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2

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 delopment and use of clinical ctice guide
lines (CPGs) will harlasting effects for all those whoeceiwe, deliver and administer
health cae in Canada. A#lealth Policy Forum is dedicated to bringing together a
broad range of wices to discuss impaant health policy issues, the magazine felt
that it was time to bring the discussion about CPGs to a wider forum N one that not
only included academic, geernment and specialist grups, but also patients affect
ed by decisions about CPGs and the physicians wheatr them.This multidiscipli
nary Summit was agganized as an oppotunity for patient representatives, practicing
physicians, eseaichers and administators of health-cae programs to sit davn
together to exploe the many issues arising dm the ecent poliferation in CPGs and
their use. At the Summit, pditipants discussed the oles CPGs might play in health
care, and then arried at some peliminary statements andecommendations about
the goals and stategies that should drie CPG dezlopment. This eport was cicu-
lated back to workshop paicipants to help ensue that the summaried written \er-
sion accuately reflected the multifaceted and wideanging discussions that took
place at the eent itself.

Susan Usher
Editor, Health Policy Forum

Health Policy Forum / Forum SantZ
400 McGill $ 3rd Floor

Montreal, QC H2Y 2G1

Phone (514) 397-9393

Fax (514) 397-0228

Email: usher@parkpultom
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Executive Summary

how can we improve cpgs?

The need to make the CPGqamess truly multidisciplinary
was stessed ly all goups. The patient goup emphasied
the importance of patient epresentatives in CPG delop-
ment goups, as vell as the need for guantees that
patient concerns would be adassed. Rtients also want
ed input into CPG outcome meass and an oppotunity
to review CPGs for their pctical applicability It was felt
that CPG deslopment could neer be a strictly academic
endeawour, and that it lequired equal if not geater patici-
pation from front-line physicians, other health mfession
als, and patients.

Two groups, including the physicians,acommended the
establishment of a cental body to act as a national guide
lines clearinghouseThe new Canadian Institutes of Health
Research was suggested as a possible candidate. All
groups emphasied the impotance of standadizing the
CPG pocess, patly to awid duplication of effots and
unnecessary @erlap between fields.The implementation
of ongoing ewaluations and eviews of CPGs wagcom
mended, as vere means to ensw adequate funding for
all stages of CPG delopment. A need to shar informa
tion about successful implementation sategies was also
identified.

conclusion

Theee is still consideable suspicion among patients and
physicians about guidelinesThese doubts will not disap
pear until the pocess becomes anspatent, works
towards agreed-upon goals, and inelves all paties con
cerned with health cae. OGuidelines should not be tat-
ening,O concluded DGutkin. They ae simply thee to
help physicians, patients and perhaps pays make better
decisions. CPGs should facilitate @of the individual
patient while not interfering with pofessional judgement,
accumulated knevledge and the individual needs of each
individual patient. Somehav, we hawe to find a way to
bring CPGs into that context.O

Scripting a Future for Clinical Practice Guidelines

summary of principal workshop recommendations:
1) educational: CPGs a an educational tool and must
not be used to egulate medical pactice

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

3) multidisciplinary: The CPG jpcess must be truly
multidisciplinary, with a focus on font-line caegivers
rather than academicsThe pocess must include all par
ties inwlved in cae.

4) patient input: Patient representatives must hae
meaningful input at all stages of CPG delepment, includ
ing outcome measues used in CPGs.

5) quality assured: A standadized process for deel-
oping and ewluating CPGs should be empled, with a
periodical or continuous eview process incorpoated to
keep CPGs up to date.

6) accountable: The CPG pcess must be visible and
accountable to health cae professional and patient
groups. The lewel of evidence used to formulate a CPG
must be stated explicitlyas must any potential bias.

7) outcomes oriented: CPGs should facilitate ¢at-
ment choices ly providing clear information about what
works and what does®tThe outcomes examined should
reflect patient priorities.

8) accessible: Successful stategies to encouage adop
tion of CPGs must be shad and materials and technolo
gies dewloped to make them immediately ailable for
consultation.

9) national clearinghouse: Many paticipants identi-
fied the need for a cenal body to aversee CPG delop-
ment, funding and use. It would ensarregular updating and
review of existing CPGs, and steaimplementation stategies.
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Towards a national strateqy for (PGs

Susan Beardall, Senior Project Manager, Quality of Care, Canadian Medical Association

-I-he Canadian Medical Association (@1has been
involved in clinical pactice guidelines (CPGs) since
1991. It has held tlee national workshops on CPGs and
published the documentGuidelines for Canadian Clinical
Practice Guidelines. The CM\ also acts as a kind of guide
lines clearinghouse, aale that is becoming inaasingly
demanding with the poliferation of CPGs. In 1994, the
CMAG print directory of CPGs contained some 500 guide
lines, a number which had gwn to over 650 by 1996
when the CM\ Internet guideline database was deloped.
By fall 1999, the database will pride access to ver
2,000 CPGs detoped or endorsed in Canada.

the state of cpgs in canada

In Canada, the clinical pictice guidelines pocess is at a
crossmoads. On the one hand, the GMaccepts that guide
lines can play a majorale in improving the quality effec
tiveness and efficiency of health seices. And an in@as
ing number of physicians a relying on CPGs in their
everyday practice. The CM\® 1998 Physician &ource
Questionnaie reports that over 80% of Canadian physi
cians used a guideline at least once lasegr, and that
50% changed their method of pictice because of a
guideline, up flom 32% in 1994. At the same time, \vev-
er, the high cost of degloping CPGs has led to enormous
variability in their quality Many guidelines a& not based
on evidence, implementation effds hawe been haphazat,

and we lack information about the changes that guidelines

effect on actual patient outcomes.

There are a number of obstacles that must bevercome
before we can expect widesgad adoption of CPGsyb
physicians. Pactitioners ae seldom asked whether they
actually need new guidelines on a gin subject, and no
firm criteria have been deeloped to prioritize topics for
guideline deelopment.We know from research that CPGs
dewveloped by national specialist societies @ highly
regarded by physicians, while guidelines dealoped by
governments or other paties are viewed with a jaundiced
eye. We also knav that suppott from local opinion-leaders
is essential. Havever, national specialist goups often lack
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the funding for rigouous dewelopment and pomotion of
guidelines. As wll, when physicians hae the peception
that guidelines ae cost-cutting measues, cookbook medi
cine or an attempt to undermine mfessional autonomy
they are less likely to use them.

Cost is a major barrier to implementation pgrams, mak
ing partnerships crucial for adequate funding and app+
priate implementation, as well as to establish criteria for
priority areas and awid duplication. The aim of the CM®
CPG infobase, a collection of guidelines ddaped by
groups acoss Canada, is to make it easier to find CPGs
available in a topic aea. The infobase will povide
abstracts, physicians€ummaries, patient companion doc
uments, as vell as information on the deelopment
methodology of each guidelineWhile the guidelines a&
not rated or ewaluated by the CMA, we hope that the infor
mation about methodology will allev users to judge a par
ticular CPGyuality for themseles.

The main goal of CPGs is to boost the quality ofeand
improve outcomes and efficiencyin oder to be focused
on quality, the process must be kept sepate from licens
ing and disciplinary pocedures. We hawe to recogniz that
there will always be egeptions in terms of physicians®
behaviour, and that CPGs may not be the most useful
method of effecting change in thoseesistant 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
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What impact do (PGs have on the practice environment

and on care? Four views

Alegal perspective

Timothy Caulfield, Professor of Law and Research
Director of the Health Law Institute at the University of
Alberta

Clinical pactice guidelines (CPGs) hathe potential,
depending on hav they ae implemented, to conflict with
the classic duties that flav from the physician-patient ela-
tionship in terms of standads of cae and informed con
sent, paticularly if they inwlve a mandatory element.
Private law principles, in elation to informed consent and
standards of cae, are built on obligations that flav from
the health cae provider-patient relationship.

cpgs and the standard of care

The legal standad of cae in Canada is a formulation
based on what caneasonably be expected of a normal
prudent practitioner in given cicumstances. In a malgarc-
tice case, the courwill turn to established pofessional
norms to determine whether the physician has been negli
gent. CPGs that arrigoumusly deeloped, based on good
clinical evidence, andeflect a good deal of prfessional
consensus ae going to be paverful evidence of the legal
standard of cae. But, no matter hav well they ae de\el-
oped, CPGs willemain only evidence N evidence that can
be refuted N and not a codification of the standat of

care. In fact, in exteme situations, the CPG itself may be
found to be negligent.

If a CPG is parof a bioader cost containment context, its
status as evidence of the legal standdrof cae becomes
much moe suspect.To date, Canadian cous hawe been
very hesitant to incorpoate social objecties in the stan
dard of cae. The couts continue to emphasie the physt
cian® duty to do what is in the best intest of the paticu-
lar patient.

cpgs and informed consent
Informed consent is an ean more contoversial aea. Nav
more than eer, physicians ae legally and ethically obligd
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to disclose a boad range of information to patients about
the nature of a teatment, its risks, and possible alterna
tives. As such, physicians may hawan obligation to dis
close information about alternatie treatments that ae not
in the CPG, ean if they can only be obtained in other jurds
dictions. Some commentators havewen suggested that if
CPGs someha became tied to povincial coverage or
some other incentie mechanism, this conflict would hav
to be disclosed as it is something that a&asonable per
son in the patient©position would hae a

right to expect.

In Canada, fiduciary law compels physicians to do only
what is in the best inteest of their patients, een at the
expense of the physicia® own interest or the inteest of
third parties. These fiduciary principles clearly conflict with
the health eform ethos in which CPGs@emeging, which
emphasizs the need for physicians and medicalganiza
tions to act in the inteest of the population they seve.

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, | see guidelines as a bridge beem
academia and thoseasponsible for the pactical imple
mentation of evidence in the field. But guidelines will
never be perfect tools: een if the best guideline is right
nine out of 10 times, | still havto face that tenth patient
across the desk, and | hawto be able to ignoe the guide
line and giwe that patient the individual cae they need.
My experience with anti-infecties revealed just hav com
plex and aduous the pocess of implementing actice
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are not accessible to peopleWe are \ery concerned that
CPGs might become tied t@imbursement 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 deelopments is limited-use guidelines, which
force all patients to go though a lav-cost drug egimen
before they can access the drugs most amgpriate 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 quideline developer's perspective

Dr. Michael Evans, member of the Ontario Program
for Optimal Therapeutics

Like ewery other family doctor and many of our patients, |
am overloaded with information. M current work with the
Ontario Rogram for OptimalTherapy (OPQ) looks at hav
information can be packaged to make it m@accessible.
Of the $4 million eceived (at arm®length, | should add)
from the Ministry of Health to deslop 10 sets of guide
lines, at least half the money will be used t@search
guestions such as whether e actually need guidelines in
a patticular area and hav they should be disseminated.

A recent review in theBritish Medical Journal effectively
summed up the need to mee beyond simple CPG del-
opment: OClinical Guidelinesawonly one option for
improving the quality of cae. Too often adwcates who
view guidelines as a magic bullet for health-caproblems
ignore some moe effective solutions. Clinical guidelines
make sense when gctitioners ae unclear about appo-
priate practice, and only scientific evidence canquide an
answer. They ae poor emedies in other settingsWhen
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clinicians aleady knav the information contained in
guidelines, those concerned with impwing quality should
redirect their effoits to identify specific barriers begnd
knowledge that stand in the way of behaviour change.O

We are trying to identify factors that might affect doctoring
incentives, regulation, patient factors, the physicia®
gualities and chaacteristics, the pactice setting.We are
also looking into which specific educational inteentions
facilitate the implementation of CPGst&lying the adop
tion of CPGs is complicatedyithe fact that thee is a huge
gap between the eported uptake of guidelines and actual
use. Bvidence is shaving that what clinicians say they ar
doing and what they actually & doing can often be differ
ent. The simple answr for this would be to blame the Bs,
but it must be understood that clinical scenarios often
operate outside the simplistic casesaviewed in guide
lines. As vell, each guideline goup sees their ovn disease
process as at the top of the clinical agenda, wieas the
GPneeds to juggle all these priorities in the context of the
patient® particular situation. Having said this, simple
strategies may help bring these numbers m®in line, such
as evidence-based wall ch&s or other simple eminders.

Ambitious Internet-based pojects like the Cochane
Systematic Rview database hag 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 Cochaine database is, andery few ae
using it. Today® Internet is fine for going home at night
and looking up information for the patientqu saw that
day; it is less useful whenqu hawe mere minutes to find
the most appopriate treatment for the patient in font 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.
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top-line recommendations from the
patient workshop

WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES

PURSUE?

HOW CAN PATIENTS PARTICIPATE IN THE CPG PROCESS?

The main goal of CPGs should be toopide better cae for
patients.

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

Patients should be included in grups de\eloping CPGs with

the assumance that their input will be ecognizd, addessed
and incorpoated.

The CPG picess must be accountable and visible to patient
groups.

Patients should adwcate to ensue that they hae access to
comprehensive assessment and gatment as minimally set
out in the CPGs.

The deelopment of CPGs must inlve the fiont-line cale-
givers closest to patients and not just academics.

Patient groups must follonv through with the right
public/political pressure to ensue that the patients@osition
is head.

Patients should contribute to defining the outcome meases
used in CPGs.

Patients should not all hae to become medical expés in
their own right; they need expds and adwcates they can
rely on for guidance.

Scripting a Future for Clinical Practice Guidelines

FURTHER RECOMMENDATIONS

Other ecommendations aised by the
patient workshop focused on potential
uses for CPGs, asell as the types of infor
mation they should contain. Some in the
workshop felt that CPGs could be useful in
setting standads for gorernment funding
of medically necessary health seices,
though the dangers of geernments using
CPGs in policy decisionsese thought to be
consideable. Others felt that CPGs gvided
a \aluable bridge betveen the academic
and the pactical. It was felt that CPGs
should be egularly updated and made eas
ily available to patients, and that they
should describe what is knen or unknavn
about a paticular condition while poviding
information about tleatment choices in a
format that is cleay concise, unbiased, and
tailored to individual needsThe workshop
group stressed the impotance of poduc-
ing CPGs that set ougalistic treatment
expectations and addess thephysical and
psychological needs of patients.

It was also felt that patient paticipation
had to extend bepnd the CPG prcess if it
were to be effectie. Ratient groups should
not only monitor the guideline deglop-
ment process, but work with scientific and
clinical goups to decide the composition of
clinical trial populations and povide input
into research and deelopment decisions.
They should also be able to phcipate in
decisions about hav CPGs & used.Thele
is a need to mge away fom printed CPGs
towards media that ae accessible to
specific populations, such as non-English
speakers and people of diffent cultures.
The ceation of a epository for information
from patients about teatments was sug
gested, with community pharmacies men
tioned as a potential collection point.



14

top-line recommendations from the
patient workshop

WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES

PURSUE?

HOW CAN PATIENTS PARTICIPATE IN THE CPG PROCESS?

The main goal of CPGs should be toopide better cae for
patients.

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

Patients should be included in grups de\eloping CPGs with

the assumance that their input will be ecognizd, addessed
and incorpoated.

The CPG picess must be accountable and visible to patient
groups.

Patients should adwcate to ensue that they hae access to
comprehensive assessment and gatment as minimally set
out in the CPGs.

The deelopment of CPGs must inlve the fiont-line cale-
givers closest to patients and not just academics.

Patient groups must follonv through with the right
public/political pressure to ensue that the patients@osition
is head.

Patients should contribute to defining the outcome meases
used in CPGs.

Patients should not all hae to become medical expés in
their own right; they need expds and adwcates they can
rely on for guidance.

Scripting a Future for Clinical Practice Guidelines

FURTHER RECOMMENDATIONS

Other ecommendations aised by the
patient workshop focused on potential
uses for CPGs, asell as the types of infor
mation they should contain. Some in the
workshop felt that CPGs could be useful in
setting standads for gorernment funding
of medically necessary health seices,
though the dangers of geernments using
CPGs in policy decisionsese thought to be
consideable. Others felt that CPGs gvided
a \aluable bridge betveen the academic
and the pactical. It was felt that CPGs
should be egularly updated and made eas
ily available to patients, and that they
should describe what is knen or unknavn
about a paticular condition while poviding
information about tleatment choices in a
format that is cleay concise, unbiased, and
tailored to individual needsThe workshop
group stressed the impotance of poduc-
ing CPGs that set ougalistic treatment
expectations and addess thephysical and
psychological needs of patients.

It was also felt that patient paticipation
had to extend bepnd the CPG prcess if it
were to be effectie. Ratient groups should
not only monitor the guideline deglop-
ment process, but work with scientific and
clinical goups to decide the composition of
clinical trial populations and povide input
into research and deelopment decisions.
They should also be able to phcipate in
decisions about hav CPGs & used.Thele
is a need to mge away fom printed CPGs
towards media that ae accessible to
specific populations, such as non-English
speakers and people of diffent cultures.
The ceation of a epository for information
from patients about teatments was sug
gested, with community pharmacies men
tioned as a potential collection point.



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

WHAT GOALS SHOULD CLINICAL PRACTICE GUIDELINES
PURSUE?

| CPGs should primarily aim to pvide the best possible standat of
patient cae N a standard determined ly evidence, esearch, and
input derived from all perspecties relevant to deweloping and
executing guidelines.

I CPGs should suppdynot impede, the patient/piovider
relationship.

I CPGs should be viesd as an educational and not agulatory
tool.

I The CPG prcess, ly identifying gaps in existing scientific
knowledge, can help pinpoint agas needing health sesices
and clinical esearh.

| The use of CPGs should helpad risks in teatment.

I CPGs should facilitate choicesylpatients, poviders and pagrs
by providing clear information about what works and what does
not.

HOW CAN CPGs BE IMPROVED?

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

| A national CPG clearinghouse should be set up toiavduplication
and to help gather esources that ensue the accomplishment of
all steps of the guidelines pcess.The new Canadian Institutes
of Health Rsearch was suggested as a possible site for a
clearinghouse.

| Bvidence must be impoved, especially about patient perspectes
on outcomes. Rsearch funding has to be seced if this to be
satisfactorily accomplished.

| The CPG jcess has to be standalized at national and/or
international lewels. Consensus must beeached on hav
best to accomplish this.

| The CPG jprcess must take a multidisciplinary appach inwlving
all health cae professionals.

16 Scripting a Future for Clinical Practice Guidelines

FURTHER RECOMMENDATIONS

The paticipants in the first mixed work
shop also felt that CPG delopment
should include a quality asswance
process so that potocols change to eflect
advances in the fieldThey egarded CPGs
as a way to impove the consistency of
information from doctor to doctor and
also as a potential basis for deciding what
services should be egarded as medically
necessaryThe workshop stessed that
CPGs must be éinslated into eweryday
language if they ae to sewve as a basis of
information for caegivers, adwcates and
the geneal public.

The goup also felt thee is a need for an
exact definition of the term CPG, @n its
use for \ery different products. They ec-
ommended mechanisms toeview CPGs
regularly and keep them up to date, and
urged that CPGs be made nmmaccessible
to patients. It was also thought that CPGs
should clearly state their utility for geern-
mental policy deelopment, and that
guidelines must be degloped that focus
on patient goups susceptible to multiple
rather than specific diagnoses, such as the
frail elderly Brery CPG should indicate
funding biases and conflicts of intest.
Sections on implementation sategies

that include information on educational
techniques should be enlaged and
strengthened.

Finally members of the workshopeiterat-
ed their view that the elevance and eal
value of CPGsamain debatable at this
time.
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Conclusions

ch of the four workshops stated first and femost that the goal of CPGs is to
Erovide better cae for patients.The patient goup was also ery concerned that
CPGs be flexible enough to meet the piaular needs of individual patients.
Physicians stated that CPGsean educational tool and should not be used tegu-
late practice, a ecommendation echoed in each of the neiet workshops.

Each of the goups raised the need to make the CPGaggess truly multidisciplinary
The patient goup stressed that the inclusion of patientapresentatives in CPG del-
opment has to est on assuances that their input will be addrssed.Token represen
tation is clearly not enough. &ients also want input into the outcome meases
used in CPGs, and an opponity to review CPGs for their pctical applicability The
groups ageed that CPG delopment cannot be a strictly academic endeaur, but
requires equal if not geater input fom front-line physicians and other health pfes-
sionals.

Two groups, including the physicians,acommended establishing a cerdlized body to
act as a national guidelines clearinghous&he new Canadian Institutes of Health
Research was suggested as a possible candidate. Albgps identified the need to stan
dardize the CPG prcess, awvid duplication of effots, implement ongoing ealuation
and review of CPGs, and enseiadequate funding for all stages of CPG é&pment.
They also saw a need to shaiinformation about successful implementation sttegies.
Appropriate funding to suppot all stages of CPG delopment, dissemination and eal-
uation was consideed a perequisite to impoving CPGs.

The Summit evealed that patients and physicians still harbour serious doubts about
the advisibility and application of guidelines; these suspicions will linger until the
process becomes @nspakkent, works tovards goals based on a lgier consensus and
involves all paties concerned with health car. OGuidelines should not be aten-
ing,0 concluded DGutkin of the College ofdfnily Physicians of CanadaT®ey ae
simply there to help physicians, patients and perhaps pess make better decisions.
CPGs should facilitate carof the individual patient while not interfering with mfes-
sional judgement, accumulated kneledge and the individual needs of each individ
ual patient. Somehay, we haw to find a way to bring CPGs into that context.O

The idea that OCPGseaa good idea whose time has noeycomed came upepeat
edly during the summit. Brticipants ageed that better evidence and gater re-
sources N as well as commonly set goals, a merstandadized process, and tech
nology that can make guidelines instantly ailable during patient examination N
are essential if CPGs arto ewver make a significant impact on clinical actice.

The consensus was that CPGs antly hawe a limited effect on pactice.

More than one wice called for a halt to the mduction of guidelines until fundamen
tal questions ae ansvered. The usefulness of the tool is seriously compmised
when 1800 diffeent CPGs & published on a single condition. If merguidelines ae
to be produced, they should be desioped through a centalized process that
involves proper prioritization and identification of need.

18 Scripting a Future for Clinical Practice Guidelines
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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?




What Future

" (linical Practice Guidelines
in (anada?

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 a an educational tool and must not be used tegulate medical pactice.

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

MULTIDISCIPLINARY: The CPG picess must be truly multidisciplinarywith a focus on font-line caegivers
rather than academicsThe pocess must include all pares involved in cae.

PATIENT INPUT: Patient representatives must hae meaningful input at all stages of CPG ddopment,
including outcome measuwes used in CPGs.

QUALITY ASSURED: A standadized process for deeloping and ewaluating CPGs should be empled, with
a periodical or continuouseview piocess incorpoated to keep CPGs up to date.

ACCOUNTABLE: The CPG jprcess must be visible and accountable to health egprofessional and patient
groups. The lewel of evidence used to formulate a CPG must be stated explicittymust any potential bias.

OUTCOMES ORIENTED: CPGs should facilitate éatment choices g providing clear information about what
works and what does®tThe outcomes examined shouldflect patient priorities.

ACCESSIBLE: Successful stategies to encouage adoption of CPGs must be steat and materials and
technologies deeloped to make them immediately ailable for consultation.

NATIONAL CLEARINGHOUSE: Many paticipants identified the need for a cenéll body to oversee CPG
development, funding and use. It would ensarregular updating and eview of existing CPGs, and slear
implementation stategies.
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