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In 2001, the Institute of Medicine (IOM)
launched a series of reports to address a 
perceived chasm in quality that exists be-

tween the actual care delivered and the ex-
pected clinical performance based on best 
evidence.1 Evidence-based clinical practice 
guidelines were to be one tool to redesign 
health care and improve performance. The 
promise of guidelines to reduce this chasm 
remains unfulfilled.

Many family physicians are vexed by guide-
lines, and these vexations are not without mer-
it. Some “guidelines” may be little more than 
marketing ploys to influence behaviors that 
enhance revenue or solidify power and pres-
tige for special interests. Information within 
guidelines can be and sometimes is biased. 
As physicians, we are left with the question 
of which guidelines to trust? 

The IOM identified eight standards for 
trustworthy guidelines.2 They should use sys-
tematic reviews of existing evidence where 
the quality of evidence is graded, and recom-
mendations are rated. Guideline development 
panels should be knowledgeable and multi-
disciplinary, representing key stakeholders, 
including patients. Recommendations should 
include important patient subgroups and con-
sider patient values and preferences in the 
recommendation process. The process for de-
veloping recommendations should be transpar-
ent, minimize biases, distortions, and conflicts 
of interests. Recommendations should explain 
the relationship between alternative care op-
tions and health outcomes. Finally, guidelines 
should be reconsidered and revised when im-
portant new evidence warrants modification 
of recommendations.2

Bias
Few guidelines meet this high standard, and 
appearances can be deceiving. Indeed, the 
current state of guideline development leaves 
much for physicians to mistrust. Governmen-
tal research organizations who have their own 
interests to protect have removed themselves 
from the guideline development business, leav-
ing special interests in charge of creating un-
biased guidelines.3,4 When those responsible 
for advocating on behalf of special interests 
underwrite guideline development, the po-
tential for bias increases and rather than a 
“conflict” of interest by individuals, there is a 
“confluence” of interests.5 These interests can 
be either beneficial or potentially harmful. The 
tension between “special” interests and “com-
mon” interests is where controversy thrives 
(eg, talk radio or Fox News), and the two can 
be conflated to meet the needs of special in-
terests. In guidelines where special interests 
have a stake, politics trumps science. 

Why does evidence engender controversy? 
Prior to evidence-based guidelines, consensus 
panel guidelines enjoyed an era of prestige 
and unfaltering loyalty with little controversy. 
Their advantage over a single authored text-
book was clear, but eventually, evidence-based 
approaches gained proponents, and the best 
guidelines embraced this new approach with 
sound methodological footing. Perhaps surpris-
ingly, evidence does not always comport with 
expert opinion, and thus controversy erupts 
between proponents of evidence and those who 
embrace the expert driven dogma of the day. 

Guidelines: Deepening or 
Bridging the Quality Chasm?
Paul A. James, MD

(Fam Med 2016;48(1):7-9.)

From the Department of Family Medicine, University of 
Iowa. 



8 JANUARY 2016 • VOL. 48, NO. 1 FAMILY MEDICINE

COMMENTARY

It is thus no accident that well-respected ev-
idence-based guidelines have caused contro-
versy.6 

Guideline development is expensive, thus 
ensuring that only well-funded and powerful 
organizations will create guidelines. Guideline 
funders often choose to empanel experts rep-
resenting different perspectives, but they also 
potentially share a common bias (membership 
in the society). Additionally, controversy is not 
what funders of guidelines seek, and they are 
more likely to retreat into a consensus of ex-
pert opinion, where truth appears more cer-
tain and doubt is extinguished for the benefit 
of orthodoxy. Controversy that offends special 
interests and those allies with a confluence 
of interests is problematic for guideline de-
velopers. 

Disease-Centered Quality Metrics
Physicians have witnessed guidelines intend-
ed for educational use transposed into regu-
latory requirements or quality metrics. This 
approach implies that physician inattention 
to a guideline standard deserves a tarnished 
reputation or lower payment for services ren-
dered. Physicians cry foul when they perceive 
that the disease-centered guideline does not 
accurately reflect the patient’s reality, which 
may include multi-morbidity, unique patient 
values, or personal preferences. Clinical rec-
ommendations derived from disease-specific 
internally valid randomized controlled clinical 
trials may lack the generalizability or exter-
nal validity needed to apply to primary care 
populations and settings.7 Quality metrics for 
disease-centered technical care may be appro-
priate for hospital-based acute rescue medi-
cine but for the frail elderly and disabled with 
multiple chronic diseases, these quality met-
rics fall short of patient-centered value-based 
purchasing where more reliance on determin-
ing patient goals from a patient-centered per-
spective must be identified.8 

But let’s not throw the baby out with the 
bath water. There are excellent clinical practice 
guidelines that can serve both as education-
al tools and as progenitors of valid metrics of 
care quality and should guide future research. 
This is an important sweet spot for family 
medicine research. Important evidence-based 
guidelines should undergo rigorous testing in 
primary care settings to test their usability 
and improve not only clinical practice but an 
understanding of common diseases that may 
have eluded our specialty colleagues. For ex-
ample, studying a highly respected guideline 

on systolic heart failure in family practices 
identified that most patients in this setting 
with heart failure were older and did not have 
low ejection fractions consistent with systolic 
heart failure.9 Heart failure seen in specialty 
clinics was almost exclusively systolic heart 
failure, and it was not realized that applying 
the same measures of quality in primary care 
would misidentify the appropriate patients.

Family medicine can best manage our pa-
tients’ chronic diseases when we personally 
bridge the chasm that exists in some patient 
populations between the best disease-centered 
care and the best patient-centered care. This 
difference deserves more and better research. 
The movement toward “implementation” sci-
ence should not assume that the disease cen-
tered guideline (model) is applicable to all 
patients. The goal cannot always be to coax 
doctors to adhere to disease-centered guide-
lines through better systems. We must ask 
basic questions. How do patients that do not 
choose disease-centered care differ from those 
who readily embrace it? What are the alterna-
tive goals of care in these patients and how do 
we better identify these goals? As family doc-
tors, we must know and use sound disease-
centered evidence to help our patients make 
fully informed decisions.

How should family doctors approach the cur-
rent crisis in guideline development?

1. Advocate within organized medicine for 
guidelines that meet our standards, and disap-
prove loudly when guidelines are promulgated 
that fall short. Guideline developers should 
include knowledgeable scientific representa-
tion from multiple stakeholder groups to re-
duce bias.

2. Educate our patients to better understand 
the role of guidelines and to appreciate the bi-
ases that may be present in their development. 
We must explain the importance of adhering 
to IOM standards.

3. Listen and partner with patients to 
achieve the best outcome for them based on 
their concerns, values, and preferences using 
the best available scientific evidence. 

4. Recognize our unique role and personal-
ly bridge the chasm between disease-centered 
evidence and patient-centered care. We must 
balance our personal knowledge of our patients 
with disease-centered expertise to adjudicate 
the right course of action based not only on the 
disease(s) but also our patients’ values, pref-
erences, and goals of care. To convince others, 
we must be more explicit about these alter-
native goals of care and document when our 
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treatments vary for good reason from a dis-
ease-centered standard.
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