different CPGs are published on a single condition. If more guidelines are
to be produced, they should be developed through a centralized process that
involves proper prioritization and identification of need.

Conclusions
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Keep the debate alive!
If you were not at the Toronto Summit and would like to contribute to the workshop 

discussion on clinical practice guidelines, please photocopy this page and comment on

the questions below. Fax your recommendations to Health Policy Forum at (514) 397-0228.

Reader responses to the Summit will appear in Health Policy Forum’s Winter ’99 issue.

what goals should clinical practice guidelines pursue?

what can we do to improve clinical practice guidelines?

how can patients participate meaningfully in the guidelines process?



1

What Future 
FOR Clinical Practice Guidelines

in Canada?

2

Participants at the June 1999 Summit agreed that clinical practice guidelines (CPGs)

should serve one central goal: providing better care for patients. A number of 

recommendations concerning the production and role of CPGs were made:  

EDUCATIONAL: CPGs are an educational tool and must not be used to regulate medical practice.

FLEXIBLE: CPGs must be flexible enough to meet the needs of individual patients while incorporating all 
aspects of care.

MULTIDISCIPLINARY: The CPG process must be truly multidisciplinary, with a focus on front-line caregivers
rather than academics. The process must include all parties involved in care.

PATIENT INPUT: Patient representatives must have meaningful input at all stages of CPG development, 
including outcome measures used in CPGs.

QUALITY ASSURED: A standardized process for developing and evaluating CPGs should be employed, with 
a periodical or continuous review process incorporated to keep CPGs up to date.

ACCOUNTABLE: The CPG process must be visible and accountable to health care professional and patient 
groups. The level of evidence used to formulate a CPG must be stated explicitly, as must any potential bias.

OUTCOMES ORIENTED: CPGs should facilitate treatment choices by providing clear information about what
works and what doesnÕt. The outcomes examined should reflect patient priorities.

ACCESSIBLE: Successful strategies to encourage adoption of CPGs must be shared and materials and 
technologies developed to make them immediately available for consultation.

NATIONAL CLEARINGHOUSE: Many participants identified the need for a central body to oversee CPG 
development, funding and use. It would ensure regular updating and review of existing CPGs, and share 
implementation strategies.
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