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ObjectivesObjectivesObjectivesObjectives

At the end of this session, the participant will be able to:

• Discuss what makes a “guideline we can trust”

• Discuss why guidelines might be discordant

• Summarize several recent practice guidelines as examples

Characteristics of 

Trustworthy Guidelines

BOGSATs

Guideline development processesGuideline development processesGuideline development processesGuideline development processes

• Comprehensive, systematic evidence search 

• Evidence linked directly to recommendations 

• Include a strength of recommendation 

• Patient-oriented rather than disease-oriented outcomes 

• Transparency 

• Minimal conflicts of interest 

• Prospective validation 

• Offer flexibility in various clinical situations
Lin; Am Fam Phys 2009

IOM NAP 2011

Qaseem; Ann Int Med 2019

ClearinghousesClearinghousesClearinghousesClearinghouses

• National Guideline 
Clearinghouse no longer 
exists

• Emergency Care Research 
Institute (ECRI) Guideline 
Trust replaced it

• guidelines.ecri.org

• Free but requires registration

• Website is currently under 
reconstruction

Uncensored guidelines

• Many government sites have 
been removed or are heavily 
censored

• AAFP has well-maintained web 
site 
https://www.aafp.org/family-
physician/patient-care/clinical-
recommendations.html

• Local health department for 
local outbreak data (with 
caveats)

Reproductive Health

LGBTQI+

Science
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Discordant Guidelines
WHY DO 

GUIDELINES 

DISAGREE?

Interpretation: values 

research and outcomes 

differently (e.g., POEs vs. 

DOEs; benefits vs. 

harms)

Speculation: the research 

provides no answer, so 

experts provide their 

best guess

Extrapolation: 

extrapolate beyond the 

data (e.g. cholesterol 

targets) or study 

populations

Representation: 

guideline panel does not 

include relevant 

audiences (e.g., patients, 

primary care, etc.)

Oversimplification: 

ignores nuances about 

severity, comorbidity, 

age, etc. (e.g., ADA 

guidelines which 

commonly lump all 

forms of diabetes 

together)

Overcomplication: the 

guideline addresses too 

many specific questions

Application: The 

guidelines variably 

address feasibility, target 

individuals or systems

"Financification" –

“follow the money”

Barry Am Fam Phys 2022

What should What should What should What should 
clinicians clinicians clinicians clinicians 
do?*do?*do?*do?*

• Be skeptical 

• Identify a trusted source of guidelines that 
follow good practices such as NICE, ECRI or 
AAFP

• Apply the most conservative, least 
interventional, guidelines first

• You probably are stuck knowing the 
guidelines that “everybody is talking about”

• Be a leader – work with your practice group, 
institution to use the G-TRUST tool and then 
refine guidelines for local use

*BTW, this is a BOGSAT

Calcium score guidelines: An analysis using the Calcium score guidelines: An analysis using the Calcium score guidelines: An analysis using the Calcium score guidelines: An analysis using the 
GGGG----TRUST tool (1)TRUST tool (1)TRUST tool (1)TRUST tool (1)

• Evaluated CAD prevention guidelines (2018-2023) that used coronary 
calcium score for primary prevention

• Applied G-TRUST evaluation grid

• Identified 7 relevant guidelines

• 5 were “unusable”

• Conflicts of interest, no systematic review or patient perspectives

• 2 were “reliable and relevant”

• The reliable and relevant guidelines recommended calcium score not
be used to assess cardiovascular risk

Vincent, Fam Pract. Oct 21, 2025

Recent 
Guidelines

Opioid prescribing in patients with cancer pain Opioid prescribing in patients with cancer pain Opioid prescribing in patients with cancer pain Opioid prescribing in patients with cancer pain 
who use nonmedical stimulants(2)who use nonmedical stimulants(2)who use nonmedical stimulants(2)who use nonmedical stimulants(2)
• Panel of palliative care and addiction experts 

• 62% were women, 78% were white, and 96% were physicians 

• Task: What to do with patients with cancer pain who use nonmedical stimulants

• 2 modified Delphi groups
• Poor mortality prognosis (weeks to months)

• Better mortality prognosis (months to years)

• Regardless of prognosis
• continue opioids for pain control

• Monitor ongoing use of stimulants

• Tapering off opioids is cruel or punitive
• Counsel about harms of stimulant use

• Poor prognosis - do not change to buprenorphine/naloxone

• Persistent stimulant use – transition to buprenorphine
• Not as addiction treatment but as safer alternative

Jones, Cancer 2023
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Managing opioid use disorder (3)Managing opioid use disorder (3)Managing opioid use disorder (3)Managing opioid use disorder (3)

• Canadian Medical Association update (2018)
• Used NAM (née IOM) development processes
• Used SRs to guide recommendations – assumes ongoing addiction care for all

• 8 recommendations
1. Opioid agonists (buprenorphine and methadone) are first-line treatment
2. Slow-release oral morphine* is a second-line treatment option
3. Do not offer withdrawal management alone
4. IF the patient opts for withdrawal, use a slow supervised opioid agonist taper
5. For those with sustained and successful response to agonists who desire to stop, use 

a slow taper
6. Psychosocial treatments, interventions, and supports should be offered
7. Psychosocial treatment should not be mandatory
8. Harm reduction strategies should be part of the continuum of care (naloxone, sterile 

needles, overdose prevention education, etc.)

Yakovenko, CMAJ 2024*not FDA approved

Cannabinoids in adults with cancer (4)Cannabinoids in adults with cancer (4)Cannabinoids in adults with cancer (4)Cannabinoids in adults with cancer (4)

• ASCO convened an expert panel 

• 13 systematic reviews, 4 RCTs, 1 cohort study

• Overall certainty of evidence was low or very low

• Cannabinoid use has outpaced the science

• strategies for open, nonjudgmental communication 

• Recommend against their use as cancer treatment unless in a clinical trial

• Adjunct to guideline-concordant care (e.g., refractory, chemotherapy-
induced nausea and vomiting)

• Lots more research is needed 

Braun, J Clin Oncol 2024

Cannabinoids for chronic noncancer pain (5)Cannabinoids for chronic noncancer pain (5)Cannabinoids for chronic noncancer pain (5)Cannabinoids for chronic noncancer pain (5)

• American College of Physicians “advice”

• Categories of patients where harms may outweigh benefits:
• pregnant, breastfeeding, or trying to conceive

• adolescents and young adults

• people with current or past substance use disorder

• patients with serious mental illness

• patients at risk for falling 

• Current evidence suggests a small benefit

• Long-term benefits and adverse effects are not established

• Encourage patients to try other approaches first 

Kansagara Ann Int Med 2025 

Epidural steroid injections in adults with Epidural steroid injections in adults with Epidural steroid injections in adults with Epidural steroid injections in adults with 
radicular pain and spinal stenosis (6)radicular pain and spinal stenosis (6)radicular pain and spinal stenosis (6)radicular pain and spinal stenosis (6)

• American Academy of Neurology uses modern guideline methods

• 90 RCTs

• Only report NNTs

• Focus on short-term relief (paucity of data on long term effects)

• Defined success as any improvement

• NNTs were all single digits

• Harms occurred 2.4% to 16.8%

• Selective reporting and odd definition of benefit and makes this 
guideline dubious

Armon, Neurology 2025

Do not use injections or radiofrequency to Do not use injections or radiofrequency to Do not use injections or radiofrequency to Do not use injections or radiofrequency to 
treat chronic neck or low back pain (7)treat chronic neck or low back pain (7)treat chronic neck or low back pain (7)treat chronic neck or low back pain (7)

• Guideline from the BMJ 

• Based on systematic review and NMA

• Panel included patients; non had financial COI

• For all the interventions evaluated, none had demonstrated 
greater benefits than placebo or sham interventions. 

• No data presented on response rates though

• Strongly recommend against using corticosteroid or local 
anesthetic injection (or both) or radiofrequency ablation to 
treat chronic low back or cervical spine pain not due to 
cancer 

Busse, BMJ 2025

Imaging in children with mild brain injury (8)Imaging in children with mild brain injury (8)Imaging in children with mild brain injury (8)Imaging in children with mild brain injury (8)

Moore, Ann Emerg Med 2024

• SR of 11 published guidelines

• 6 high quality

• 34 specific recommendations

• Do not image routinely; do not “screen” with skull x-rays

• CT of head or neck if injury is suspected

• CT of head if child has severe headache or fails clinical decision-
making rules

• Immediate imaging if child has acutely worsening symptoms

13 14
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Contact children of abused children should be Contact children of abused children should be Contact children of abused children should be Contact children of abused children should be 
formally evaluated (9)formally evaluated (9)formally evaluated (9)formally evaluated (9)
• International Consensus Group on Contact Screening in Suspected Child Physical 

Abuse used systematic reviews as foundation

• A contact child under 5 years of age: 
• asymptomatic and 
• either a sibling, household member, or in the same care setting

• All should have Hx and PE

• Children under 12 months: skeletal survey plus brain MRI
• Spine MRI if brain MRI is abnormal
• FU survey and MRI 11-14 days later if either is equivocal or abnormal

• Children 12 to 24 months: skeletal survey

• Children over 24 months: no routine imaging

• Any child with an abnormal H&P should have imaging and be investigated as an 
abused child

Mankad, JAMA Pediatrics 2023

AAP: Guideline on children with obesity (10)AAP: Guideline on children with obesity (10)AAP: Guideline on children with obesity (10)AAP: Guideline on children with obesity (10)

• Guideline excludes prevention and children under 2 years of age

• Guideline does not address structural solutions

• Brief overview of recommendations
• Use BMI to track the weight of children and to identify and monitor children who are overweight or obese 

• Avoid stigmatizing language
• Ask if you can discuss weight

• Avoid “obese child” and use “child with obesity”

• Use terms such as "unhealthy weight" or "gaining too much weight for their age, height, or health." 

• BP at every visit in children with unhealthy weight

• Testing
• Consider lipids for children <10 with obesity

• Lipids, hemoglobin A1c, and alanine transaminase in children 10+ with obesity 

• Treatment
• Nonstigmatizing activities, including motivational interviews, offering intensive (at least 26 hours) health behavior and lifestyle 

treatment 

• Children 12+ consider pharmacologic tx

• Adolescents 13+ consider bariatric surgery

Hampl, Pediatrics 2023

Canadian guideline for treating adults with Canadian guideline for treating adults with Canadian guideline for treating adults with Canadian guideline for treating adults with 
obesity (11)obesity (11)obesity (11)obesity (11)
• Obesity Canada (patient-advocacy group) convened panel

• Patients, primary care clinicians, and obesity specialists
• Systematic reviews

• Pharmacotherapy is add-on to behavior and lifestyle changes

• Semaglutide, tirzepatide, liraglutide, naltrexone/bupropion, or orlistat
• Any person with BMI>30 kg/m2 or BMI>27 kg/m2 with complications
• Any obese adult with type 2 diabetes
• OK for long-term use to maintain weight loss

• Adults with ASCVD: semaglutide

• Adults with heart failure: tirzepatide (preferred) or semaglutide

• Adults with sleep apnea: tirzepatide or liraglutide 

• Adults with DJD: semaglutide 

Pedersen, CMAJ 2025

Updated approach to patients with HTN (12)Updated approach to patients with HTN (12)Updated approach to patients with HTN (12)Updated approach to patients with HTN (12)

• AHA/ACC update to 2017 guideline
• Modern guideline development process
• 104-page guideline!
• 996 references (123 on lifestyle approaches to prevention)

• LOTS in the guideline
• Use machines
• Labs 

• Electrolytes, lipids, FBS 

• Urine albumin (or protein)-to-creatinine ratio; EKG to assess potential target organ damage

• Use risk calculator to determine when to start meds in patients with Stage I  
(professional.heart.org/en/guidelines-and-statements/prevent-calculator) 

• Increase dietary potassium (DASH diet plus salt substitutes)
• Home BPs to monitor response
• Use low-dose 2 drug combinations in patients with stage 2 HTN

Jones, Hypertension 2025

Guideline Implementation

Cascade of Disappointment

Unrealistic recommendations on detecting Unrealistic recommendations on detecting Unrealistic recommendations on detecting Unrealistic recommendations on detecting 
cognitive impairment (13)cognitive impairment (13)cognitive impairment (13)cognitive impairment (13)

• National Academy of Neuropsychology summit

• Created a new research network and made several policy recommendations

• Characteristics of desirable screening tool: fast, can be administered by 
untrained staff, high sensitivity, assessed memory and executive function

• A novel workflow to improve detecting persons with cognitive impairment

• Use electronic health record data to prescreen or risk-stratify adults

• Brief Dementia Screening Indicator or 

• Rapid Assessment of Dementia Risk 

• In-person short cognitive screening tests in those identified in the 
prescreening process or who report their own memory concerns

Hilsabek, Ann Fam Med 2024
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Recommended workflow for early detection of cognitive impairment in primary care. 

Robin C. Hilsabeck et al. Ann Fam Med 2024;22:543-549

© 2024 Annals of Family Medicine, Inc.

Unrealistic for those who test positiveUnrealistic for those who test positiveUnrealistic for those who test positiveUnrealistic for those who test positive

• Recommend 3 or 4 additional visits to complete the assessment

• Visit 1: a longer cognitive assessment (e.g., the Montreal Cognitive 
Assessment) and assess for conditions (e.g., sleep disorders, depression, etc.) 
that affect cognition. 

• Visit 2: assess interval changes and make referrals for additional testing (e.g., 
sleep studies, imaging). 

• Visits 3 and 4: review test results and arrange for additional consultations

• Some of the processes make sense

• Many recommendations have not been vetted in primary care

• Screens for a condition for which we have no effective treatment

Hilsabek, Ann Fam Med 2024

Recommendations for care outpace the time Recommendations for care outpace the time Recommendations for care outpace the time Recommendations for care outpace the time 
available in primary care practice (14)available in primary care practice (14)available in primary care practice (14)available in primary care practice (14)
• Theoretical model 

• 1000 hypothetical primary care panels of 2500 patients 

• Age- and sex-matched to US population

• Identified all USPSTF A and B recommendations (n=48)
• Identified guidelines for top 10 chronic illnesses

• Estimated time to deliver with and without team-based care

• To deliver the entire “basket” of services: 26.7 hours/day
• 3.2 hrs EMR documentation and inbox management

• 14.1 hrs for preventive care
• 7.2 hours for chronic disease management

• 3.2 hours for acute care

• Decreasing panel size to 1500: 16 hours/day

• Increasing panel size to 3000: 32 hours/day

• High functioning teams: 9.3 hours/day (EMR and inbox is still 2.6 hours/day)

Porter, JGIM 2023

Tribute to John 
Hickner

Mentor, colleague, friend

Phronimos

Bottom LinesBottom LinesBottom LinesBottom Lines

• Guidelines are fraught with problems including discordance among 
guidelines, conflict of interest, overly complicated recommendations, 
and limited applicability to primary care.

• Guidelines must explicitly state the level of evidence and strength of 
recommendation.

• Family physicians should read guidelines with skepticism and only 
implement those that follow explicit processes and that apply 
appropriately to primary care patients.
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