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Steroids for pneumonia?

= Jon, 75 yr old retired bus-driver

= 4 diseases, 6 drugs but happy

= Now hospitalized with pneumonia

= Bedridden, in bad shape, Iv antibiotics

= After rounds the resident physician
suggests 1 week course of steroids

= Consultant physician: You kidding me?

= Clinical question: Steroids in
pneumonia?

Ikunnskapssenteret
11/3/2015 4
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Evidence into practice: Would you take steroids for

:/lisof.epistemonikos.org/#/finding/550bc6acf30d0c43083e63a0

pneumonia? nw

Annals of Intemnal Medicine

REeVIEW

Corticosteroid Therapy for Patients Hospitalized With

Communﬂy—Acqulred Pneumoma
and Meta-

mxcmmnlumnmn!mmm MD, PhD; Matthias Brial, MD, M3
MSc, PhD;

Nathan Evanicw, MD; Manya Prasad,
Mark Loshs, MD, MSc; and Gordon H. Guyatt, MD, MSc

Community-acquired pnaumonia (CAF) is com-
mon 2nd often savers.
Purpose: To axaming tha offect of adjunciive coricastarcid
therapy on maortalty, morhidity, and duraticn of hospitalization in
patints with CAP.
Data Sources: MEDUINE, EMBASE, and tha Cachrana Cantral
Ragistar of Cortrolled Triaks through 24 May 2015,

] MD, PhD; Por O. Vandvik, MD, PhD;

distrass syndroma (4 trials; 945 patients; RR, 0.24 [CL 010 1o
0.56]; RD, 8.2%; meocrata cartainty). Thay also decraasad fma

triaks; 1180 patiants; diffarancs, —1.22
ays [Cl, —2.08 to —0.35 days]; high cartainty) and duration of
hospitalization (6 trisls; 1459 patients; maan dffsrenca, —1.00
day [CL, —1.79 to —0.21 days]: high cartainty). Adjunctive corti-
costarcids increased Faquancy of hyparghycemia requiing
tragtmant (6 trizls; 1534 patiants; BR, 149 [CL 1.01 to 2.19]; RO,
3.5%; high cartainty but did nat inceasa fraquancy of gastain:
testinal

Study ized trisks of systamic

in hospitalizad acufts with CAP.

Data Hon: Twa ravi d study
data ancl assassed risk of bias, Chuality of evidance was amassed)
with tha Grading of Recommandations Asassmant, Develop-
merit and Evaluation systam by consensiss among tha authars.

Data Synthesis: Tha median age was typically in th &0s, and
approximataly 0% of patients wera maka. Adjunctive corticosta-
reids wara 2ssociatad with possibla reductions in all-cause mar-
tality {12 trials; 1974 patisnts; risk ratia [RR], 047 [75% C1, 0.45 o
101} riskc dffaranca [RD]. 2.8%; modarate carainty], noad for
mechanical vantiation [5 trials; 1060 patiants; BR, 045 O, 0.24
1o 0.79}; RD, 5.0%; modrata cartsinty), and the acuta raspiratory

Limitations: Thara wera faw avants and trials for many out-
comes. Trials oftan excluded patiorts at high risk for adverse
avants.

For haspi adults with CAP,

staroid therapy may reduca maorality by approdmataly 3%,
nead for mechanical vertilation by approximatsly 5%, and hos
pital stz by approximataly 1 day.

Primary Funding Seurce: Nong.

Ay vt M. doi 10.T326/M1507 15 W EnNak org
Far suthor aifesons, see end of st

Thin arsicle wes published crline firt at s arealzcorg on 11 Asgus 7015,

Lgnwer respiratory infections are the second most
mmon cause of feyears lost globally (11 In
developad countries, hospitalizztion for community-
acquired pnewmonia (CAF) is common, i often assoc-
ated with acute respiratory distress syndrome [ARDS)
uiring mechanical ventilation (2), and is associated
m. appreciable mortality (3). Hospitalizations for CAP
cost more than €10 billion annually in Europe {4} and
more than ‘10 Bilkon znnuzlly in the United States (3).
ocours when © of the innate
|l|'|I1IuI'|E systern fail to claar 2 pathogen from the lower
respiratory tract (5). Although local and qdnkm&
mediated systematic inflammatary responses m.
dear bacterial pathogens, they may also cause
Local inflammation exacerbates pulmaonary d,sl'uncmn
by impairing alveolar gas exchange; severe systemic
N CoH to sepsis and end-organ dys-
function {£). Pneumonia is the most common cause of
ARDS (2, 7). an often fatal complication characterized
by a dysregulated immune response (8, 91
Systemic adjunctive corticostercid therapy may at-
tenuate the inflammatory responsa (10, 11) and, by do-
ing so, reduce the ﬁea.uenq- of ARDS, length of illness
and hospitzl stay, and possibly even mortality. How-
ever, previous systematic reviews of randomized clini
cal triaks have failed to estzblish 2 concusive benefit

weeow 3 org

112, 13}, and current clinical practice guidefines do not
recommend systemic corticosteroid therapy for CAP
114, 15).

In kight of recently published randomized trials {14,
17), we performed a systematic review and meta-
analysis evaluating the effect of adjunctive corticoste-
roid therapy for patients hospitalized with CAP.

MerHons
Data Sources and Searches

A previous Cochrane review with similar inclusion
criteria ientifled stedies up to December 2010 (13)
Using the Medical Subject Headings terms “pneumo-
nia” and “corticostercid”, we replicated the search sirat-
eqgy of that review (13) for MEDLINE, EMBASE, and the
Cochrane Central Register of Controlled Trials (13)
from 1 January 2010 to 24 May 2015. We manually

See also:

Web-Orly

CME quiz

Amnas of Iniemal Medicine 1
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(GRADE|™DECIDE  yferacive Summary of Findings

»  Corticosteroids for community-acquired pneumonia

l] Table -
Plain language statements @ Absolute effect @ Relative effect @ Visual overview
Outcomes Plain language statements Absolute Effect Relative effect Certainty of the
Without with Eswe) evidence
Corticosteroids Corticosteroids Neof participants & studies GRADE
“ All-cause mortality Corticosteroids are likely to resuit 85 57 [;] RR 0.67 @O0
_ . in @ smoll reduction in the risk of 1000 1000 = WakieLAh Moderate (I
PSSO Sin Sossies dying. an = [ﬂ] Based on data from 1974 patients
Difference: 28 less per n 12 studies
1000 patients
[95% CI: 47 less to 1 more per 1000 patients)
»  Need of mechanical ventilation i Foliow-up: In-hospital ®@@®0
50 less per 1000 Moderso @
*  Admission to intensive care unit i Follow-up: 30 days HEE0
42 less per 1000 |
Moderate(
»  Acute respiratory distress syndrome i follow-up: 30 days @@®0
50 less per 1000 e
+  Duration of hospitalization. i Follow-up: In-nospital Reduced by 1 day @)EH-;E)@
\ @ i e OOO®
Time to clinical stahil]ty L Follow-up: In-hospital Red uced bv 1 day o
»  Readmission to hospital i Foliow-up: 30d . . ®@@®0
P e Likely no difference o
*» H lycemia’l Follow-up: 30d DEE®
i oo 35 more per 1000 >
+  Gastrointestinal hemorrhage follow-up: in-hespital . . @®0
ol i Likely no difference ?ﬂ _
ogderate 4
» Severe neuropsychiatric complications i follow-up: 30 days COCE

é&a &= 11 more per 1000

Moderate i



Some want more, some want less

= Anna, 53 yr old school teacher
= Painful knee for 3 months

= (Can not teach or do gymnastics
= Insisted on MRI: meniscal tears

= Her experienced GP is reluctant, suggests
physiotherapy..

= Anna clearly wants surgery

= Clinical question: Arthroscopic surgery
for meniscal tears?

Ikunnskapssenteret
11/3/2015 8



Evidence-based medicine: Great advances

A
514

23rd
Cochrane
Colloquium
Vienna

\'3'.\(_;)\'- @

WK

PN
]
HIAS

N a3
AMON
SENVIT
= ive

3rd EDITION

Users’ Guides to the
Medical Literature

A MANUAL FOR EVIDENCE-BASED CLINICAL PRACTICE

Filtering the (:) Cochrane
Gordon Guyatt, MD information overload olloquium Vien®
; Mc for better decisions 3
Drummond Rennie, MD it
Education
Maureen O. Meade, MD zc;l-qgcut;t.lzr?wliochraneorg
Deborah J. Cook, MD JAMAevidence E——

Copyrighted Material

11/3/2015



Meniscectomies in Norway: How far have we
come”?
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Finding trustworthy answers to clinical questions

Surgery for degenerative
’ meniscal tears?

AUDIT FOCUSED
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EXPERTISE AND PATIENT EVIDENCE

PREFERENCES
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Finding trustworthy answers to clinical questions

Surgery for degenerative
’ meniscal tears?

AUDIT FOCUSED
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Search for
Apply the recommendations in

recommendations on
iIndividual patients
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evidence-based guidelines

Can you trust and use
those recommendations?




How good are we at answering our questions?

Original Investigation

Clinical Questions Raised by Clinicians at the Point of Care
A Systematic Review

Guilherme Del Fiol, MD, PhD; T. Elizabeth Workman, PhD, MLIS; Paul N. Gorman, MD

E Invited Commentary

IMPORTANCE In making decisions about patient care, clinicians raise questions and are unable
to pursue or find answers to most of them. Unanswered questions may lead to suboptimal
patient care decisions.

OBJECTIVE To systematically review studies that examined the questions clinicians raise in
the context of patient care decision making.

DATA SOURCES MEDLINE (from 1966), CINAHL (from 1982), and Scopus (from 1947), all
through May 26, 2011.

STUDY SELECTION Studies that examined questions raised and observed by clinicians
(physicians, medical residents, physician assistants, nurse practitioners, nurses, dentists, and
care managers) in the context of patient care were independently screened and abstracted
by 2 investigators. Of 21 710 citations, 72 met the selection criteria.

DATA EXTRACTION AND SYNTHESIS Question frequency was estimated by pooling data from
studies with similar methods.




How good are we at answering our questions?

Original Investigation

Clinical Questions Raised by Clinicians at the Point of Care
A Systematic Review

Guilherme Del Fiol, MD, PhD; T. Elizabeth Workman, PhD, MLIS; Paul N. Gorman, MD

RESULTS In 11 studies, 7012 questions were elicited through short interviews with clinicians & Invited Commentary
after each patient visit. The mean frequency of questions raised was 0.57 (95% Cl, 0.38-0.77)
per patient seen, and clinicians pursued 51% (36%-66%) of questions and found answers to
78% (67%-88%) of those they pursued_|Overall, 34% of questions concerned drug
treatment, and 24% concerned potential causes of a symptom, physical finding, or diagnostic
test finding. Clinicians’ lack of time and doubt that a useful answer exists were the main
barriers to information seeking.

CONCLUSIONS AND RELEVANCE Clinicians frequently raise questions about patient care in
their practice. Although they are effective at finding answers to questions they pursue,
roughly half of the questions are never pursued. This picture has been fairly stable over time
despite the broad availability of online evidence resources that can answer these questions.
Technology-based solutions should enable clinicians to track their questions and provide
just-in-time access to high-quality evidence in the context of patient care decision making.
Opportunities for improvement include the recent adoption of electronic health record

systems and maintenance of certification requirements.
studies with similar methods.




Do clinicians want recommendations? YES!

= RCT comparing evidence summaries +/-
recommendations in context of low quality evidence

= 496 practicing physicians in 10 countries
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“ ORIGINAL ARTICLE ”

Arthroscopic Partial Meniscectomy versus
Sham Surgery for a Degenerative Meniscal Tear

Raine Sihvonen, M.D., Mika Paavola, M.D., Ph.D., Antti Malmivaara, M.D., Ph.D.,
Ari Itéld, M.D., Ph.D., Antti Joukainen, M.D., Ph.D., Heikki Nurmi, M.D.,
Juha Kalske, M.D., and Teppo L.N. Jdrvinen, M.D., Ph.D.,
for the Finnish Degenerative Meniscal Lesion Study (FIDELITY) Group

ABSTRACT

BACKGROUND
Arthroscopic partial meniscectomy is one of the most common orthopedic proce-
dures, yet rigorous evidence of its efficacy is lacking.

METHODS

We conducted a multicenter, randomized, double-blind, sham-controlled trial in
1406 patients 35 to 65 years of age who had knee symptoms consistent with a de-
generative medial meniscus tear and no knee osteparthritis. Patients were ran-
domly assigned to arthroscopic partial meniscectomy or sham surgery. The primary
outcomes were changes in the Lysholm and Western Ontario Meniscal Evaluation
Tool (WOMET) scores (each ranging from 0 to 100, with lower scores indicating
more severe symptoms) and in knee pain after exercise (rated on a scale from 0 to 10,
with 0 denoting no pain) at 12 months after the procedure.

RESULTS

In the intention-to-treat analysis, there were no significant between-group differ-
ences in the change from baseline to 12 months in any primary outcome. The mean
changes (improvements) in the primary outcome measures were as follows: Lysholm
score, 21.7 points in the partial-meniscectomy group as compared with 23.3 points
in the sham-surgery group (between-group difference, ~1.6 points; 95% confi-
dence interval [Cl], 7.2 to 4.0); WOMET score, 24.6 and 27.1 points, respectively
(between-group difference, ~2.5 points; 95% CI, -9.2 to 4.1); and score for knee
pain after exercise, 3.1 and 3.3 points, respectively (between-group difference, —-0.1;
95% CI, ~0.9 to 0.7). There were no significant differences between groups in the
number of patients who required subsequent knee surgery (two in the partial-
meniscectomy group and five in the sham-surgery group) or serious adverse events
(one and zero, respectively).

CONCLUSIONS

In this trial involving patients without knee osteoarthritis but with symptoms of a
degenerative medial meniscus tear, the outcomes after arthroscopic partial menis-
cectomy were no better than those after a sham surgical procedure. (Funded by the
Sigrid Juselius Foundation and others; ClinicalTrials.gov number, NCT00549172.)

N ENGL | MED 365,26 NE|M.ORG DECEMBER 25, 2013

The New England Journal of Medicine

Copyright © 2013 Massachusents Medical Society. All rghts reserved.
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@ Arthroscopic partial meniscectomy [l Sham surgery
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Arthroscopic surgery for degenerative tears of the

meniscus: a systematic review and meta-analysis

Moin Khan MD, Nathan Evaniew MD, Asheesh Bedi MD, Olufemi R. Ayeni MD MSc,

Mohit Bhandari MD PhD

— ABSTRACT

Background: Arthroscopic surgery for degenera-
tive meniscal tears is a commonly performed
procedure, yet the role of conservative treat-
ment for these patients is unclear. This system-
atic review and meta-analysis evaluates the effi-
cacy of arthroscopic meniscal débridement in
patients with knee pain in the setting of mild or
no concurrent osteoarthritis of the knee in com-
parison with nonoperative or sham treatments.

Methods: We searched MEDLINE, Embase and
the Cochrane databases for randomized con-
trolled trials (RCTs) published from 1946 to
Jan. 20, 2014. Two reviewers independently
screened all titles and abstracts for eligibility.
We assessed risk of bias for all included studies
and pooled outcomes using a random-effects
model. Outcomes (i.e., function and pain relief)
were dichotomized to short-term (< 6 mo) and
long-term (< 2 yr) data.

Results: Seven RCTs (n = 805 patients) were
included in this review. The pooled treatment

effect of arthroscopic surgery did not show a
significant or minimally important difference
(MID) between treatment arms for long-term
functional outcomes (standardized mean differ-
ence [SMD] 0.07, 95% confidence interval [CI]
-0.10 to 0.23). Short-term functional outcomes
between groups were significant but did not
exceed the threshold for MID (SMD 0.25, 95% Cl
0.02 to 0.48). Arthroscopic surgery did not result
in a significant improvement in pain scores in
the short term (mean difference [MD] 0.20, 95%
C1-0.67 to 0.26) or in the long term (MD —0.06,
95% Cl -0.28 to 0.15). Statistical heterogeneity
was low to moderate for the outcomes.

Interpretation: There is moderate evidence to
suggest that there is no benefit to arthroscopic
meniscal débridement for degenerative menis-
cal tears in comparison with nonoperative or
sham treatments in middle-aged patients with
mild or no concomitant osteoarthritis. A trial of
nonoperative management should be the first-
line treatment for such patients.

rthroscopic meniscal débridement is one
A of the most commonly performed proce-
dures in orthopedic surgery. More than
700000 such procedures are performed each year
in the United States, and more than 4 million are
performed each year worldwide, with substantial
economic and social burdens.'* Many patients
who undergo arthroscopic meniscal débridement
have concurrent osteoarthritis, and orthopedic
surgeons are often challenged to determine the
true cause of patients’ symptoms: the meniscal
tear, osteoarthritis or a combination of both.”
Although 2 well-designed randomized con-
trolled trials (RCTs)* have shown a lack of effi-
cacy for arthroscopic surgery in patients with
severe and advanced knee arthritis, many
patients present with degenerative meniscal tears
and mild or minimal concurrent osteoarthritis.'”
Patients with degenerative meniscal tears in the
setting of mild osteoarthritis may experience
functional improvement or pain relief with

@ 2014 Canadian Medical Assoclation or Its licensors

arthroscopic surgery,'"™ but the role of conser-
vative treatment is unclear.'™7 Arthroscopic sur-
gery involves the potential for complications,
which must be weighed against the prognosis for
relief from presenting symptoms.®'®

The objective of this systematic review and
meta-analysis was to evaluate the efficacy of
arthroscopic meniscal débridement in compari-
son with nonoperative or sham treatments in
patients with degenerative meniscal tears and
knee pain with regard to function and pain relief
in the short term (< 6 mo) and long term (< 2 yr).

Methods

‘We conducted this study according to the meth-
ods of the Cochrane Handbook for Systematic
Reviews of Interventions.® The findings are
reported according to the Preferred Reporting
Items for Systematic Reviews and Meta-Analy-
ses (PRISMA) statement.?
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Katz et al.?® 78.9 +18.1 161 74.8 £ 18.6 169 0.22 (0.01 to 0.44) E—l—

@sterds et al.®2  59.1£23.1 8 60.3 £25.9 9 -0.05 (-1.00 to0 0.91) -':

Sihvonen etal.® 82 +£20.9 70 79 +£20.5 76 0.14 (-0.18 t0 0.47) —é—l—

Vermesan et al.*® 42.8 £3.1 60 39939 60 0.82 (0.44 to 1.19) i —

Yim et al.*! 84.1+17.7 50 82317 52 0.10 (-0.29 to 0.49) —f-l—

Overall 396 409 0.25 (0.02 to 0.48) ’l

Heterogeneity: /12 = 56% | { | | |
-1 05 0 0.5 1

SMD (95% CI)

Figure 3: Pooled short-term functional outcomes of conservative and surgical treatment. Red lines show a zone of dinical equivalence
based on a minimal important difference of 10 on the Knee Injury and Osteoarthritis Outcome Score 373%40-43
Note: Cl = confidence interval, SD = standard deviation, SMD = standardized mean difference.
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Herrlin et al.?® 93.5 +20 47 90 +11.9 49 0.21 (-0.19 10 0.61) —El—l——
Katz et al.3® 80.9 +17.8 161 80.7 £17.9 169 0.01 (-0.20 to 0.23) —-—
Sihvonen et al.®® 822 +16 70 83.4 +13.8 76 -0.08 (-0.40 to 0.24) —
Vermesan et al.#3 36.1 +3.6 60 347 +3.8 60 0.38 (0.01 to 0.74) ::—l——
Yim et al.*! 83.2 +12 50 84.3 +10.5 52 -0.10 (-0.49 to 0.29) —I—é—
Qverall 388 406 0.07 (-0.10 t0 0.23) ’
Heterogeneity: I2 = 20% ! —[}l.5 é 0.55 ]

SMD (95% CI)

Figure 4: Pooled long-term functional outcomes of conservative and surgical treatment. Red lines show a zone of clinical equivalence
based on a minimal important difference of 10 on the Knee Injury and Osteoarthritis Outcome Score 3143 24
Note: Cl = confidence interval, SD = standard deviation, SMD = standardized mean difference.
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Arthroscopic surgery for degenerative knee: systematic review
and meta-analysis of benefits and harms
| B Thorlund,' CB Juhl,-2 EM Roos,' LS Lohmander %4

ABSTRACT

OBJIECTIVE

Te determine benefits and harms of arthroscopic knee
surgery involving partial meniscectomy, debridement,
or baoth for middle aged or older patients with knee
pain and degenerative knee disease.

DESIGH

Systematic review and meta-analysis.

MAIN OUTCOME MEASURES

Pain and physical function.

DATA SOURCES

Systematic searches for benefits and harmswere
camried out in Medline, Embase, CINAHL Web of
Science, and the Cachrane Central Register of
Controlled Trials (CENTRAL) up to August 200&. Only
studies published in 2000 or laterwere included for
harms.

ELIGIBILITY CRITERIA FOR SELECTING STUDIES
Randomised controlled trials assessing benefit of
arthroscopic surgery involving partial meniscectomy,
debridement, or both for patients with orwithout
radiographic signs of osteoarthritiswere included. For
harms, cohort studies, register based studies, and
case serieswere also allowed.

RESULTS

The search identified nine trials assessing the benefits
of knee arthroscopic surgery in middle aged and older
patients with knee pain and degenerative knee
disease. The main analysis, combining the primary
endpaints of the individual trials from three to 2&
months postoperatively, showed a small difference in
favour of interventions including arthroscopic surgery
compared with control treatments for pain (effect size
0.1, 95% confidence interval .03 to 0.26). This
difference comesponds to a benefit of 2.4 (95%
confidence interval 0.4 to & 3) mm on a 0-100 mm
visual analogue scale. When analysed over time of

WHAT IS ALREADY KNOWN ON THIS TOPIC

Arthroscopic knee surgery is frequently and increasingly used to treat middle aged
and older patients with persistent knee pain

All but one published randomised trials have shown no added benefit for
arthroscopic surgery owver that of the control treatment, but many specialists are
conmvinced of the benefits of the surgical intervention

WHAT THIS STUDY ADDS

for knee ostecarthritis

Interventions that include arthroscopy are associated with a small benefit and with
harms; the small benefit is inconsequential and of short duration

The benafitis markedly smaller than that seen from exercise therapy as treatment

These findings do not support the practice of arthroscopic surgery as treatmeant for
middle aged or older patients with knee pain with orwithout signs of osteoarthritis

thelbma | BAT 2015:350-h2747 | dol: 101136/bm| hirTa?

follow-up, interventions including arthroscopy showed
a small benefit of 3-5 mm for pain at three and six
menths but not later up to 26 months. No significant
benefit on physical function was found (effect size
0.09, —0.05 to 0.24). Nine studies reporting on harms
were identified. Harms included symptomatic deep
wenous thrombaosis (8.13 (95% confidence interval 1.78
to 9.60) events per 1000 procedures), pulmonary
embolism, infection, and death.

CONCLUSIONS

The small inconseguential benefit seen from
interventions that include arthroscopy forthe
degenerative knee is limited in time and absent at one
to twao years after surgery. Knee arthroscopy is
associated with harms. Taken together, these findings
do not support the practise of arthroscopic surgery for
middle aged or older patients with knee pain with or
without signs of osteoarthritis.

SYSTEMATIC REVIEW REGISTRATION

PROSPERD CROGZ01400945.

Introguction

Anhroscopic knee surgery with meniscos resaction is
commaen fior middle aped or older people with persistent
knee pain** The knees of these patients often show
“degenerarive” lesions of camilage, meniscus, and other
tssues, suggesive of osteparthrins. However, popula-
1ion based studies nsing magnerc resonance imaging
show thar incldental findimgs of such lesions are also
Vely commaon among people without knee symproms
and among those withour plain radiographic signs of
osteoarthnns, suggestng that the clinical significance
of such findings 1s unclear.+¢ All but one of the nine
randomised clintcal mals wo date of amhroscoplc sur-
gery in middle aged or older people with persisient
knee pain fatled w show an added benefir of inerven-
tons including arthroscoplc surgery over a varlery of
control mearments.™ Uncerainty thus exists abour the
benefit of arthroscopic surgery including meniscus
resection for these patienis. However, many spectalisis
are comvinced of the bensfirs of the procedure from
their own experience,** and several recent repors
show an Increase, or no decrease, in the incidence of
amhroscopic knes surgery with meniscus resection
during the past decade.***} The anhroscopic proce-
dures discussed hore are reponed w be associared with
adverse evenis, including deep venous thrombosis,
infections, cardiovascular evenis, pulmonary embo-
lism, and death %

The balance of benefits and harms weighs impor-
rantly in the choice of mearment. To inform the cholce
of meament for these partents, we did a comprehen-
stve, up 1o dare syswemare review and mera-analysis of
the benefits and harms of amhroscopic surgery

1
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We need to create trustworthy guidelines
according to new definition and standards

New definition New standards

“Clinical Practice Guidelines
are statements that include
recommendations intended to
optimize patient care. They are

informed by a systematic review of

evidence and an assessment of the CLINICAL PRACTICE
‘ : GUIDELINES
benefits and harms of alternative WE CAN TRUST

° I'7’4
care options
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We need to create trustworthy guidelines
according to new definition and standards

New definition

“Clinical Practice Guidelines
are statements that include
recommendations intended to
optimize patient care. They are
informed by a systematic review o
evidence and an assessment of the
benefits and harms of alternative
care options

New standards

Annals of Intemal Medicine

| Crinical GUIDELINE

Guidelines International Network: Toward International Standards for

Clinical Practice Guidelines

Amir Qassem, MD, PhO, MHA; Frode Forland, MD, DPH; Fergus Machelh, MD; Ganter Ollcnschliger, MD, PharmD, PhD) Suc Phillis, PhD;
and Phillp van der Wees, PRI, PT, for the Board of Trustees of the Guidelines Infemational Nebaork

Guideline processss vary substantialy, and many
sudeines dao mmeet basic quality ctena. Stzndards for guidaine
o ensure that
“re v s o help users identify high-quality gude-
Ines. such organizations 3= the US. insmute of Madiane and the
United Kingdom's National institute for Health and Chinkcal Excel-
lence have developed recommendations 1o define tustworthy
gukdelnss within ther focsles. Many proups charged with guidaine
gty

consensus about minimum standards for high-guslty guidelnes. in

cantrast to other extsting standards for guidelne
nananal or loca levek, mglzeympmempmpnmwm«wl
tepresent the consensus of an Intemational, multidscplinary group
of active guideline developers
Ths artide presants G--N's propased set of key componants for
These

mendasons, ratngs of and guideline

eview, updating processes, and funding. 1 s hoped that thi artide
dscussion and of ntem.

tonal standards for gudeine development

Ann ntem st DAz ASE S 1 fre—

[ ————

b healch cace profesion elies heavly om the uaeel
o of e i s prasics paddis (1
The US. Insine of Medicine 1OM)
practice icelines a2 “sstesneats that include recormmen
s ovended o optonim. patent s dhat s iformed
by i b e . et o
T b of sl case opiom” (). Over
ot e e mumbes f b doogd by
Tt and privne orgentraans ot s i
cressed expuncatially, Cliniams. paients aod othes sake-
Sodee cbsgele with oo sk someimes comtradin
oy gl of varisble gy ()
Beclopment of gadaines within conrdinsed pro-
an ot masting gy standards by snabling
he ecien saring of o and  perie (5 T

tonal collak offers addi

bance 9.udl|.m= a.vdnpmx . s.ma‘,ra; [ g.mlm.

o
amm are evidence baoed and can help wers ideniify
]ugh— uality puidelines. Although the Appraisal of Guide-

l}u Resmarch and Evaluation (AGREE) instrument
dau not icitly sct standards for guideline development,
e i e bl deebopme
guideline development (4).

Several groups, mach as the 1OM (2), World Health
(e’ ization (5), Natonal Institute for Health and Clin-
ical Excellence (6), Scottish Intercollegiate Guidelines Net-
waork (7), National Health and Medical Research Council
{8), many medical sncieties (9-15), and athers (16-24),
l.m proposed sandards for guideline developers. OF note,

the 10M's recent reparts identifying criteria for trustwor-

thy clinical practice guidelines and systematic reviews (2,

25) have received both p\n.lw: and criticism. Much of the
concern about the [OM's criteria conters an the feasbility
of im ting the long list of criteria and the applica-
bility to diverse sectings (26).

Founded in 2002, the Guidelines International Net-
work (G-I-N) (www.g-i-nnet) is 2 network of guideline
devedopers composed of 93 agganiztions and 89 individual
members representing 46 countries (a5 of January 2002}
(27). Tes anline Ehrary currenty comprises more than 7400
documents, including 3636 guidelines, with a wide range
of variation in quality. The Guidelines International Net-
work understands the critical need 10 minimize the qualisy
differences smang guidelines and 1o promate the d
ment of trustwosthy puidelines. In repanse to clls for in-
ernational sandisck w belp develop and appraise clinical

(19, 28-30), the G-I-N board of trustees mxw{

current literatre and used a consenss proces: 1o
a =t of key components for 4 mmTlum-
i Pl Y s
imal standards for guideline developrment.

MeTHoDs
The G-I-N board of trustees includes clinicians and
guideline developers with specific skills in evidence-based

See alsa:
‘Web-Only

Appendbx

Conversion of graphics Into slides

© 2012 Arican College of Phpsiciass] 526

o g tikgang 13 Annss of Inserusl Medicise User on 08152014
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“Clinical Practice Guidelines
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Very low

Summary of findings &
estimate of effect for
each outcome

Guideline development

Formulate recommendations:
*For or against (direction)
Strong or weak/conditional

(strength)
m By considering:
QQuality of evidence
QBalance benefits/harms

OValues and preferences

Revise if necessary by considering:

UResource use (cost)

outcomes

Grade overall quality of
evidence across

“We recommend using...”

“We suggest using...”

“We recommend against using...”
“We suggest against using...”

it

* Ilustration from Holger Schunemann and Yngve Falck Ytter




Imagine you found a trustworthy guideline

CHEST_ | Supplement

ANTITHROMBOTIC THERAPY AND PREVENTION OF THROMBOSIS, 9TH ED: ACCP GUIDELINES

Antithrombotic Therapy for VTE Disease

" Are t h ese g u i d e I i n e S Antithrombotic Therapy and Prevention of Thrombosis,

9th ed: American College of Chest Physicians
Evidence-Based Clinical Practice Guidelines

v" Availa ble, useful and understandable e Kearon M) P, e A AK, D, MPH,PHD) Aoy | Comers D,

Paolo Prandoni, MD, PhD; Henri Bounameaux, MD; Samuel Z. Coldhaber, MD, FCCF;
Michael E. Nelson, MD, FCCF: Fhilip S. Wells. MD: Michael K. Gould, MD, FCCF:
Francesco Dentali, MD: Mark Crowther, MD; and Susan K. Kahn, MD

= Huge duplication, lots of work

for clinicians?

I: This article add) the tr of VIE disease.
Ms!iwdb We generated strong (Grade 1) and weak (Grade 2) recommendations based on high-
quality (Grade A), moderate-quality (Grnde B), and low-quality (Grade C) evidence.

v" Suited for integration into EMRs, EBM e e o s Pt it
heparin (LMWH) or fond: i over IV unfract; d heparin (Crade 2C) or subcutaneous
unfractionated heparin (Grade 2B). We suggest thrombolytic therapy for PE with hypotension
i ? (Grade 1) Fox & st provimal DV o PE that b provoked by sargery or by s monsuriged tom-
textbooks and adaptation® (e . P kel YT Pt bty e byt
gical risk factor and low or moderate bleeding risk): that is unp ked, we suggest d
therapy if bleeding risk is low or moderate (Grade 2B) and recommend 3 months of therapy
if bleeding risk is high (Grade 1B); and that is associated with active cancer, we recommend
o e extended therapy (Grade 1B; Grade 2B if high bleeding risk) and suggest LMWH over vitamin K
/ SuffICIently up to date? ::rh%:ﬁ:“;r;:;ﬁ Ws;uggestvjtnm]n‘mllngﬂn:lsnrLMEmdﬂblgﬂlmlﬂl‘mﬂ"-
(Grade we suggest

LMWH over no am.bcoﬂglllnhon [Gmd.e 2B), and suggest fo'ndnpnnnm over ].M\’\l"}{ (Gmde ZC]
- . . . Conclusion: Srumg o appy o most patin
to amon,
v' Facilitating shared decisions? . : GO 07 41 o5 <194
CALISTO = Comp of ARIXTRA m Lower Limb §uporr|:1al ﬂmﬂl:ﬂph]oblus With Placebo;

CDT= catheter-directed thrombolysts; CTPH = chronse HE = hagard ratio,
INR= tnternattonal nommalized ratio, IVC = tnferior vena cava: LMWH = Iuwmﬂeculsrdwmghl hepartn; PE = pulmo-
. M nary embaltsm; PEST = hﬂmouan‘ Emboltsm Severtty Index; PREFIC = Prevention du Risque d'Embole Pulmonatre
[ | O available tools par ntermuption Cave, P15 — ; yudmme, i = sk Rt 1PA = recombinant se
° plasminogen activator; S E SVT = fictal vem tPA = tssue activator;
UEDVT = upper-extremity DVT; UFH = unﬁ'acmmc«iluwnn VEA = vitamin K antagonist

Note on Shaded Text: Throughout this guidel Recomr that remain unchanged are not
shading 1s used within the summary of recommenda- shaded.
Hons sectons to indicate recommendations that are
making GRADE newly added or have been changed since the publica- 2.1. Tn patients with acute DVT of the leg treated
tion of Antithrombotic and Thrombolytic Therapy: with vitamin K antagonist (VKA) therapy. we

. We n e e d s R _ ) American College of Chest Phystctans Evidence-
m a UMMARY OF ECOMMENDATIONS Based Clintcal Practice Guidelines (Sth Editon).

the irresistible cholce

11/3/2015



Imagine you found a trustworthy guideline

= Huge duplication, lots of work

= Are these guidelines
v Available, useful and understandable

for clinicians?

v" Suited for integration into EMRs, EBM
textbooks and adaptation?

v' Sufficiently up to date?
v' Facilitating shared decisions?

= 2010: No available tools

= We need
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making GRADE
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11/3/2015

CHEST

Commentary

Creating Clinical Practice Guidelines We
Can Trust, Use, and Share

A New Era Is Imminent

Fer Olap Vandvik, MD, FRIY, Linn Brands, MI); Pablo Alonso-Coello, MD, FhD;
Shaun Treweek, FRD; Elie A. ARl MI), MFH, PhD; Annette Kristiansen, MD;
Anja Fog-Heen, MD; Thomas Agoritsas, MD; Vieter M. Montori, MD:

and Gordon Guyatt, MD, FCCP

Standards and guidance for developi

wmilw clinical practice guidelines are now available,
and a nnmberofhadinggnﬂeknes re to the key standards,
b

Even current u'nstwwlhy guide-

lines, however, generally suffer from a

tion formats, Inemﬂenld{ssmmlunmchniunnsntheprmujmm high risk ol'{emmi g
imal facilitation of sh

ﬂ:.lvomdated,nnd ubop

ledlecreﬂhnn dissem{n:hnn and
an online that

w\ehaHunm:ﬂwresenmhpmg!mandmnp’uﬂ organization, MAGIC
(Making GRADE the Irresistible Clmice}—mn!lrucled a conceptual l'ramewwk and tools to
Facily iy

form or dina interpretable |

authoring
g\ndehemmmbemmnndsmmedinadnhbﬂse

d d with patients. To address

We have
that allows
dh’eﬂl]' on our web plat-

(eg, XML) enablis

and publishers, greatly

nwidemngeufompnulhnhchdeeleﬂmnlcmedﬁ::lremrds)ﬂemwebpmuh :nd:pp]ﬂ::

tions for smartphonesitablets. Modifications in such as pdates,
lend to automatic alterstions in these ompulswlmm.hﬂmnl :.ddltlun:l hhocr Snrglndeﬂnenmhnrs
Eacilitati

d creation of a

shared decision-making in the clinical

ng dy
mgmddmﬁmdmgﬂhrmmmwhﬂmm

wiith us (www.
work will result in ol
and use.

ject.o bn:ppl)’nndfurﬂwxlmpmvellmbml!hrthw purposes. This
pwrgcﬁm guidelines that we cannot only trust, but also easily share

Abbrevistions: ACCP = American Callege: of Chist Physicians: ATS = Antithrombocic
Thrombosis, fth Edition: American Callege of Chest l‘l:r)-nunnﬁ Exidence. Based Caidalines: C) 1SS — clinical devsion

We invite guid o partner

CHEST 2013; 144(2):381-359

and the Prevention of

support spstems; DA, = deision idk DECIDE = [

Decisians and Practios Based on Evidence; EME — d.-umm:mr-dummd. CRADE = Crading of Recommendarions
Assessment, Development and Evaluation; MACIC = Making CRADE the Irresistible Chaice; PICD = popalaticn,
intervention, comparatar, autcomes; Sof = summary of fnding

Strategies to Suppor: Informed

ch succeed in evidence-based diagnosis and treat-
ment at the point of care, health-care personnal
need access to trustworthy clinical practice guide-
lines.! The last decade has seen major advances in
the science ol'creanng clinical practice guidelines,

to assess their methodologic dgor and transparency '
Advances in approaches to summarize evidence, rate
its quality, and move in a transparent manner from

of Recommendations Assessment, Development and
Evaluation (GCRADE) system.** CRADE has become
an international standard, adopted by =70 organiza-

For editorial comment see page 365

tions worldwide, providing a framework and detailed
guidance for producing trustworthy guidelines.s
Despite this progress, challenges remain (Table 1).
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Individual Descriptive Evidence
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Dynamic updating A .

Multil df Decision aids for patients
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» WP 3: Patient and public focussed strategies for communicating evidence-based recommendations
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SPOTLIGHT: PATIENT CENTRED CARE

Decision aids that really promote shared decision
making: the pace quickens

Decision aids can help shared decision making, but most have been hard to produce, onerous 1o
update, and are not being used widely. Thomas Agoritsas and colleagues explore why and
describe a new electronic model that holds promise of being more useful for clinicians and patients
to use together at the point of care

Thomas Agoritsas ressarch fellow'*, Anja Fog Heen doctoral candidate™*, Linn Brandt doctoral
candidate™, Pablo Alonso-Coello associate researcher '*, Annette Kristiansen doctoral candidats®,
Elie A Akl associate professor '*, Ignacio Neumann assistant professor ', Kari AO Tikkinen adjunct
professor '*, Trudy van der Weijden professor *, Glyn Etwyn professor"™, Victor M Montori
professor”', Gordon H Guyatt distinguished professor’, Per Olav Vandvik associate professor **

O af Clirical E and Univarsity, Faculy of Health Sciences, Hamilton, Ontario, Canada; *Division of
General internal Medicng, Division of Chnical Ej Uniwarsity | Switzeriand; "Diap Innlandat
Hospital Trust, Gervis, Norway; ‘insiiute for Health and Society, Funynlll-tnudmmynlom.&uhm Sbaraamerican Cochrane
Cartre, Bomedical Fesanrch Instituts Sant Pau—CIBER, Spain; 1 af Intarnal Medhcing,
Amrican Uriversty of Bains, Lshanon; anmurtafmrr-]llucﬁ:ln& School of Medicing, Portificia Univarsidad CaMiica de Chile, Santiags,
Chile; *Departments of Unology and Public Haalth, Helsinki University Cantral Hospital and Unhversity of Helsinkd, Melsnki, Finland: *Depastment
Family Medicine, School for Public Health and Primary Gase, Uriversity, Center for

Dalivery Sciance, Dartmouth Ins$tite for Health Policy ard Clinicl Practios, Hanowes, USA; *'Knowiedge and Evalinton Ressarch Urit, Mayo

Cliric, Blochester, LISA

Blany, perhaps most, important decisions in medicine are not
clear cut.' * Patients and clinicians need o discuss the upn'ms
using the best available evidence and make informed joint
decisions mue u:mumot pnuenu conlext, valises, and

d decizion making is not
nsy.Dncmneed thee skills and tools o do it and o build rose
patients need information and sappon. Patients aleo need 1o
have a greater role in developing strategies o improve the
process.”*
Acrtes (o best evidence is another key ingredient. Until now
e production and dissemination of clinical practice guidelines
and summsries of evidence has Largely been wilored o meer
the educational needs of clinicians. They are seldom provided
in a formar that supponts shared decision making.” Patients
meeanwhile, struggle w find reliable and accessible summanies
of evidence, although plain language summiries and patent
versions of gaidelines are being developed ®
In this article we highlight the limitations of current decision
adds and discuss how the genenic production of electronic

Camespordenca ta: T Agariss, thomas agoribss Sgmail.sam

decision aids designed for wse in the clinical encounter, linked
dhirectly 1o st orthy summaries of evidence from systenatic
reviews and guidelines, may help in the long march o realising
effective shared decision making,

Challenge of shared decision making

Shared decision making depends on a good conversation” in
which climcians shore information shout the beefits, harms,
and busrden of alterative diagnostic and therapeutic optioas and
patieats explain what matters 0o them and their views on the
chodces they face” ™ It should follow the principles of patieat
centred care, promote informed chodce, and resall in care that
patients value.' * "' Many clinicians think they practice shared
decision making, but evidence suggest a perception-reality gap'
becanse of misconceptions about the namre of shared decision
making. the skills it requires, the dme it takes, and the degree
o which pateents, families, and carers wish (o share in decision
e ——

Esach clinical encounter is influenced by many factors. These
inclode padents’ circumstances and medical needs a5 well a2

Subwcribe oz Lo b oo b
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SHARE IT: Creating discussions in consultations
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What aspect of your medication would you like to discuss next?
ion Aids

Among a 1000 patients like you, with Rivaroxaban

o T
T
SeurEntccy 133993309 8300880%

58 fewer

at 1ye

Choose and compare outcomes

Among a 1000 patients like you, with Rivaroxaban

Recurrent clot Major bleeding

r

13 58 fewer 7 more
per 1000 at 1year at 1year

13 7

per 1000 per 1000

Choose and compare cutcomes

and Summres of i Recurrentclot § Major bleeding
the educational needs ¢
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versions of guidelines |
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aids and discuss how o
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Integrating recommendations in the EMR,
linked to patient specific data

11/3/2015
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Multilayered presentation formats for you
www.magicapp.org
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Should we recommend surgery for Anna?

References Evidence Profiles Recommendations Search for recommendations Search
1 Surgery for degenerative meniscal tears Background Toxt

Strong recommendation Options

Benefits clearly outweigh the drawbacks/harms.
In patients with degenerative meniscal tears we recommend not performing arthroscopic partial meniscectomy V74

Help ©

Effect estimates Key info Rationale Practical advice Adaptation References Discussion (0)

Benefits and harms Guidance
For patients treated with arthroscopic partial meniskectomy compared to sham-surgery at 3 month follow up:
No important difference in pain (SMD 0.2 higher, 895% CI: 0.67 lower to 0.26 higher) or function {(SMD 0.25 higher, 95% CI: 0.02-0.48 higher)
Risk of deep venous thrombosis (6/1000), surgical complications (5/1000), infections (5/1000), cardiovascular events (3/1000) and death (1/1000)
Guidance

Quality of evidence
We have moderate to high confidence in the effect-estimates for pain and function (systematic review of 4 trials, 800 patients) and risk estimates for adverse events (register-study of 14

391 patients)

Preference and values Guidance

We believe all or nearly all patients being well-informed about the lacking benefits and potential risks of partial meniscectomies would elect not to undergo such procedures and rather use
other treatments (e.g. physical exercise)

Resources and other considerations Guidance

Partial meniscectomies is costly (approximately 15 000 NOK/ procedure), places high resource-demands on health care and is not cost-effective (SBU, Sweden 2014)




Changing practice requires more than EBM

Surgery for degenerative
’ meniscal tears?

Quality improvement (FQ(L)JCE:g'?I%DNS
Measure practice
Search for

Apply the
recommendation on
iIndividual patients

N

References Evidence Profiles Recommendations

recommendations in
evidence-based guidelines

/

1 Surgery for degenerative meniscal tears Background Text

Strong recommendation Options

In patients with degenerative meniscal tears we recommend not performing arthroscopic partial meniscectomy o

Strong recommendation
against meniscectomy
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Health care and society face big challenges

poor research

-

A new Lancet Series

11/3/2015

2. Bedside EBM

AL I_H

4. Decision Aids, Patient Education,

Compliance aids

O

o  Aware

~

Accepled Applicable  Able Acted on

Agreed  Adhered to

hd
3 Clinical Quality Improvement

1. Research Synlhesis,
Guidelines, Evidence

Journals, ...

reducing waste
In research

Increasing value

Annals of Intemal Medicine

IMPrROVING PATIENT CARE

Public Reporting of Antibiotic Timing in Patients with Pneumonia:
Lessons from a Flawed Performance Measure

Robert M. Wachter, MD; Scott A. Flanders, MD; Christopher Fee, MD; and Peter J. Pronovost, MD, PhD

The administration of antibiotics within 4 hours to patients with
community-acquired pneumonia has been criticized as a quality
standard because it pressures dlinicians to rapidly administer anti-
biotics despite diagnostic uncertainty at the time of patients’ initial
presentations. The measure was recently revised (to & hours) in
response to this criticism. On the basis of the experience with the
4-hour rule, the authors make 5 recommendations for the devel-
opment of future publicy reported quality measures. First, results
from samples with known diagnoses should be extrapolated cau-
tiously, if at all, to patients without a diagnosis. Second, for some
measures, “bands” of performance may make more sense than

“all-or-nothing” exp ions. Third, rep ive end users of
quality measures should participate in measure development.
Fourth, quality measurement and reporting programs should build
in mechanisms to reassess measures over time. Finally, biases, both
financial and intellectual, that may influence quality measure devel-
opment should be minimized. These steps will increase the proba-
bility that future quality measures will improve care without creat-
ing negative unintended consequences.

Ann Intermn Med. 2008;149:29-32.
For author affiliations, see end of text.

wiw.annals.org

PREVENTING
OVERDIAGNOSIS

Winding back the harms of too much medicine
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Health care and society face big challenges

C) 2. Bedside EBM

S o icine IMPrROVING PATIENT CARE
::epie

o  Aware

Antibiotic Timing in Patients with Pneumonia:
ed Performance Measure

s, MD; Christopher Fee, MD; and Peter J. Pronovost, MD, PhD

4 hours to patients with “all-or-nothing” exp ions. Third, rep ive end users of
ben criticized as a quality quality measures should participate in measure development.
to rapidly administer anti- Fourth, quality measurement and reporting programs should build
the time of patients initial in mechanisms to reassess measures over time. Finally, biases, both
ly revised (to & hours) in financial and intellectual, that may influence quality measure devel-
fof the experience with the opment should be minimized. These steps will increase the proba-
mendations for the devel- bility that future quality measures will improve care without creat-
ity measures. First, results ing negative unintended consequences.

ould be extrapolated cau-

agnosis. Second, for some Ann Interm Med, 2008;149:29-32. Whw.annals.org
y make more sense than For author affiliations, see end of text.

PREVENTING
OVERDIAGNOSIS

Winding back the harms of too much medicine

THE LANCET

A new Lancet Series
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Health care and society face big challenges

“The best way
to predict
the future

is to
create it.”

Abraham Lincoln




The Evidence Ecosystem: Main objective

To create a digital evidence ecosystem connecting
people - performing primary research, systematic
reviews, guidelines, computerized decision
support(CDS) and quality improvement — with digitally
structured data in innovative technological platforms,
to facilitate the creation, dissemination and
Implementation of trustworthy evidence in clinical
practice

11/3/2015 43



Meniscus surgery: No more waste in Norway?

‘.:;r;":t‘.::.mmmm i March 2015 L -

! ad hoc: Strong rec B

i November 2014 against surgery | -

] Systematic review -~ o : Barriers:

! published nnnn ! .

! GI.IISEII i -Surgeons hiding

i . i -Funding (DRG)

; ' i - Silos of people

Vs | C ; - No explicit links

“m“w"'m; E January 2013: making GRADEg i

E RCT in NEJM the irresistible choice i

E Enhancing the i

E Evidence Ecosystem i

D . - e / Reducing
"""" waste?

11/3/2015

Document change in practice, repeat
guality measurement. What are we
waiting for?

Basic research

E.g. pharmacogenomics
drug development...

g

If implemented
November 20147
100 mill Euros
saved by now



Steroids In pneumonla WikiRecs as alternative approach

g s e o e s
1 Corticosteroids for ity-acquired
:’ _______________________________ Weak
s L —————
! SyStematiC reVieW Most trials used approximately 0.5-1.0 mg/kg per day of prednisone-equivalent for 7-10 days
D ay 30 : SySte m ati C an d g! k[!]RdeCS Effect estimates Key info Rationale Practical advice Adaptation References |
review submitted to publishe : ;
journal Recc_)mmendatl_on can E
. be integrated in the |
| EMR...? i
= i
1
. i
19 January 2015' making GRADEg H
RCT | Lancet the irresistible choice We can dO Shared !
. . . I
= e Enhancing the decision-making... i
fon 5}1 Evidence Ecosystem R i
|l e T -
é&m 1:5\_\ : B ) ]
— & N o L7 Increasing
oy 4 ] [P S, A — . Value?
Document change in practice, in the If implemented
Basic research i istri
E :Spﬁa:ns;ijg:nomics WﬁNt[R - regls'ttl'.les'.f" ? MarCh 20157 400
drug development... at are we waiting tor: lives saved in
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ma k ng | GRADEg

istible

G-1-N Nordic Ecosystem for trustworthy

guideline creation,dissemination and updating

Project leader: Funded by:
\*ﬂ Helsedirektoratet =y L/ﬁfé nordoen

Nordic Innovation

.ﬁ Socialstyrelsen SGL_Tn dhedsstyrelsen' DUODECIM




Take home messages

= Advances in standards, systems and tools for EBM

= Technology will play a key role in creating, disseminating

and updating trustworthy evidence in a digital world
= EBM not enough: Evidence Ecosystem a solution?

= Equally important as technology is collaboration and
sharing of information: A true collaborative culture,

lots of work (and perhaps some more magic ;-)
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Dealing with multimorbidity in guidelines, solutions?

RESEARCH

== OPENACCESS - Dryg-disease and drug-drug interactions: systematic
examination of recommendations in 12 UK national
Qo clinical guidelines
Siobhan Dumbreck,'! Angela Flynn," Moray Nairn,2 Martin Wilson,? Shaun Treweek,*
Stewart W Mercer,® Phil Alderson,® Alex Thompson,” Katherine Payne,” Bruce Guthrie'
“Paper based single disease guidelines are intrinsically limited by being hard
to integrate for people with multiple conditions and by being unable, for
reasons of length and usability, to document all possible interactions. In
principle, guidelines embedded in electronic medical records that integrate
recommendations for all the conditions an individual has could deal with the
problem we identied, including the difficulty of accounting for high levels of
complexity but the best design and effectiveness of such guidelines requires

more research’”
Ikunnskapssenteret
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Creating a discussion with Anne
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MAGIC

Decision Aids

Low dose aspirin vs. no treatment for primary prevention ¥

What aspect of your medication would you like to discuss next?

Choose and compare outcomes

Ikunnskapssenteret
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MAGIC

Decision Aids

Low dose aspirin vs. no treatment for primary prevention ¥

Among a 1000 patients like you, with aspirin

6 fewer

at 10 years

No resmen
100 94

per 1000 per 1000
Certainty

olololel)
Moderate

Choose and compare outcomes

e o
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MAGIC

Decision Aids

Low dose aspirin vs. no treatment for primary prevention

Among 1000 patients like you, with aspirin

£2992222229999922222299999999222229999922222229898%
Mortality 1399999999999 9999 9999300999999 9290999999998833555%

£330 8892000000099 RRRS

1393977919999 2999900999997 2210099399222830088%%

$39992 2200009992220 0000 0000892000008 R RRRRRRRRY

6 fewer 1113 s PP PP N 0 s PP IR I IS ISR NNNY
$39992 2200009992220 0000 0000892000008 R RRRRRRRRY

at 10 years 11131 s PP PP I 0 0PI R NI ISR RIS

2133333300003 0000000
1i3313111rr2 23T RRRRRRRRRIRRRRRRRRSR AR RRORRRY

2339393793939 99099 3939323392829 RERY
2339392993399 229292032093823320332232892328828¢8¢%

100 04 3339337139072 IIIRRIYRIESTY
3339399993999 99993999990998999999399992893928838¢8%

per 1000 per 1000 2399399993999 92893999320998999289299992892328828¢8¢%

1120083088000 0000080880000 0000003300009 338Y
11200 N RN RN

Certainty 333333390 e NI s P PP PP P PR RN RN P PP RRRRRY
a 22333333999 92222233833332 0000222233323 333 22 2222°8%
@@@0 2399293992933 92939 92933922833 ¢22933 2233322333 22383%3%

Moderate 906 patients will not have mortality
Close

e e
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MAGIC

Decision Aids

Low dose aspirin vs. no treatment for primary prevention

Practical consequences

&

®
/ R ?

[ pars

Medication Tests and visits Procedure and
routine device
T~
( . B )
p& A
Adverse Physical Emotional
effects, well-being well-being
interactions

and antidote

@!

Food and
drinks

3o

Exercise and
activities

Social life and
relationships

Close

Recovery and
adaptation

Fregnancy and
nursing

Work and
education

Coordination of
care

Costs and
access

Travel and
driving

e e
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MAGIC

Decision Aids

Low dose aspirin vs. no treatment for primary prevention

Among a 1000 patients like you, with aspirin

6 fewer 28 fewer 20 more

at 10 years at 10 years at 10 years
[ spirn |
100 94 121 93 37 57
per 1000 per 1000 per 1000 per 1000 per 1000 per 1000
Certainty Certainty Certainty
clelclely Clololo) PEE®
Moderate High High

Choose and compare outcomes
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