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Specialty Society Clinical Practice Guidelines
Time for Evolution or Revolution?

Clinical practice guidelines (CPGs) should be the ba-
sis for improving the quality and safety of health care.
However, despite enormous investment in develop-
ment and dissemination, many CPGs are not used in the
delivery of care. This is often because many CPGs are en-
cyclopedic tomes without recommendations tailored for
practical and effective implementation for physicians and
health care workers or for patients, without measure-
ment of effect, and often with developmental cycles so
protracted that guidelines may be outdated by the time
they are ready for application in clinical care.1

Because of these and other challenges, there have
been repeated calls for CPGs to be developed by public
entities such as the National Institutes of Health or
Agency for Healthcare Research and Quality. However,
despite these calls, most CPGs are currently produced
by specialty societies and will likely continue to be so for
the foreseeable future. These specialty society guide-
lines continue to have many shortcomings when evalu-
ated based on the criteria in the Institute of Medicine
(IOM) report “Clinical Practice Guidelines We Can
Trust.”2,3 There are often limitations in the scientific evi-
dence on which CPGs are based, lack of transparency re-
garding the methods used by the writing group, ongo-
ing challenges regarding conflict of interest (COI), and
inconsistencies among guidelines from different

societies.3 This is especially true in the area of infection
prevention, in which more than 10 conflicting guide-
lines for prevention of catheter-associated urinary tract
infections have been issued by different organizations.4

A recent study of 45 CPGs from 14 specialty soci-
eties revealed that COIs among panel members were
common, but reporting of these members’ COI disclo-
sures was not.5 This reaffirms the critical need for spe-
cialty societies that develop CPGs to aggressively
address COI concerns through standardization and
transparency in all aspects of data collection, in the
review process, committee administration, and guide-
line development so that such issues do not detract
from the science of the CPGs. Specialty societies
should be cognizant of the readers who will aggres-
sively scrutinize their development processes, par-
ticularly when recommendations are likely to be
controversial.5

How should specialty societies respond to the chal-
lenging environment for creating a CPG? For specialty
societies without the resources to devise a more rigor-
ous approach to CPG development, the answer may be
simple—stop developing CPGs. Currently there are few
examples of specialty societies whose CPG develop-
ment process has evolved effectively in response to
these shortcomings. The American College of Cardiol-
ogy (ACC) has a long history of developing CPGs in part-
nership with the American Heart Association (AHA).
Using a well-defined and established development pro-
cess, these organizations have devoted significant fi-
nancial resources to underwrite comprehensive CPGs
and promote their implementation.6

The ACC/AHA guideline development effort is de-
tailed and comprehensive and has produced more than
22 guidelines over the last decade that include more than
3000 recommendations, with final products more than
350 pages in length. Although this is an effective part-
nership, it can still lead to controversial and difficult-to-
implement guidelines that may have COIs, such as the
new ACC/AHA Lipid Lowering Guidelines.7 Although this
collaboration is rigorous, these guidelines did not fol-
low all of the IOM recommendations for CPG develop-
ment. However, a CPG from the American Cancer Soci-
ety on cancer screening did largely comply with the IOM

recommendations for developing CPGs.8

This highlights the complexity of follow-
ing the IOM recommendations, al-
though the IOM recommendations are
based on consensus, and there are no
data that the process recommended by
IOM produces superior guidelines.

Most specialty societies cannot af-
ford the financial expense to replicate the

ACC/AHA or American Cancer Society experience, and the
need for a more economic and streamlined process with
a succinct work product suggests another pathway is
clearly called for. That pathway is likely to be successful
through partnerships with other organizations that have
expertise in implementation science, multistakeholder
perspectives, and transparency regarding COIs.

An example of such an approach is the Infectious Dis-
eases Society of America/Society of Healthcare Epidemi-
ology of America partnership with The Joint Commission,
theAmericanHospitalAssociation,theAssociationofPrac-
titioners in Infection Control, The National Quality Forum,
and the Centers for Disease Control and Prevention.9 This
collaborationproducedthefirstCompendiumofStrategies
for Healthcare-Associated Infections, in which not only did
all these organizations participate in developing a harmo-
nizedapproachforthepreventionof6serioushealthcare–
associated infections, but all of the organizations were rep-
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resented as authors of the guideline rather than relegated to serving as
reviewers or approvers of already created documents.

Multidisciplinary groups, made up of members from all of the
organizations, developed CPGs in less than 18 months. The result-
ing CPGs were concise, evidence based, graded, and designed for
ease of implementation at the hospital or health-system level. These
CPGs included sections on what works, what does not work, and
what might work in special circumstances. Each CPG had a section
on accountability, emphasizing that implementation must be or-
chestrated by hospital administrative leadership. Each guideline also
included a section on process and outcome measures specific to the
CPG. In addition, every CPG was modified with the help of patients
to create patient-specific guides for use by patients in implemen-
tation. Based on their initial success, these CPGs were recently up-
dated in a highly expedient fashion.

Conclusions
The IOM has strongly suggested that the current approach to de-
velopment of CPGs is flawed and fundamentally needs a new

approach.3 Despite repetitive calls from many stakeholders for other
entities to develop CPGs, to date, little has changed in the way most
current CPGs are developed. Because of the many challenges in the
current process, it will be difficult, if not impossible, for specialty so-
cieties to completely redirect the CPG development process to be
effectively led by other entities.

Therefore, to create CPGs that the public trusts, that clini-
cians and patients can readily implement, and for which compli-
ance can be easily measured, the CPG development process
should continue to be led by specialty societies but with a new
model that integrates other stakeholders, including patients. Spe-
cialty societies will need to use a consortium process in which
authors are not just from the specialty society ranks and the focus
is on concise, rigorously evidence-based, highly practical,
implementation- and measurement-focused CPGs with COI trans-
parency. This approach could be disseminated broadly and
adopted so that specialty society CPGs can be effectively used in
critical efforts to improve the quality and safety of care and
reduce cost.
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